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OTOLOGIC  APPLICATIONS  OF 
AUDIOLOGY 

E.  K.  ]Mayerberg,  ]\1.  1).* 
Wilmington,  Del. 

Otology  is  a branch  of  medicine  which  deals 
with  disorders  of  the  ear.  The  major  ])ortion 

I of  the  problems  confronting  the  otologi.sts  is 
confined  within  the  temporal  bone.  Audiology 
is  a new  specialty  and  is  a highly  derivative 
■ field  of  knowledge.  It  rei>resent.s  a synthesis 
I of  many  other  fields  — physics,  i)sychology, 
I linguistics,  acoustics  and  pedagogy,  to  men- 
I'  tion  a few — undertaken  for  a si)ecial  purpose : 
E to  study  and  treat  the  class  of  problems  that 
■ relates  directly  to  the  function  of  hearing.  The 
■ term  audiologist  is  restricted  to  those  [)ersons 
I who  have  had  extensive  training,  si)ecializa- 
* tion  and  experience  in  dealing  with  hearing 
and  hearing  loss  in  individuals.  Since  the  otolo- 
gist also  deals  with  hearing  and  hearing  loss, 
both  s])ecial  fields  have  a common  basic  prob- 
lem. Working  together  and  pooling  their  re- 
‘ spective  views,  these  two  specialties  should  in- 
crease the  rate  of  advancement  in  i)roblems  of 
jr*  hearing  and  hearing  impairment.  For  some 
^ reason  there  has  been  a delay  in  the  proper 
coordination  of  these  two  special  fields. 

I ( )ne  reason  may  be  that  audiology  origi- 
nated  in  the  college  and  not  the  medical 
schools.  When  audiology  was  still  in  its  em- 
( bryonic  stage,  the  most  fruitful  source  of  au- 
diologists was  the  college  speech  clinic,  now 
renamed  the  speech  and  hearing  clinic.  Pa- 
tients were  rehabilitated  in  the.se  clinics,  but 
the  basic  philosophy  remained  that  of  training 
and  not  treating. 

Ijittle  attention  was  given  to  the  pathology 
present,  i)erhaps  because  that  information  was 
not  readily  available.  Diagnostic  comparisons 
between  hearing  loss  and  diseased  states  often 
wei-e  not  accomplished.  Audiologists  emerging 
from  siich  a background  can  see  little  need  for 
close  association  with  otology  and  do  not  have 
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the  opportunity  of  observing  the  audiologists 
and  otologists  working  together. 

The  audiologist,  however,  is  not  entirely  to 
blame  for  this  imi)roper  recognition.  The  med- 
ical profession  mu.st  accept  the  major  portion 
of  the  blame  for  the  delay  in  proper  coordina- 
tion of  these  two  fields.  Except  for  a few  far- 
sighted  men  such  as  Fowler,  (iold.stein  and 
more  lecently  Lederer,  Canfield,  Crows,  and 
others,  otologists  as  a whole  failed  to  realize 
the  diagnostic  and  thera])eutic  potentials  of 
this  hybrid  specialty,  audiology.  Hearing  loss 
was  a medical  or  surgical  i)roblem.  When  rou- 
tine treatment  failed  nothing  more  could  be 
done.  The  number  of  teeth,  tonsils  and  nasal 
septums  removed  for  the  treatment  of  otoscle- 
rosis is  an  excellent  example  of  the  medical 
approach  to  hearing  loss.  There  are  some  otolo- 
gists who  consider  the  audiologi.st  a technician 
whose  job  it  is  to  carry  out  audiometric  te.st- 
ing  or  consider  audiology  as  a dumping 
ground  for  undesirable  hard-of-hearing  pa- 
tients. LTifortunately,  there  are  still  physicians 
practicing  otology  who  have  no  knolwedge  of 
audiology. 

Audiology  is  now  at  a stage  of  development 
where  it  functions  best  in  close  cooi)eration 
with  the  medical  profession  and  this  cooi)er- 
ation  is  what  we  are  striving  to  achieve  at 
Delaware  Hospital.  It  is  not  sufficient  to  have 
peripheral  relationship  between  ainliology  and 
the  medical  profession.  IMerely  occasional  con- 
tact between  the  two  will  not  serve  the  hard- 
of-hearing  patient  as  he  needs  to  be  .served. 
The  audiologist  must  be  a full  member  of  the 
team  along  with  the  roentgeiiL.og’st,  the  neii- 
rologist,  the  rhinologlst  and  the  other  special- 
ists called  upon  to  aid  in  the  diagnosis  of 
otologic  problems.  He  should  be  a colleague 
on  the  diagnostic  and  therapeutic  team  and 
not  a manipulator  of  admittedly  A-omplex 
equipment.  Fortunately,  stei>s  are  being  taken 
to  educate  both  members  of  this  potential 
team,  although  it  is  a slow  process.  The  lead- 
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ing  aiuliologic  training  centers  are  providing 
increasing  contacts  for  their  students  with  the 
otologists.  Courses  of  instruction  in  the  ana- 
tomy, pliysiology  of  tlie  ear,  no.se  and  throat 
arc  l•c(|uircd  of  audiology  .students  in  many 
training  centers  and  an*  pi'ovided  in  many 
medical  schools  and  universities  specifically 
for  audiology  students. 

Conversely,  the  graduate  training  centers 
for  otologists  are  including  many  phases  of 
audiology  in  their  curriculum  and  some  cen- 
tci's  ic(|uire  e.xtensive  practical  ex])erience  in 
the  audiology  center  as  part  of  graduate  train- 
ing. Practicing  otologists  are  given  opportu- 
nity to  visit  and  i)articipate  in  seminars  in 
audiologic  clinics. 

Newer  and  better  aiuliology  centei*s  are  be- 
ing e.stahli.shcd  in  medical  schools  throughout 
the  counti'y.  In  many,  such  as  .Johns  IIoi)kins, 
Pittsburgh,  Illinois,  to  mejition  a few,  the 
audiologic  staff  has  faculty  rank  in  the  School 
of  .Medicine  and  gives  lectures  to  graduate 
and  undergraduate  medical  students.  Hereto- 
fore, because  of  the  poor  geogi*aphic  grouping 
of  medical  schools  and  universities,  audiologic 
coverage  has  not  been  adeciuate.  Kstahlish- 
ment  of  an  audiology  centei*  in  a general  hos- 
])ital  is  a comparatively  new  dei)arture  hut  a 
good  one.  It  brings  necessary  .services  to  the 
hard-of-hearing  who  do  not  have  access  to 
large  medical  centers  and  provides  the  audi- 
ologist ea.sy  access  to  the  services  of  other  med- 
ical specialties. 

.\udiology  now  fills  an  important  gap  in  the 
handling  of  the  hard-of-hearing  patient.  We 
now  have  much-needed  help  not  only  in  diag- 
nosis hut  also  in  carrying  our  patients  through 
the  complete  range  of  therapy.  The  concepts 
of  healing  the  aurally  handicapped  individual 
has  been  broadened  beyond  medical  and  sur- 
gical hounds.  Through  clo.se  a.s.sociation  he- 
twe(*n  otology  and  audiology,  our  otologist  is 
not  limited  in  his  therapy,  oui*  audiologist 
finds  his  true  role  in  medicine,  and,  above  all, 
oui*  hard-of-hearing  patient  receives  the  maxi- 
mum benefit  which  can  he  achieveil. 

There  are  very  few  centers  of  this  tyj>e  in 
g(*neral  hospitals  and  they  ai*e  widely  scat- 
tered. We  ai'e  very  fortunate  to  have  this 
hearing  and  speech  center  at  the  Delaware 
Hospital  and  it  is  due  to  the  farsightedne.ss 
and  progiessiveness  of  our  Hoard  of  Trustees 


and  our  live,  wide  awake  Director  of  the  Hos- 
j)ital,  .Mr.  H.  R.  (iriffith.  They  have  long  felt 
the  need  of  it  and  they  went  to  a great  deal 
of  expense  in  its  development. 

We  have  one  of  the  most  remarkable  .sound- 
j)roof  i-ooms  in  the  country.  It  is  a floating 
room,  in  other  words,  a room  within  a room 
and  is  about  as  sound-proof  as  it  is  humaidy 
possible  to  make  it.  The  Hoard  of  Trustees  has 
spared  no  expense  to  funnsh  the  necessary 
eciuipment.  The  State  Hoard  of  Health  has 
been  most  cooperative  in  the  establishment 
and  the  sui>port  of  the  clinic. 

The  Hoard  of  Trustees  succeeded  in  obtain- 
ing the  services  of  an  out.standing  audiologist, 
.Mr.  H.  I>eI\oy  Horne,  to  head  the  center.  We 
have  been  functioning  now  about  nine  months 
and  each  month  shows  a steady  progress  under 
his  guidance. 

Several  months  ago  we  sent  out  otological 
examination  forms  to  the  otologists  and  some 
of  the  internists  and  general  i)ractitioners,  as 
well  as  the  pediatricians.  These  forms  look 
lengthy,  hut  they  really  are  not,  hut  are  the 
ty])e  you  can  answer  with  “yes'-  or  “no" 
sign.  I f for  any  i eason  you  find  them  cumher- 
•some,  you  may  ignore  them  and  .send  the  pa- 
tient to  the  center  anyhow  and  all  of  that  part 
will  he  done  there.  We  would  like  very  much 
lor  each  case  referred  to  the  center  to  he  seen 
by  an  otologist,  hut  that  is  not  ah.solutely 
nece.ssa  ry. 


THE  CONSERVATION  OF  HEARING' 

A Joint  Project  of  the  Otologist  and 
the  Audiologist 

Hduar  .\.  .JoU.NSON,  ^1.  D.* 
Wilmington.  Del. 

( ’on.servation  of  hearing  pi*ograms  are  re- 
ceiving increased  attention  throughout  the 
count  ly.  In  pi'cvious  years  the.se  were  centered 
in  Iarg(*  teaching  institutions.  Since  World 
Wai'  II  when  the  armed  .sei-vices  (leveloi)cd 
such  centei-s  for  the  rehabilitation  of  .service 
incurretl  deafness,  the  desire  to  help  the  deaf- 
ened has  s|)read  to  the  smallei*  communities. 
It  has  been  a natural  tendency  not  oidy  to  le- 
hahilitate  the  deaf,  hut  to  prevent  deafne.ss 
wherever  i)ossihle.  This  obviously  must  be  un- 
dertaken early  in  childhood.  Such  a desire  is 

•Department  of  Otolaryngology,  Delaware  Hospital,  Pre- 
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now  expressed  in  the  Audiology  Center  at  the 
Delaware  Hospital. 

Conservation  of  hearing  is  a complex  proj- 
ect and  actually  should  not  be  the  sole  desire 
of  the  otologist  or  the  aiidiologist.  To  be  a suc- 
cessful undertaking  it  must  have  the  whole- 
hearted support  of  not  only  the  entire  medical 
profession  but  the  community  at  large,  as 
well.  By  receiving  .such  supimrt  there  would 
no  longer  be  the  attitude  of  pessimism  which 
in  former  years  so  often  met  the  hard  of  hear- 
ing. 

The  first  requisite  in  a program  of  this  sort 
is  the  detection  of  the  potentially  deaf.  It  is 
obvious  that  the  otologist  or  audiologist  eaii- 
not  do  this  without  help.  The  testing  of  hear- 
ing of  school  children  in  Delaware  has  been 
the  main  source  from  which  cases  have  been 
found.  However,  it  is  imperative  that  all  of 
the  medical  profession  must  be  aware  of  meth- 
ods by  which  they  can  help.  In  order  to  better 
understand  the  problem,  the  causes  of  deaf- 
ness should  be  outlined. 

The  types  of  deafness  can  be  cla.ssified  un- 
der two  headings,  namely : congenital,  and 
acquired. 

Congenital  deafness  includes  otosclerosis 
and  predisposition  to  eighth  nerve  degenera- 
tion, as  well  as  anatomical  malformations. 
Otic  malformations  may  vary  from  a slight 
defect  to  complete  absence  of  the  external  as 
well  as  the  internal  ear.  Prenatal  toxic  causes 
also  leave  their  mark  in  embryonal  develop- 
ment : for  example,  virus  diseases  such  as  Ger- 
man measles  in  the  first  trimester  of  preg- 
nancy. Statistics  show  that  33  to  50  per  cent 
of  .such  cases  result  in  a congenital  deafness. 
To  a lesser  extent,  prenatal  development  of 
mumps  and  influenza  result  in  similar  defects. 

There  are  four  broad  groups  of  causes  of 
acquired  deafness,  namely ; 

1.  Diseases  of  the  central  nervous  system 
— meningitis,  encephalitis,  brain  tumors,  cir- 
culatory diseases,  concussion  of  the  central 
auditory  area,  and  fracture  of  the  temporal 
bone. 

2.  General  infectious  diseases  — scarlet 
fever,  measles,  mumps,  pertussis,  etc.,  which 
cause  nerve  degeneration  by  high  fever.  Fig. 
I illustrates  the  effect  of  high  fever  in  infancy. 
This  child  had  a temperature  of  104°  for  al- 


most a week  when  she  was  eighteen  months 
old.  She  is  now  ten  years  of  age. 


B.  J.  H.  Age  10  years. 


3.  Infections  of  the  ear  — otitis  media, 
mastoiditis,  and  external  otitis.  Fig.  2 illus- 
trates the  effect  of  a mastoiditis  on  hearing. 
This  patient  is  now  twenty  years  of  age.  At 
five  years  of  age  she  had  a mastoidectomy. 
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FIG.  2 

E.  S.  Age  20  years. 

4.  Physical  agents  — impacted  cerumen, 
foreign  body  impaction,  accidental  trauma  to 
the  ear,  and  acoustic  trauma  due  to  sudden 
excessive  noi.se  (explosions,  gun  fire,  etc.). 

In  reviewing  the  above  causes,  it  can  be  seen 
that  many  of  the  causes  receive  the  attention 
of  others  of  the  x)rofession  besides  the  otolo- 
gist. In  such  a way,  and  with  emphasis  on 
possible  impairment  of  hearing,  can  all  of  us 
help  in  this  undertaking. 
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Wliat  can  he  dune  in  a eonerete  way  to  pre- 
vent deafness? 

The  prevention  of  eonfieidtal  deafness  is 
not  an  easy  i)rot)lein  to  solve.  If  heretlitary 
deafne.ss  exists  in  hotli  ])arents,  the  children 
of  this  inarriafie  will  almost  certaiidy  he  deaf. 
If  one  parent  has  hei’editary  deafness  and  the 
other  has  a history  of  such  in  the  fanuly,  au- 
thorities state  that  it  is  prohahle  that  the  ofl'- 
si)rinji'  will  he  deaf.  If  one  family  is  free  of 
such  a histoiw,  the  ])rospect  of  normal  chil- 
dren is  "ood.  It  can  he  seen,  then,  that  the 
prevention  of  this  type  of  deafness  is  a eu- 
<>enic  i)i-ohlem.  Since  the  deaf  aie  most  likely 
t(»  associate  w ith  others  so  afflicted,  intermar- 
ria"e  cannot  lx*  prevented,  llowevei',  the  j)os- 
sihilily  of  their  haviii”:  deaf  children  should 
he  explained  to  them. 

As  far  as  (Jerman  measles  in  the  fii-st  ti'i- 
mester,  it  has  been  recommended  that  all 
Aounji'  fiirls  he  exposed  in  childhood.  It  is  only 
hy  previous  ex])osure  that  such  deafne.ss  can 
he  prevented.  The  i)racticahility  of  such  ex- 
posure is  open  to  (piestion. 

Control  of  prenatal  .syphilis  and  ])remai'ital 
hlood  tests  has  certainly  decreased  the  possi- 
hility  of  a luetic  cause. 

All  of  the  above  cause  a nerve  deafness  be- 
fore acfiuisition  of  speech.  The  imi)ortance  of 
preventinu'  these  can  he  readily  .seen,  since  it 
is  extremely  difficult  to  learn  speech  without 
heai'in”;.  It  is  true  that  it  can  he  done,  hut  not 
without  laborious,  time-consumin«:  instruc- 
tion. Seldom  is  speech  learned  under  these 
conditions  without  a s(>vere  defect  or  even  un- 
intelli”:ihle  speech.  There  is  nothin';  so  .sep:re- 
"atin*;'  as  this  handicap.  It  is  further  recom- 
mended that  heai'iii”'  tests  he  done  on  children 
who  have  been  classed  as  feeble  minded.  Some 
of  the.se  have  been  found  to  have  normal  in- 
tellif;ence,  hut  a .sevei'c  deafness. 

The  i)revention  of  ac(piii-ed  healin';  lo.s.ses 
is  a twofold  problem:  (1)  education  of  the 
community  as  to  detection  of  hearing  loss  in 
a child,  and  f;eneral  health  measures;  and  (2) 
adecpiate  treatment  of  medical  disease. 

.\pproximately  SO  per  cent  of  preventihle 
ac'piired  hearin*;  lo.sscs  are  due  to  Kustachian 
tube  occlusion.  Relatively.  i;eneral  infections 
of  the  no.se  and  throat  in  the  adult  cause  only 
minor  difficulties  with  healin';.  However,  in 
the  child  similar  infections  all  too  often  result 


in  severe  healin';  impairment.  The  Eustachian 
tube  of  the  child  is  short  and  patulous.  It  is 
also  on  a more  horizontal  plane  than  in  the 
adult.  This  allows  com|)aratively  free  access 
between  the  throat  and  the  middle  ear.  This 
means,  therefore,  that  any  patholoj;}'  with 
primary  or  secondary  effects  in  the  nose  or 
throat  is  a jiotential  cause  of  deafne.ss  in  chil- 
dren. Fi};s.  3a  and  8h  illu.strate  a case  of 
eustachian  closure  before  and  after  a tonsil- 
lectomy. 


FIG.  3A 

F.  T.  Age  14.  Before  T & A— Feb.  14,  1951. 


FIG.  3B 

F.  T.  Re-test  Aug.  8,  1951  after  T & A — May  10, 
1951. 


It  follows,  then,  that  if  the  luimaiy  causes, 
such  as  a j;eneral  infectious  disease,  for  exam- 
])le  measles,  cannot  he  jirevented.  the  second- 
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ary  complication.s  should  1)P.  Immunizations 
in  childhood  have  certainly  helped  in  a large 
degree  to  ])revent  deafness  due  to  the  disease 
itself.  \Yith  tlie  wide  .selection  of  effective 
antibiotics  today,  serious  ear  infections  are 
last  becoming  a rarity.  However,  a great  deal 
more  emphasis  should  he  placed  on  po.ssible 
hearing  loss  which  may  follow.  This  is  often 
not  noticeable  and  may  be  blamed  on  inatten- 
tion in  the  child.  It  woidd  be  wiser  to  test 
these  children’s  hearing  following  such  dis- 
ease. 

Sometimes  it  is  necessary  to  use  radium 
thera])y  to  the  adenoid  area  about  the  eusta- 
chian  tube  orifices  following  surgery.  This 
consists  of  three  treatments  at  two-week  inter- 
vals. It  is  an  effective  agent  in  com})etent 
hands,  and  has  no  danger  whatsoever  to  the 
I)atient.  This  method  has  been  used  for  many 
years  at  Johns  Hopkins  Hosi)ital,  where  it 
was  first  instituted. 

So  far,  at  the  Delaware  Hospital  Hearing- 
Center,  the  bulk  of  cases  of  children  have  come 
from  the  State  Board  of  Health.  The  detec- 
tion of  cases  was  by  school  screening  tests  or 
referred  to  the  Board  of  Health  by  ])hysicians. 

An  otological  examination  is  done  at  their 
first  visit.  Any  treatments  needed  are  begun, 

I and  if  any  .surgery  is  needed  this,  too,  is 
: recommended.  A hearing  test  is  I'ecorded  also 

' on  their  first  visit,  and  this  is  used  to  check 
I on  their  future  course  and  needs.  Three 
' months  after  removal  of  tonsils  and  adenoids, 

. a second  audiogram  is  done.  IMany  who  had 
I hearing  impairments  before  operation  have 
'■  been  found  to  be  normal.  These  cases,  how- 
ever, will  be  followed  at  six-month  intervals 
I for  reexamination.  Those  needing  speech  and 
hearing  instruction  are  enrolled  in  suitable 
classes. 

In  .summation,  then,  the  following  i)oints 
have  been  reviewed : 

i 1.  A conservation  of  hearing  necessitates 
the  full  cooperation  of  not  only  otologists,  but 
all  ])hysicians. 

2.  A pessimistic  attitude  to  the  severely 
deafened  is  a defeatest  outlook.  Hany  with 
nerve  im])airment  can  still  be  helped  at  the 

I center  with  a hearing  aid,  and  most  im])ort- 
I ant,  instruction  in  usim>-  residual  hearing. 

I ^ 

3.  It  is  hoped  that  all  otologists  will  work 
in  full  cooperation  with  the  audiologist.  There 


is  a part  for  both,  each  being  imj)ortant  in  his 
owTi  s])here. 

4.  The  detection  of  the  hard  of  hearing, 
whether  the  moderate  or  severe  degree,  is 
the  key.stone  of  the  whole  effort. 


PROCEDURES  FOR  THE  TREATMENT 
OF  COMMUNICATIVE  DISORDERS  RE- 
SULTING FROM  IMPAIRMENT 
OF  HEARING^ 

L.  LeRoy  Horne, 

Wilmington,  Del. 

Albertus  Magnus,  teacher  of  St.  Thomas 
A(iuinas,  and  the  dominant  figure  in  Lafin 
learning  and  natural  science  of  the  thirteenth 
century  wrote  “Lion’s  brain,  if  eaten,  cairses 
madness,  but  remedies  deafness,  if  inserted 
in  the  ear  with  some  strong  oil.’’  Another 
scholar,  Hildegard  of  Bingen  (about  1125), 
held  that  “deafness  may  be  remedied  by  cut- 
ting off  a lion’s  right  ear  and  holding  it  over 
the  patient’s  ear  just  long  enough  to  say, 
‘Hear,  Adimacus,  by  the  living  Hod  and  the 
keen  virtue  of  a lion’s  hearing’  ’’  and  that 
“the  heart  of  a wea.sel  dried  and  ])laced  with 
wax  in  the  ear,  benefits  headaches  and  deaf- 
ness. ’ 

Over  the  centuries,  little  has  been  done  for 
the  individual  with  a i)ermanent  hearing  im- 
])airment.  Howevei',  in  recent  years,  a new 
field  has  developed.  Audiology,  meaning  the 
science  of  hearing,  seems  to  be  a useful  name 
for  this  field,  even  though  linguistic  purists 
may  object  to  adding  a Hreek  suffix  to  a Latin 
root.  Audiologic  services  were  made  available 
here  at  Delaware  Hosi)ital  with  the  opening 
of  the  Audiology  and  Speech  (’enter  in  Feb- 
ruary of  this  year. 

The  procedure  of  diagnosing  and  retraining 
the  handicapped  i)ersons’  communicative  hab- 
its and  related  attitudes  are  the  work  of  clin- 
ical audiology.  There  is  a three  fold  objective 
in  this  audiologic  task;  (1)  to  determine  which 
individuals  have  communicative  disorders  as 
a re.sult  of  permanent  handicapping  hearing- 
impairments;  (2)  to  furnish  the  individual 
with  the  communicative  tools  with  which  to 
offset  his  impairment  to  an  o])timum  degree; 
(3)  to  hel])  him  gain  insight  into  his  disability 
and  the  ])roblem  it  raises. 

^Director,  Au(iiology  and  Speech  Center.  Department  of 
Otolaryngology,  Delaware  Hospital.  Presented  at  Staff 
Meeting,  November  13.  1951. 
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Complete  dia'rnostie  evaluation  is  a joint 
project  I'or  the  otologist  and  the  audiologist. 
It  includes  an  otologic  examination,  a full  ser- 
ies of  hearing  tests,  jisycho-acoustic  and  jisy- 
cho-.social  examination,  and  a thorough  case 
history. 

Tck)  much  emphasis  can  not  be  placed  ujion 
the  need  for  an  accurate,  efficient  battery  of 
routine  ])hysiologic-acou.stic  tests.  i\lore  often 
than  not,  the  otologi.st  and  the  rehabilitative 
specialist  are  concerned  to  make  related  but 
.somewhat  different  interpretations.  Each  must 
interpret  for  his  own  iiurposes,  not  content 
with  a mere  descrii)tion  of  the  disability,  yet 
know  what  the  other  is  doing  and  why  he  is 
doing  it.  Too  often,  tests  of  auditory  acuity, 
of  monaural  relations,  of  peripheral-central 
comparisons,  of  threshold-suprathre.shold  con- 
trasts of  speech-hearing  function  in  (piiet  and 
in  ambient  noise,  are  treated  merely  as  phy- 
siologic descrijitions  without  special  interi)re- 
tation  for  the  ta.sk  at  hand.  The  otologist  must 
a.ssume  responsibility  for  the  optimum  func- 
tion of  the  hearing  mechanism  and  for  the 
])hysical  welfare  of  the  case;  the  rehabilitative 
s])ecialist  must  assume  res])on.sibility  for  the 
communicative  retraiinng  of  the  pei’son.  Both 
must  concern  themselves  with  the  psycho- 
social reailju.stment  of  the  individual.^ 

At  a minimum,  our  diagnostic  tests  include 
the  following  : ( 1 ) puretone  audiometry,  with 
properly  calibrated  e(iuipment  and  with  due 
recourse  to  masking  when  binaural  disjiarity 
or  inconsistency  indicate  its  use;  (2)  siieech 
audiometry,  the  determination  of  the  intelli- 
gibility thre.shold  for  standard  speech  signals; 
(3)  speech  and  voice  tests,  including  tests  for 
discrimination  lo.ss.  Other  related  tests  and 
retests  may  be  called  for  by  the  routine  find- 
ings. These  may  include : (1)  p.sychometric 

examination;  (2)  loudness-balance  tests;  (3) 
monaural-binaural  tests  of  acuity  for  various 
types  of  signals;  (4)  the  Lombard  test  (par- 
ticularly useful  to  recheck  unilateral  hearing 
lo.ss  when  there  is  a possibilitj’  of  functional 
(lisi)arity)  ; (5)  the  Doei'fler-Stewart  test,  or 
.some  variation,  for  malingering  and  psycho- 
genic deafness.  Still  other  possibilities  will  be 
suggested  by  the  nature  of  the  findings  and 
by  the  details  of  the  case  history.  .Moreover, 
it  often  i)roves  tine  that  the  task  of  fitting  a 


hearing  aid  throws  additional  diagnostic  light 
on  the  particular  case. 

Our  Audiology  and  Speech  Center  is  ade- 
(piately  e(|uippcd  with  office  space,  clinical 
acoustic  rooms,  teaching  areas  and  work  bench 
area  for  minor  electronic  and  hearing  aid  re- 
])airs  and  endaural  insert  imi)ressions. 

In  the  clinical  acou-stic  rooms,  where  hearing 
tests  are  atlministered,  isolation  from  extra- 
neous sounds  has  been  carefully  planned,  for 
the  effect  of  masking  on  hearing  is  well  known. 
Fluctuations  in  the  noise  level  of  a testing 
room  has  been  isolated  and  ambient  noi.se  level 
is  maintained  below  24  db.  In  the  audiometric 
testing  rooms,  sound  level  is  maintained  at 
about  35  db. 

In  order  to  ])roperly  conduct  the  tests  pre- 
viously mentioned  extensive  electro-acoustic 
eipiipment  has  been  a.s.sembled.  There  are  three 
modern  audiometers,  iirojierly  calibrated  and 
maintained.  A coinjilex  electronic  hearing 
evaluator  for  the  .sound-free  room  and  control- 
room  area.  This  versatile  assembly  is  cajiable 
of  accepting  several  different  imput  signals 
separately  or  at  the  same  time.  These  signals 
are  transmitted  through  one  amplifiei’.  There 
is  also  provided  a high-fidelity  loud-.sjieaker 
assembly,  two  headjihones,  capable  of  being 
controlled  se]>arately  as  well  as  one  unit.  For 
communication  with  the  tester,  a one-way 
microphone,  amplifier-headphone,  talk-back 
system  is  provided.  This  e<iuipment  makes 
])ossible  the  determination  of  speech-hearing 
thresholds  and  the  administration  of  an  infi- 
nite variety  of  speech  and  ])ure  tone  tests. 

(Jalvanic  skin  i-esponse  eciuipment  has  re- 
cently been  installed.  With  this  eciuipment  has 
been  develojjed  a technique  whereby  threshold 
audiometric  measurements  may  be  obtained 
with  infants,  very  young  children,  and  with 
jisychogenics.  The  method  employs  the  “as- 
cending techniipie’’  in  audiometry,  together 
with  the  Fere  effect  and  a modified  form  of 
Pavlovian  conditioning.  Mild  faradic  .shock 
is  used  for  conditioning.  The  idea  is  that,  with 
the  use  of  pure  tone  as  a warning  signal  a few 
seconds  before  a shock  is  given,  a child  can  be 
conditioned  so  that  significant  skin-resistance 
changes  are  developed  following  the  tone  in 
anticipation  of  the  .shock.  What  hapiiens  in 
this  u.se  of  the  Fere  effect  is  that  stimulation 
of  the  .sympathetic  nervous  .system  (internally 
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by  ‘thinking’  or  ‘reacting  emotionally’;  ex- 
ternally by  the  application  of  a iiinprick,  a 
mild  shock,  a sound,  and  the  like)  increases 
the  activity  of  the  sweat  glands : increase 
saline  in  the  skin  under  the  electrodes  causes 
a lowering  of  the  resistance  and  therefore  a 
change  in  the  currents  in  the  bridge.  The 
changes  in  the  bridge-currents  are  amplified 
and  recorded  in  wave  form,  and  can  be  inter- 
preted as  positive  or  negative  responses  to  the 
stimuli. 

With  the  a.ssumption  of  reasonably  normal 
sympathetic  responses  from  the  child,  skin- 
resistance  audiometry  is  the  only  method  re- 
cently known  that  promises  to  meet  all  the  cri- 
teria applicable  to  clinical  diagnostic  testing 
of  the  acuity  of  the  auditory  end-organ  in  in- 
fants and  very  young  children. 

Thus  on  every  patient,  a complete  battery 
of  tests  can  be  administered  in  order  to  prop- 
erly evaluate  the  hearing  disability  in  terms 
of  actual  extent  of  the  organic  loss. 

Now,  before  any  audiologic  recommenda- 
tions can  be  made,  if  it  has  not  already  been 
accomplished,  the  jiatient  is  referred  to  the 
otologist  for  consultation  because  it  must  be 
determined  what  the  etiologic  factors  are : 
whether  the  hearing  loss  is  permanent; 
whether  the  hearing  can  be  improved  medic- 
ally; what  the  hearing  prognosis  is;  w’hether 
there  is  active  pathology,  etc.  In  short,  the 
I optimum  functioning  of  the  hearing  mecha- 
' nism  must  be  insured. 

Then,  through  interview  and  counseling,  a 
I determination  is  made  as  to  the  extent  of  the 
communicative  disorder  caused  by  the  loss  of 
hearing  acuity  and  a psycho-social  evaluation 
' is  made. 

Based  on  otologic  findings,  medical  history, 
j diagnostic  hearing  tests,  psycho-acoustic  and 
psycho-social  examination,  a diagnostic  hear- 
ing evaluation  is  made.  Interpretation  of  au- 
i diologic  findings  and  recommendations  for  re- 
I training  are  made  with  the  clinic  purpose 
I clearly  in  mind.  The  audiologist  must  make 
j the  best  possible  use  of  whatever  facts  and 
I meanings  can  be  brought  to  light,  but  his  in- 
terpretations and  recommendations  are  made 
I jirimarily  in  terms  of  the  communicative 
j needs  of  the  individual  and  the  readjustment 
I of  his  behavior. 

Every  person  with  a hearing  impairment  is 


entitled  to  a complete  diagnostic  evaluation. 
A program  of  auditory  rehabilitation  can  be 
devised  for  every  type  and  degree  of  hearing 
loss  and  for  all  ages.  Our  patients  here  al- 
ready have  ranged  from  the  “tleaf"  2 year 
old  to  the  84  year  old  gentleman  who  has  been 
hard  of  hearing  for  years. 

In  the  case  of  an  adult  whose  hearing  loss 
post-dates  the  ac(iuisition  of  language,  we 
have  one  type  of  problem.  If  a hearing  aid  is 
indicated,  a scientific  objective  hearing  aid 
selection  is  made,  based  on  the  iierformance 
of  the  ])atient  on  the  various  hearing  aids 
tried.  The  iiatient  is  then  given  intensive  au- 
ditory training  to  teach  him  to  use  his  residual 
hearing  to  best  advantage  and  to  become  a 
“successful  hearing  aid  wearer’'.  Speech- 
reading-  speech  therapy,  sjieech  conservation, 
language  training,  mental  hygiene  and  voca- 
tional counseling  also  are  available.  Even 
within  this  category  the  program  must  be  flex- 
ible, for  problems  differ  with  type  of  loss,  with 
the  degree  of  loss,  the  i)ersonality  factors  in- 
volved and  a multitude  of  other  factors  too 
numerous  to  mention. 

If  the  hearing  impairment  pre-dates  the 
acquisition  of  language,  which  is  so  often  the 
case  in  the  youngsters  seen  at  the  center,  the 
problem  is  quite  different.  In  some  instances 
language  development  is  severely  retarded 
and  often  completely  absent.  Hearing  is  eval- 
uated primarily  through  galvanic  skin  re- 
sponse audiometry.  Parents  and  home  envir- 
onment must  be  evaluated  to  determine  feas- 
ibility of  training  the  child  at  home.  If  this 
is  feasible,  we  think  in  terms  of  hearing  aid 
possibilities,  sense  training,  auditory  training, 
language  and  speech  development,  parent  edu- 
cation and  counseling,  etc.  If  evaluated  early 
enough,  and  given  X'roper  training,  many  hard 
of  hearing  children  can  remain  at  home  and 
eventually  enter  normal  grade  .school.  Eecom- 
mendation  for  resident  schools  for  the  deaf 
must  be  made  in  some  instances. 

Because  diagnostic  interpretation  and  re- 
training jn-ocedures  must  be  carried  out  to 
suit  the  requirements  of  the  “whole  peyson, ’’ 
it  is  difficult  to  generalize  the  clinical  meth- 
odology. Hearing  aid  recommendations,  speech 
reading,  auditory  training,  speech  therapy, 
etc.  are  not  separate  entities  but  are  consid- 
ered with  all  other  aspects  which  can  contrib- 
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uti‘  to  tile  reluiliilitative  task  and  ai’e  or  are 
not  reeoinmended  and  provided  after  com- 
plete dia<rnostie  evaluation. 

We  aie  pleased  to  lie  a part  of  a general 
hosjiital  wliei'e  services  of  all  medical  special- 
ties are  available.  It  is  obvious  that  otology 
is  indispensable  to  audiology;  ideally  every 
|ire-school  age  audiologic  jiatient  should  have 
a complete  pediatric  work-u]);  so  very  often 
we  feel  that  jisychological  or  neurological  con- 
sultation is  indicated  before  hearing  can  be 
projierly  evaluated  or  a program  of  re-educa- 
tion can  be  jiroperly  jirovided.  And  so  it  goes 
down  the  line  of  specialties. 

( 'onver.sely,  our  .services  an*  here  for  you  to 
utilize.  How  many  I'ecommendations  have 
been  mad(‘  for  institutionalization  of  the  ap- 
jiairntly  feebleminded,  without  ruling  out  the 
])o.ssibility  of  deafness  rather  than  mental  re- 
tardation? If  you,  a pediatrician  have  a re- 
tarded infant  or  youngster  as  a patient  would 
you  like  help  iu  ruling  out  deafness  as  a con- 
tributing factor?  How  many  cases  of  cerebral 
pal.sy  are  there  whose  hearing  should  be  in- 
vestigated? It  has  been  found  that  there  is 
usually  .some  Sth  nerve  involvement  in  almost 
all  cp's.  If  you,  an  obstetrician,  have  a hard 
of  hearing  ])atient  with  otosclerosis,  would  you 
like  to  know  how  much  the  progression  is  has- 
tened by  each  pivgnancy?  Many  i)sycholog- 
ical  problems  in  both  adults  and  children  have 
been  found  to  have  unsu.si)ected  deafne.ss  as 
a pi'imary  cause.  Oi-,  as  a psychiatrist  with  a 
suspected  conversion  hysteria  or  psychogeinc 
ovei'lay,  would  you  cai'e  to  know  the  actual 
e.xtent  of  organic  heai’ing  impairment?  Or  for 
you,  as  a neurologist,  can  we  discover  evidence 
of  Sth  nerve  involvement? 

Audiologically,  therefore,  we  have  a dual 
pur))osc : 

(1)  to  function  as  a hearing  diagnostic 
center ; 

(2)  to  function  as  a hearing  i-ehabilitation 
center,  with  the  ultimate  aim  of  teaching  the 
hard  of  hearing  individual  to  compensate  for 
his  communicative  difficulties  in  such  a way 
that  he  can  live  a reasonably  noianal  exist- 
ence in  a heal  ing  world. 

Let  me  cite  exami)les  to  illustrate  lu)w  oui- 
services  function. 

The  three  cases  that  1 have  chosen  as  illus- 
trations are  rather  typical  of  the  tyj)e  of  case 


that  we  are  apt  to  receive  in  the  audiology 
center.  The  first  case  is  that  of  a child,  A.  B. 
(Fig.  1),  male,  born  on  Februaiy  27,  1947. 


A.  B.  Age  3 years.  Galvanic  Skin- response.  Audio- 
gram — May  30,  1950. 


He  has  two  older  sisters,  one  eight  and  one 
six.  They  have  no  difficulty  with  their  hear- 
ing. The  father  has  been  hard  of  hearing  all 
his  life  and  his  deafness  has  been  diagnosed 
as  a nerve  type  but  the  cause  has  not  been 
ascertained.  There  has  been  some  deafne.ss  in 
distant  branches  of  the  patei-nal  grandmoth- 
er's family.  Two  great  aunts  are  .suppo.sed  to 
have  been  born  deaf.  The  child  was  out  (d‘  a 
normal  pregnancy,  and  was  full  term.  The 
mother  had  no  rubella,  no  bleeding,  no  unex- 
plained fever  din  ing  pregnancy.  The  mother’s 
Bh  is  negative  and  the  father  has  a (piestion- 
ably  negative  Bh.  The  child  was  not  jaundiced 
at  birth  and  he  had  no  transfusions.  He  has 
had  a bilateral  jitosis  of  both  eye  lids  and  has 
had  eccenti’ic  jicar-shaped  pujiils.  The  jiarents 
think  that  the  lid  lag  is  a result  of  an  infec- 
tion of  tt'ar  ducts  develojicd  when  the  child 
was  an  infant  but  this  is  not  (piite  clear.  He 
has  had  no  .serious  illness,  no  lo.ss  of  conscious- 
ness and  no  convulsions.  He  has  had  no  dif- 
ficulty with  his  cal's  and  no  otitis  media.  He 
had  mumps  at  the  age  of  one;  measles  at  the 
age  of  two,  when  he  ran  a fever  of  about  105 
degrees.  During  the  winter  of  1949  he  had 
two  virus  infections.  Development:  the  child 
did  not  walk  until  he  was  two  and  a half  years 
of  age.  He  fed  him.self  at  14  months.  He  was 
toilet  trained  at  3 .veal's.  When  Hi's!  .seen  at 
the  age  of  three  his  speech  development  was 


•Tant'ary,  1952 


I)Er,AWARE  State  ^Iedical  Journal 


9 


severely  retarded  and  speech  was  ])ractically 
non  existent,  lie  uttered  a few  jiuttural 
.sounds  mostly  of  a vowel  (juality  with  no  dis- 
cernahle  consonants.  Mis  hearing  loss  was  sus- 
pected between  the  age  of  one  and  two,  as  he 
has  always  lesponded  poorly  to  sounds.  He 
did  not  even  notice  hands  when  they  were 
clap]ied  behind  him.  He  listened  to  the  radio 
and  ke])t  time  with  it  but  it  had  to  be  turned 
very  high.  He  did  not  play  too  well  with  chil- 
dren, was  rather  ]>ossessive  and  faiiJy  aggres- 
sive. He  was  subject  to  rather  marked  temirer 
tantnrms.  There  has  been  no  s])ecial  attem})t 
made  at  any  education. 

When  first  examined  in  1950,  otological  ex- 
amination showed  the  following:  Glands — not 
enlarged.  Ears — drums  were  quite  retracted 
and  very  slightly  injected.  Nose  and  IMouth 
— the  membranes  were  good  color,  the  breath- 
iirg  space  was  sufficient.  Ther-e  was  no  dis- 
charge seen  in  either  nostril.  There  was  a 
very  large  rrrass  of  adeiroid  tissrre  in  the  naso- 
])haryirx.  The  errstaehian  orifices  were  covered 
with  adeiroids.  The  torrsils  were  moderately 
enlarged  arrd  sorrrewhat  injected.  The  pha- 
ryirx  was  slightly  injected,  there  was  sonre 
post-nasal  discharge  visible  arrd  soirre  hyper- 
troi)hied  lyrrrirhoid  tissue  orr  the  posterior  wall. 
Simrses  were  rrot  examitred.  Diagrrosis  made 
at  the  tiirre  was;  Heariirg  im])airment,  bilat- 
eral, severe  rrerve  tyjre,  probably  orr  a corr- 
gerrital  basis.  Torrsils  and  adeiroids  were  sub- 
se(prently  removed  surgically  in  the  fall  of 
1950  with  good  surgical  results.  T & A ]>ro- 
duce  some  slight  improvement  in  hearing  Irut 
not  sufficient  to  be  of  a clinical  significance. 

In  the  fall  of  1950  a long  I'ange  program  of 
hearing  rehabilitation  was  planned  for  this 
family.  The  youngster  was  introduced  to  am- 
plification using  a portable  table-type  binau- 
ral headset  ami)lifier  and  a program  of  sense 
training,  language  development  and  speech 
habilitation  was  instituted.  He  was  given  in- 
tensive work  in  auditory  training  and  a pro- 
gram was  developed  for  his  family  to  follow. 
This  jrrogram  irrehrded  speech  develoirmerrt, 
lip  readiirg  instructioir  and  developnrerrt  of 
awarerress  of  commrurication.  Irr  April  1951 
he  was  fitted  with  a weai'able  hearing  aid  aud 
a custom-made  endaural  insert.  He  has  now 
progre.ssed  to  the  point  where  he  wears  the 
hearing  aid  during  his  entire  waking  day.  He 


is  seen  in  our  center  for  two  thera])y  .sessions 
a week  and  since  the  acqiusition  of  the  wear- 
able hearing  aid  he  has  made  remarkable 
])rogress.  He  is  fortunate  to  have  been  blessed 
with  intelligent,  steady  i>arents  who  are  well 
aware  of  the  problem  and  are  constantly  work- 
ing with  him  and  stimulating  him  with  si>eech 
and  language  situations.  He  is  now  talking  in 
whole  .sentences  and  communicates  very  well. 
He  plays  well  with  children  and  there  has 
been  no  evidence  of  temper  tantrums  for 
months.  He  has  developed  but  few  of  the  usual 
hard  of  hearing  mannerisms,  none  of  the  usual 
voice  aud  speech  ])atterns  so  commonly  heard 
amoiig  the  deaf. 

The  majority  of  the  therapy  in  cases  of  this 
kind  must  be  conducted  by  the  parents  under 
the  guidance  of  a trained  audiologist.  Progress 
in  this  case  is  very  satisfactory  and  we  are 
sure  that  if  it  continues  he  shall  be  able  to 
cuter  noi  mal  grade  .school  and  compete  suc- 
cessfully with  normal  hearing  children  and 
that  there  shall  be  no  reason  for  confining  him 
to  a resident  school  for  the  deaf  at  any  time. 
Ptosis  of  the  left  eye  lid  was  corrected  surgic- 
ally at  Delaware  Hospital  on  i\Iay  15,  1951 
and  the  right  eye  lid  on  June  5,  1951  with 
good  surgical  results.  With  the  ap])lication  of 
what  we  believe  to  be  good  rehabilitative  pro- 
cedures this  child  is  developing  language  and 
speech  normally  with  good  infiection  in  his 
voice,  good  intonation  patterns  and  good  voice 
(juality.  All  this  work  has  been  done  at  home 
and  here  at  the  Center  with  the  result  that  he 
has  been  able  to  maintain  residence  with  his 
l)areuts  which  is  most  advantageous  for  chil- 
di'en  of  his  age.  There  has  been  no  use  of 
manual  sign  language  whatsoever  and  no  in- 
stitutionalization has  been  required. 

The  next  examjjle  is  that  of  a young  lady, 
.M  iss  C.  1).,  17  years  of  age.  The  history  in 
this  in.stance  is  incom])lete,  due  to  the  involved 
family  background.  The  father  and  mother 
were  separated  and  the  father  has  shown  very 
little  interest  in  the  child.  The  mother  is  pre- 
sently a patient  at  the  Delaware  State  Hos- 
pital at  Farnhurst.  Deafne.ss  is  rei)yrted  to 
have  been  congenital  of  a severe  nerve  type, 
b'ig.  2 shows  the  audiogram  taken  in  our  clinic 
Oil  September  14,  1951.  For  six  years  prior 
to  coming  to  our  clinic  she  had  been  a resident 
student  at  a state  .school  for  the  deaf.  Otolog- 
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ical  examination  showed  no  aetive  i)atholo<>:y 
hilt  no  detailed  report  was  furnislied  as  to  the 
appearance  of  the  ear,  nose  and  throat,  i’a- 
tient  reported  that  during:  her  six  years  at 
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C.  D.  Age  17  years.  Subjective  audiogram — Sept. 
14,  1951. 


the  .scliool  she  had  liad  very  little  work  with 
amplification,  she  had  worn  a hearii\<;  aid  for 
a period  of  two  weeks  hut  it  had  been  aban- 
doned, and  she  indicated  that  she  made  very 
little  use  of  her  vocal  mechanism  but  did  mo.st 
(if  her  communication  throuirh  the  manual 
si«ii  lan<^ua!^e.  When  first  seen  her  siteech  was 
barely  Intel  1 ij^ible  ; .she  had  severe  articulatory 
di.sorders  and  limited  use  of  lan^uafje.  Her 
voice  was  lackino;  in  iidlectioti  and  had  an  ex- 
treme breathy  (piality.  She  seemed  to  tire 
very  easily  when  she  u.sed  it.  Althou“h  she 
was  a fairly  proficient  lip-readei’,  and  si>rni- 
fied  undei’standin^  she  made  little  effort  at 
oral  communication  but  resorted  to  <restures. 
She  fiained  nothinjr  fi'om  radio,  television  or 
the  movie's  and  avoided  social  contacts  except 
with  deaf  younfjsters  at  the  school  who  used 
the  manual  si«rn  laufnia”:e.  Deaf  school  re- 
ported ninth  <;rade  attainment  in  written  sub- 
.ject  matter.  I’.sychometric  t('stin*r  revealed 
above  averafje  intelli«;enc(‘. 

A heariiifj  aid  stdection  was  accomplished 
and  a hearin*;  aid  recommendations  were 
made.  This  particulai-  case  is  a ward  of  the 
State  Depaitment  of  Vocational  Education 
and  the  latter  a^^ency  purchased  her  a hearin<r 
IMostlu'sis.  She  made  an  excellent  ad.justment 
to  amplification  and  (*V(>n  thoimh  without  am- 


j)litication  she  iv(|uired  an  intensity  of  (iO  db. 
to  hear  speech  stimuli,  with  amplification  she 
could  comprehend  easily  at  IS  db.,  or  well 
within  normal  hearin};  ran«;e.  She  has  lu'en 
};iven  an  intensive  and  extensive  pro};ram  of 
trainiii};.  in  audition,  speech  correction  and 
communication  and  has  pro<;ressed  well.  Her 
voice  (piality  has  chaii};e(l  to  a remarkable 
(le<;ree  and  she  communicates  very  well. 
Throu<;h  sp('ech  therajiy  she  has  been  tau};ht 
how  to  use  her  voice  with  less  strain  and  now 
talks  tor  loii};  periods  of  time  without  tiriii};. 
She  has  tremendous  imitative  ability  and  has 
been  able  to  improve  her  sjieech  at  a remark- 
able pace,  rpon  our  i'(*commendation,  she  did 
not  retui-n  to  the  state  .school  for  the  deaf 
from  which  .she  had  come  but  arran<;ements 
were  made  for  her  to  reside  with  an  aunt, 
locally,  while  she  attended  cla.s.ses  here  at  the 
Centei’.  After  a considerable  period  of  bear- 
in'; rehabilitation,  arian};ements  were  made 
for  her  to  attend  a local  business  school  where 
she  is  now  enrolled  five  days  a week,  with  a 
full  pi-o<;ram  of  business  arithmetic,  tyjiiu};. 
filiii};.  etc.  She  enjoys  the  work  at  the  school 
very  much,  is  makin*;  };ood  pro};r(*ss,  and  in 
order  to  facilitate  hei-  learnin<;  she  is  bein}; 
};iven  individual  instruction.  As  an  additional 
liart  of  her  rehabilitative  procedures,  she  has 
been  aided  in  securiii};  a position  with  a local 
(lej)artment  store,  workiii};  on  Saturdays  in 
order  to  have  more  contact  with  heariii};  and 
talkin';  peojile.  This  yoiui};  woman  is  a g:ood 
example  of  <;()od  rehabilitation  material  and 
has  made  a };(M)(1  adjustment  and  before  loii}; 
will  be  able  to  take  her  ]»lace  as  a self  support- 
iii};  and  well  adjusted  member  of  a heariii}; 
jiopulation. 

1 would  like  to  };ive  you  some  back};i'()un(l 
on  one  of  our  favorite  patients.  i\Ir.  E.  F.  is 
^4  years  youii};.  He  reported  that  he  had  been 
hal’d  of  hearin.*;  for  apjiroximately  20  yeans. 
He  added  that  it  had  been  becomin<;  j)ro<;res- 
sively  woi-se  in  recent  years.  He  complained 
of  inability  to  hear  his  radio  and  television 
pro};rams;  constant  necessity  to  a.sk  for  re- 
peats in  conversation  both  in  social  and  busi- 
ness situations,  resultin';  in  repeated  frustra- 
tion. ()tolo‘;ical  examination  revealed  external 
ear  normal,  canal  normal,  tympani  rnembrana 
normal.  Nose  multiple  small  jiolyps  and  pan- 
sinusitis. transillumination  beiii};  all  dark. 
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Na.so]>harynx  was  negative  and  oropharynx 
negative.  Diagnosis  was  pansinusitis,  (2)  al- 
lergic rhinitis  and  (3)  arteriosclerosis.  Al- 
though this  has  not  been  confirmed  with  his 
physician,  the  i>atient  reported  that  he  was  a 
diabetic  and  had  an  eye  condition  giving  him 
sight  in  only  eye. 

He  was  given  a battery  of  objective  hearing 
te.sts  on  October  2,  1951  which  revealed  that  he 
had  a moderately  severe  nerve  deafness,  and 
Pdg.  3 shows  his  hearing  picture.  Hearing  aid 


FIG.  3 

E.  F.  Age  84  years.  Subjective  Audiogram — Oct.  1 1 . 
1951. 


recommendations  are  always  made  with  ex- 
treme caution  when  there  are  gerontal  in- 
volvements. However,  this  individual  was  ob- 
viously mentally  active  and  alert.  He  is  very 
much  the  active  extrovert,  is  fond  of  i>eople 
and  is  disturbed  by  his  communicative  dis- 
order. He  himself  took  the  step  to  .secure  help 
with  his  hearing  problem  without  outside  urg- 
ing and  after  careful  consideration  and  after 
all  the  problems  involved  were  fully  exi>lained 
to  him. 

He  was  subsequently  fitted  with  a wearable 
hearing  aid  to  which  he  adjusted  well.  In  the 
beginning  he  had  some  problems  of  tolerance 
for  loud  noises  but  he  overcame  these  quickly 
and  adjusted  like  a duck  taking  to  watei'. 
This  octogenarian  is  a typical  example  of  that 
type  of  the  older  person  who  can  be  rehabili- 
tated. He  operates  an  active  and  busy  general 


merchandise  business  in  Wilmington,  and  is 
still  working  in  his  store  nine  hours  a day. 
You  so  often  hear  stated  that  when  a i)erson 
reaches  this  age  you  can  not  teach  an  old  dog 
new  tricks  or  he  is  not  interested  in  hearing 
what  ])eople  have  to  say.  We  have  found  this 
is  not  nece.ssarily  true  and  that  many  cases 
indicate  a complete  program  of  rehabilitation. 
You  also  may  have  heard  it  stated  that  those 
with  uerve  type  deafness  can  not  be  helped 
l)y  amj)lification.  This  we  have  not  found  to 
l)e  true  and  I shorild  say  in  the  years  I worked 
with  service  personnel  and  veterans  I have 
come  in  contact  with  6-7000  adults  and  that  in 
only  about  five  or  six  cases  did  we  find  it  im- 
possible to  provide  some  worthwhile  benefit 
with  amplification. 

We  have  been  in  operation  apin-oximately 
nine  months.  Patient  volume  is  growing  slowly 
but  steadily  and  has  recently  shown  a coiisid- 
erable  increase.  In  the  nine  month  i)eriod  we 
have  treated  240  patieiits  for  a total  of  786 
I>atient  visits.  Indication  of  the  recent  in- 
crease in  patient  load  is  the  fact  that  in  the 
month  of  October  we  had  190  patient  visits, 
which  is  about  25%  of  all  visits  to-date.  We 
have  excellent  ])rograms  establi.shed  with 
many  of  the  state  agencies.  A full  and  com- 
l>lete  i)rogram  has  been  established  with  the 
State  Board  of  Health  under  which  j)rogram 
we  furnish  complete  diagnostic  and  rehabili- 
tative services  to  pre-school  and  school  age 
children  from  all  over  the  state.  We  have  sim- 
ilar arrangements  with  the  State  Board  of 
Yocational  Education  for  furnishing  similar 
services  to  the  hard  of  hearing  adults  under 
their  auspices.  Referrals  are  being  made  to  us 
from  ])ublie  and  private  school  systems,  pri- 
vate educators,  other  hospitals,  such  as  Johns 
Hopkin.s,  otologists,  pediatricians,  obstetric- 
ians, neurologists,  psychologists,  general  ]irac- 
titioners,  and  private  individuals.  Patients 
are  coming  in  regularly  from  not  only  the 
Wilmington  area  but  the  lower  end  of  Dela- 
ware, southern  Pennsylvania,  and  southern 
New  Jersey,  some  patients  making  a 200  mile 
round  trip  twice  weekly  for  therapy.-  One  re- 
quest for  services  has  even  been  made  from  as 
far  away  as  Akron,  Ohio. 

(.)ur  existence  is  gradually  becoming  knowm 
and  we  are  trying  in  every  way  to  fill  the  need 
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I'or  aU(li()lo<>:ic  services  wliieh  we  know  exists 
ill  this  area. 
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THE  ROLE  OF  THE  SPEECH  THERAPIST 
IN  THE  GENERAL  HOSPITAL 

Dahwi.v  .M.  Knapp* 

\ViImiii»:toii,  Del. 

To  many  of  ns  siieeeli  is  as  casual  a finie- 
tion  as  l)reatliin»:  or  walkinj*:.  We  never  think 
very  nineh  aliout  it.  roiniiiunieation  seems  to 
retjuire  no  jireater  skill  than  merely  thinkiii": 
aloud  and  listening  to  the  thoufjhts  of  the 
other  person.  Actually,  however,  there  is  prob- 
ably no  human  behavior  .so  intricately  coordi- 
nated as  s])eeeh  and,  unfortunately,  there 
exists  a <>reat  number  of  factors  raii“:in<>:  from 
environmental  to  neurolos>ieal  which  alone,  or 
in  eombinatioii,  can  eau.se  sjieeeh  and  lanjiua^e 
to  be  d(“feetive.  It  is  small  wonder  then  that 
there  is  estimated  to  be  in  this  country  alone, 
a <iroup  of  jiersons  numberin<i'  over  six  times 
the  total  number  of  blind,  deaf,  crippled,  and 
mentally  defective  combined.  This  irroup  con- 
sists of  those  who  suffer  from  speech  defects. 

We  say  a jierson  has  a s])eech  defect  when 
it  deviates  .so  far  from  the  speech  of  other 
people  in  the  oroup  that  it  calls  attention  to 
itself,  interferes  with  communication,  or  causes 
its  po.sses.sor  to  be  malad,iusted  to  his  environ- 
ment. 

The  treatment  of  this  vast  number  of  speech 
di.sorders  is  bein<>-  carried  out  for  the  most 
part  today  in  our  imblic  school  speech  correc- 
tion pro«;rams  and  in  university  speech  and 
hearin«:  centei’s.  There  are  many  areas,  how- 
ever, that  do  not  have  the  advantafje  of  a uni- 
versity center.  In  this  area,  for  example,  al- 
tliou<;h  the  I'nivei-sity  of  Delaware  has  a 
speech  deiiartment,  its  main  emphasis  is  on 
the  s|)e(‘ch  sciences  and  not  on  speech  correc- 
tion and  s|)eech  patholo":y.  The  S|)eech  Center 
at  the  Delaware  Hospital  is  the  only  one  of  its 
kind  servin'*:  this  ar»‘a  for  the  purpo.se  of  dia**- 
nosin<>:  and  treating  di.sordei's  of  speech  and 
hearin*:. 

( bie  jrreat  advantay:e  of  a spei'ch  center 

‘Audiologist  and  Speech  Therapist.  Audiology  and 
Speecn  Center.  Department  of  Otolaryngology,  Delaware 
Hospital.  Presented  at  Staff  Meeting,  November  13,  1951. 


within  a jreneral  hosjiital  is  that  it  imikes  more 
readily  available  certain  mediciil  information 
that  the  speech  p;itholo«2:ist  or  correctionist 
mu.st  have  in  order  to  carry  out  an  efficient 
and  effective  speech  correction  profrriim.  Kare, 
indeed,  is  the  speech  problem  wheie  we  do  not 
feel  the  necessity  of  consulting  certain  med- 
ical specialists  to  help  us  obtain  an  accurate 
and  comiilete  picture  of  the  case  before  us. 
From  the  simiile  .irticulation  case  to  the  com- 
plex case  of  aphasia  it  is  important  to  aciiuire 
all  information  possible  so  that  we  can  rule 
out  certain  factors  as  contributiiif*:  to  the  prob- 
lem, and  so  we  can  more  clearly  define  certain 
goals  as  concerns  jirognosis  and  methods  of 
tieatmeiit.  Recognizing  that,  at  any  given 
moment,  one  is  a ])roduct  of  his  inheritance 
and  of  all  his  [last  experiences,  we  are  inter- 
ested not  only  in  the  various  aspects  of  each 
case's  present  condition,  but  also  his  various 
recoiils,  including  his  medical  ami  surgical, 
dental,  nutritional,  otological,  neurological, 
developmental,  jisychological,  and  educational 
hi.stories.  Thus  a speech  center  within  a gen- 
eral hospital  has  a better  o])portunity  to  ob- 
tain much  of  this  important  information.  But 
this  does  not  complete  the  picture. 

There  are  many  in.stances  where  there  .should 
be  a definite  working  relationship,  a team  if 
you  please,  composed  of  certain  medical  spe- 
cialists and  the  speech  therapist.  One  example 
of  this  is  the  ca.se  of  the  cleft  palate  child. 
Such  a case  not  only  re(|uires  the  expert  serv- 
ices of  the  oral  surgeon,  the  orthodontist,  ami 
prosthodontist  but  there  is  a definite  plaee  on 
this  team  for  the  speech  therapist.  It  is  his 
aim,  in  this  ca.se,  through  the  use  of  certain 
techni(|ues  and  methods,  to  .strengthen  the  re- 
paired  oral  structures,  especially  the  jialate. 
and  to  teach  the  patient  to  use  them  effectively 
and  to  the  greatest  advantage  so  that  nasality 
is  reduced  to  a minimum  and  socially  accejit- 
able  speech  is  aciiuiri'd.  It  reipiires  the  close 
cooi>eration  and  team  work  of  all  the.se  spe- 
cialists to  provide  for  the  cleft  palate  child 
the  best  opportunities  for  a normal  existence. 

The  eombined  services  of  the  orthopedic 
surgeon,  the  oceiipational  therapist,  the  psy- 
sio-therapist,  and  the  speech  therajii.st  work- 
ing together  to  rehabilitate  the  cerebral  pal- 
sied ehild  is  another  splendid  example  of  the 
“team”  program. 
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Then  there  is  the  ease  of  the  aphasic,  who 
is  charaeterized  by  inability  to  comprehend, 
formulate,  or  express  certain  ideas  throuoh 
speech.  Before  attemptino’  to  rehabilitate  this 
l)erson  si>eech-wise,  we  want  a full  neurolog- 
ical report,  and  in  many  instances  a comj)lete 
])sychological  work-uj).  Again,  only  by  secur- 
ing all  the  information  ])o.ssible  and  working- 
in  close  coo])eration  with  all  those  concerned 
can  we  hope  to  achieve  a fruitful  and  success- 
ful speech  retraining  program. 

The  delayed  si>eech  case  whose  si)eech  and 
language  function  is  below  the  norms  of  other 
children  of  his  age,  is  brought  to  a si)eech  cen- 
ter by  his  ])arents  for  help  with  his  ])roblem. 
How  foolish  it  would  be  to  institute  corrective 
speech  ])roeediU'es  without  first  consulting  the 
])ediatrician,  the  otologist,  audiologist  and  the 
psychologist;  the  nasality  case  without  first 
obtaining  otorhinolaryngological  information 
to  determine  if  there  are  any  i)athological  fac- 
tors which  may  be  causing  the  distorted,  hy- 
pernasal speech,  and  so  on  down  the  list  of  the 
many  tyj)es  of  speech  and  language  defects. 
For  any  speech  therapist  there  is  a constant 
need  for  consulting  and  seeking  the  advice  of 
medical  authorities  who  have  a common  in- 
terest in  the  case.  How  much  easier  it  is  to 
carry  out  this  consulting  anil  cooperative  pro- 
gram when  the  various  specialists  are  central- 
ized as  in  a general  hospital.  How  difficudt 
and  time  consuming  it  is  sometimes  for  the 
university  center  or  ])ublic  school  correction- 
ist  to  secure  this  information.  It  may  delay 
beginning  treatment  weeks  or  months,  and 
early  treatment  is  sometimes  just  as  import- 
ant a factor  in  the  field  of  speech  correction 
as  it  is  in  the  medical  field. 

So  far,  I've  attempted  to  point  out  some  of 
the  advantages  that  a speech  therapist  feels 
and  recognizes  as  being  included  as  part  of 
the  services  offered  by  the  general  hospital. 
The  opportiuiity  of  having  elo.se  hand  infor- 
mation and  medical  specialists  with  whom  we 
can  work  and  to  whom  we  can  refer  patients 
with  speech  difficulties,  heljis  us,  as  speech 
correctionist.s,  to  become  aware  of  all  aspects 
of  the  ca.se  so  we  will  know  more  definitely  the 
rate  and  amount  of  progress  we  can  hope  to 
attain  when  helping  the  jicrson  to  overcome 
his  speech  problem. 


But  it  is  equally  as  important  to  consider, 
for  a moment,  the  many  areas  in  which  the 
Speech  Center  could  be  of  service  to  different 
types  of  cases  that  are  seen  by  medical  spe- 
ciali.sts  in  the  hospital — cases  that  could  bene- 
fit from  si>eech  or  voice  therapy.  For  exam- 
])le,  a patient  is  troubled  with  persistent 
hoarsene.ss  and  he  is  seen  by  the  laryngologist. 
Laryngologic  examination  reveals  nothing 
which  is  of  etiological  or  pathological  signifi- 
cance. The  diagnosis  is  that  the  hoarseness  is 
due  to  chronic  misuse  of  the  voice.  In  such  a 
case  the  per.son  should  also  be  .seen  by  a speech 
therapist  whose  aim  would  be  to  explain  how 
he  is  abusing  his  voice,  and  to  teach  and  train 
this  jiarticidar  patient  how  to  use  his  voice 
correctly  and  how  to  phonate  at  an  optimum 
pitch  level  so  that  irritation  of  the  vocal  folds 
is  reduceil  and  the  hoai-sene.ss  condition  alle- 
viated. 

Or  an  example  of  another  voice  condition — 
hysterical  aphonia — which  is  due  to  an  hyster- 
ical symptom  formation  and  is  characterized 
by  loss  of  voice  for  puriiose  of  s])eech  with  no 
accom])anying  laryngeal  ]>  a t h o 1 o g y.  The 
Speech  Center  is  also  prepai’ed  and  equiiiped 
to  treat  ca.ses  such  as  this.  It  has  been  found 
that  cases,  such  as  the  one  just  described,  often 
reiiuire  only  a few  sessions  of  voice  therapy 
and  counseling  before  their  voice  returns  to 
normal.  If  is  important,  of  cour.se,  to  have  the 
a.ssistance  of  the  psychiatrist  and  psychologist 
to  prevent  manife.station  of  the  hysterical 
symptom  from  ajipearing  or  transferring  to 
some  other  bodily  function. 

.Still  another  example  is  the  person  with 
cancer  of  the  larynx  who  must  undergo  a 
laryngectomy.  If  this  person,  jirior  to  the 
operation,  could  be  biTmgbt  to  the  attention 
of  the  speech  therapist  and  have  it  explained 
that  such  an  operation  does  not  necessarily 
mean  that  he'll  have  to  go  without  speech,  that 
it's  po.ssible  to  aciiuire  a "new  voice,''  that 
e.so])hageal  speech,  as  the  new  voice  is  called, 
is  being  used  successfully  by  hundreds  of  peo- 
ple who  have  had  the  same  operation  and  that 
he,  too,  with  ])roper  training  can  learn  to  com- 
municate as  effectively  as  before  — then  how 
much  better  that  individual's  personal  outlook 
will  be  when  he  learns  he'll  be  able  to  carry 
on,  for  the  most  jiart,  just  the  same  as  before. 
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Sonieliines.  we  even  befriii  basic  instruction 
and  tcacbin<>:  esophafreal  speecli  be  l ore  surgery, 
and  usually  within  a few  weeks,  sometimes 
even  within  a few  days  after  the  operation, 
speech  training  is  resumed. 

Tliesi*  ai-e  only  a few  of  the  instances  and 
ways  a speech  therai)ist  functions  in  the  gen- 
ei'al  hospital.  The  e.xamples  were  cited  to  il- 
lusti'ate  the  need  and  advantages  of  a working 
relationship  l)etween  the  medical  staff  and  the 
speech  ])athologist,  and  to  point  out  the  types 
and  kind  of  services  the  Audiology  and  Si)eecli 
(’enter  of  the  Delaware  Hospital  has  to  offer. 

Since  the  inception  of  this  (’enter  we  have, 
.seen  and  worked  with  the  following  types  of 
speech  and  language  disorders:  articulatory 
defects,  delayed  speech,  cleft  i)alate,  stutter- 
ing, na.sality,  aphasia,  a laryngectomy  case, 
and  of  course  speech  defects  as.sociated  with 
and  resulting  from  hearing  imi)airment.  In 
addition  to  actual  si)eech  therapy,  our  pre.sent 
program  includes  j)arent  education  and  guid- 
ance, with  sugge.stions  to  the  parents  as  to  how 
they  might  cany  out  a supi)ortive  si)cech 
tiaining  or  retraining  ])rogram  in  the  home, 
and  mental  hygiene  to  impress  upon  the  par- 
ents, or  the  ])atient,  whichever  the  case  may 
be,  the  importance  of  accej)ting  the  i)rol)lem 
and  of  setting  goals  which  are  actualistic  and 
realistic  so  that  speech  therapy  may  ])rogress 
and  ])rognosis  is  not  guai'ded  by  too  many 
p.sychological  and  emotiomd  factors. 

To  date,  our  si)eech  therapy  ])rogram  has 
been  (piite  succe.ssful.  This  is  due  in  large  ])art 
to  the  i)hysical  location  id’  oui-  (’enter,  the  fine 
('(piiprnent  we  have,  and  the  sj)lendid  cooper- 
ation we've  hatl  fi-om  local  agencies  and  phy- 
sicians. We  hope  that  eventually,  as  the  C’en- 
tei‘  and  its  services  lu‘come  better  known  to 
the  public  and  to  the  medical  men  in  this  area, 
that  we'll  be  recognized  as  a (’enter  of  major 
significance  in  the  field  (»f  speech  and  hearing 
tlnuapy.  ()nly  through  continued  cooperation 
and  working  togethei'  with  the  specialists  in 
th(>  allied  medical  fields,  can  we  hope  fo  make 
OUI'  .services  more  valuable  to  tin*  hospital  and 
to  the  community. 


CORTICAL  STEROIDS  AND 
CLINICAL  MEDICINE^ 

hEMria.  (’.  McDek,  M.  D.,** 
Wilmington,  Del. 

The  jihysician  who  is  to  use  A(’TI1  or  cor- 
tisone wisely  must  remember  that  he  is  (a) 
using  jiotent  hormones  that  (b)  siiecifically 
cure  no  disease.  Aside  from  rare  instances  of 
rejilacement  therapy  (as  in  Addison’s  disease, 
Watei  hou.se-Friderichsen  .syndrome,  and  pan- 
hypopituitarism) doses  of  these  hormones  cur- 
rently employed  are  sufficiently  high  to  be 
viewed  as  certainly  unphysiologic  and  prob- 
ably iiharmacologic  in  action.  By  using  At’TH 
or  cortisone  the  physician  usually  ju-oduces  a 
temporary  and  artificial  hormone  inbalanee  in 
the  body  of  his  jiatient  in  an  effort  to  modify 
(.suppress)  the  course  of  disease.  This  is  well 
illustrated  in  the  treatment  of  so-called  col- 
lagen di.seases,  no  one  of  which  is  due  to  ail- 
renocortical  failure,  i.e.,  a lack  of  normal  cor- 
tical hormone  supply. 

In  the  interest  of  best  care  of  the  patient 
we  need  to  keep  abreast  of  the  .state  of  knowl- 
edge of  the  function  of  the  endocrine  glands 
in  health  and  disease  with  particular  refer- 
ence to  the  pituitary -adrenal  axis.  Sayei's' 
recently  has  reviewed  knowledge  of  the  func- 
tion of  the  adrenal  cortex. 

Of  2S  crystalline  steroids  which  have  been 
isolated  from  adrenal  tissue  a half  dozen  have 
some  known  biological  activity.-  Only  minute 
amounts  of  these  steroids  are  .stored  in  the 
adrenal  cortex.  The  exact  nature  and  num- 
ber of  such  chemical  materials  elaborated  by 
the  adrenal  gland  is  unknown.  They  undergo 
lapid  changes  in  the  ti.ssues  of  the  body,  the 
nature  of  which  change  is  likewise  unknown. 

(’lues  to  adrenocortical  activity  are  found 
in  alterations  in  the  cortex  (gross,  hi.stological 
and  chemical  changes),  in  alterations  in  the 
organisms  (lym])hocytopenia,  fall  in  circulat- 
ing eosinophil  count,  alteration  in  carbohy- 
drate and  iM'otein  metabolism,  changes  in 
water  and  electrolyte  metabolism),  and  vary- 
ing rates  of  excretion  of  steroids  in  the  urine. 
ITinary  coiticoids  are  classified  as  biocorti- 
coids  (steroids  with  biological  activity)  and 
chemocorticoids  (having  the  chemical  nature 

•Ab.stract  of  an  address  given  before  the  Sussex  County 
Medical  Society,  Milford,  Delaware,  November  8.  1951. 

••Attending  Chief.  Medical  Department.  Delaware  Hos- 
pital. 
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of  steroids  without  regard  to  activity).  Study 
of  one  of  the  oldest  colorimetric  tests  for  an 
excretory  form  of  steroid  hormones,  i.e.,  the 
“urinaiy  17-ketosteroids’ has  led  to  the  fol- 
lowing conclusion:  under  normal  conditions 
adrenocortical  function  is  responsible  for  the 
total  17-ketosteroid  excretion  in  the  adult  fe- 
male and  for  two-thirds  of  the  urinary  17- 
ketosteroids  in  the  male.  The  testes  contribute 
the  remaining  one-third  in  the  male.  There  is 
reason  to  believe  that  17-ketasteroids  and  pos- 
sibly even  androgens  may  arise  from  adrenal 
cortical  hormones  by  degradation  in  the  liver 
and  other  tissues. 

The  secretion  of  an  adi'enocorticotropic  hor- 
mone (ACTH)  by  the  iiituitary  gland  is  an 
es.sential  link  in  the  series  of  events,  initiated 
by  stress,  which  activate  the  adrenal  cortex. 
In  man  with  normal  adrenal  glands  ACTll 
administration  brings  about  all  the  metabolic 
changes  which  have  been  ascribed  to  the  ad- 
renal cortex.  Chief  regulatory  mechanisms 
affecting  the  rate  of  discharge  of  ACTH  ap- 
pear to  be : 

a)  Peripheral-humoral;  the  titer  of  cor- 
tical hormone  or  hormones  in  the  body  fluids 
regulates  the  rate  of  discharge  of  ACTH. 

b)  Central  neural  and  central  neurohu- 

moral:  a nervous  reflex  mechanism  allows 

speedy  response  of  the  pituitary  to  acute  need 
by  the  body. 

e)  Sympathoadrenal  sy.stem:  epinephrine 
has  a stimulating  effect  on  the  production  of 
ACTH.  A wide  variety  of  stresses  acting  on 
the  sympathetic  nervous  system  results  in  the 
di.scharge  of  ACTH.  (See  Fig.  1). 

HYPOPHYSIS 


FIG.  I 


Estimates  on  the  rate  of  secretion  of  cor- 
tical hormone  (under  optimal  and  stressful 


conditions)  by  vaidous  methods  and  investiga- 
tors indicate  that,  in  terms  of  cortisone,  be- 
tween 0.1  and  20  mg.  of  hormone  per  kilogram 
of  body  weight  may  be  produc'ed  daily  in  the 
rat,  dog  and  man.’  In  view  (tf  the  many  met- 
abolic activities  influenced  by  the  adrenal  cor- 
tex it  is  tempting  to  cla.ssify  known  steroids 
in  three  categoi'ies,  based  on  chemical  struc- 
ture and  known  effects.  This  oversimpi iflca- 
tion  may  be  justified  by  its  aid  to  the  clin- 
ician who  finds  himself  lost  in  the  maze  of 
repoi'ted  findings  in  adrenal  chemistry  and 
physiology. 

1)  11  -oxy.steroids  (affecting  carbohydrate 
and  |)roteiu  metabolism,  cTuising  sodiumpho- 
resis,  lymphocyto[)enia  and  eosinopenia) 
“Clucocoi'ticoids".  Example:  cortisone. 

2)  1 1-de.soxysteroids  (causing  sodium  re- 
tention and  other  DCA-like  effects  on  electro- 
lytes) “ Mineralo-corticoids’’.  Example:  des- 
oxycoi'ticosterone  acetate. 

3)  Ketosteroids  (with  androgenic  and  pro- 
tein anabolic  action).  Example:  adrenoster- 
one. 

A review  of  the  bi-oad  scoiie  of  metabolic 
effects  of  pituitary  tropin  and  cortisone  has 
been  made  by  SpragiuP  and  need  not  be  sum- 
marized here. 

Whether  coilisone  is  given  the  patient  or 
his  adrenal  is  .stimulated  to  produce  excess 
cortical  hormone  by  AFTH,  the  effects  ai'e 
comparable  in  the  immediate  ]>harmacologic 
effects  seen  in  the  patient.  In  the  first  instance 
there  may  be  supiiression  of  the  patient’s  ad- 
renocortical function,  clinical  evidence  of 
which  can  be  demonstmted  after  disontinuing 
cortisone.  Also  there  is  iio.ssibly  reduction  in 
some  functional  activity  of  the  pituitary  while 
cortisone  is  given.  These  ifiienomena  are  not 
highly  significant  during  and  after  short  per- 
iods of  hormone  medication,  so  far  as  we  know 
at  pre.sent.^ 

The  cortisone  and  ACTH  effects  in  collagen 
disea.ses  mark  a new  era  in  clinical  medicine. 
Studies  on  the  mechanism  of  action  have  yet 
to  explain  just  what  happens  in  tissue  cells 
when  excess  cortisone  is  present.  Three  the- 
ories of  action  which  have  received  attention 
are;  “1)  interference  with  the  release  or  the 
toxic  action  of  the  anaphylactogenic  .sub.stance 
of  the  antigen-antibody  reaction;  2)  altera- 
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tioMs  in  (‘fll  |)t‘nn(*al)ilily  tliroufjli  aclitni  on 
Iiyaluroni(las(‘ ; and  5)  sui)|)rfssion  of  incstMi- 
cliyinal  tissue,  in  |)aiti('ular  inhibition  of  tlie 
devtdopincnt  of  <jranu!ation  tissue.’'' 

Tlie  chief  effect  of  cortisone  and  ACTIl 
seem  to  lie  in  tlie  capacity  to  inhibit  tlie  reac- 
tivity of  ineseiiehyinal  tissues,  to  block  reae- 
tionse  of  alhu'^y  and  hypersensitivity"  and  to 
suppress  inllamniation  lesultiii*;  from  bac- 
terial infection  or  elKunical  irritants.' 

The  principal  diseases  treated  with  ACTIl 
and  cortisone  duriii”:  the  past  three  yc'ars  may 
he  ^roup(“d  as  follows: 

I.  lv(‘plaeemeiit  Thera jiy 

.\dreiial  Cortical  Failure  (Addison’s 
Dis(‘as(‘,  Congenital  Adrimal  Hypo- 
plasia, Waterhouse-Frideriehseii  syn- 
droim*  followiiiji’  Adrenalectomy  for 
Hypertension,  and  in  |)anhyi)o])itui- 
tarism) 

II.  Colla<ien  Diseases 
Kheuniatie  Fever 
Kheumatoid  Arthritis 
Luims  Frytheniatosus 
Scleroderma 

III.  Allerjiii's 
Asthma 
Fticaria 

Dru":  Sensitization 
lioefller’s  Syndrome 
Periarteritis  Nodosa 
S(‘riim  Sickne.ss 

IV.  Ocular  Lesions 
( 'horoiditis 
Fveitis 

Sympathet  ic  ( )|»hthalmia 
Kerato-Conjunctivitis  of  various  types 
.Mi.scellaneous  intlammatory  and  de- 
velo|)ni(‘ntal  defi'cts 

V.  Skin 

I nllammat ions  and  allerf^ies  such  as 
Pemphi'jus,  Kxfoliative  Dermatitis. 
Hums  and  Scleredema 

VI.  Intestine 

ricerative  Colitis,  He”;ional  Knteritis 
\'ll.  Kidney 

Nephrosis  and  Nephrotic  Syndrome 
\'lll.  Pulmonary  ( ! ranuloniatosis,  e.^. 
Herylliosis 
IN.  (iout 

X.  Lymphatic  Tumors:  aequin'd  Idio- 

pathic Hemolytic  .\nemias 


rndesirahle  effects  from  the  clinical  use  of 
the  hormones  are  chiefly  the.se: — 

1.  Cusliin"’s  .Syndrome:  hypertension, 
edema,  moon  face,  amenorrhea,  mental 
depression  (plus  skin  chaiifies  below). 

2.  Skin  : hyiierpifrinentation,  acne,  hyper- 
trichosis, increased  skin  oiliness,  striae 
atrophicae,  delayed  wound  healiiifi. 

2.  Central  Nervous  System:  both  manic 
and  deiiressive  states.  Csual  eft'ect  is 
that  of  eiijihoria  ; p.sycliosis  or  convul- 
sion occasionally. 

4.  Antipyretic  Fffect : may  conceal  jire- 
seiice  of  infection  and  disturb  immu- 
nolo<ric  responses. 

5.  Hlectrolytes : early  sodium  and  water 
retention;  later  hypochloremic,  hyiio- 
potas-semic  alkalosis. 

fi.  Blood  su'rar  tdevation  and  <;lycosuria. 
Increased  urinary  nitrogen.  “Diaheto- 
•renic  ” (‘fleet  and  ne<iative  nitrofren 
halanc(‘  only  in  laifre  doses. 

7.  C.  1.  System:  (a)  increa.s(*s  pepsino«ren 
(pepsin  and  ui-opepsin)  ; (h)  may 

cause  Ijleediiifi  or  perforation  of  i>ep- 
tic  ulcer. 

b.  .\dver.se  effect  on  tuberculosis  and 
other  infections. 

9.  Induces  failuiv  in  i»oorly  compensated 
lu‘art  di.sea.se. 

1(1.  Rela])ses  in  malaria,  more  fiecpient 
head  colds  and  othei'  virus  infections. 

11.  Hemolytic  discs  in  sickle-cell  anemia. 

A review  of  the  (dinical  records  of  S9  j>a- 
tients  treated  with  cortisone  or  ACTIl  in  the 
Delawaiv  Hos])ital  duriny:  1!)50  and  1951 
shows  that  undesired  (‘ft’ects  were  minimal. 
Detectable  water  letention  duriny  the  first 
three*  oi-  four  days  of  treatment  were  oh.served 
in  21  patients.  Koundiny  of  the  contour  (»f 
the  face  (“moon  face")  was  noted  in  7 pa- 
tients, tem])orary  inciva.se  in  blood  piv.ssuiv 
(1(1  millimeters  mercury  rise  in  diastolic  read- 
iny)  occurrc'd  in  !>,  and  euphoi-ia  in  5 patients. 

'I'wo  piitients  responded  with  an  unfavor- 
able mental  state,  2 with  increased  “nervous- 
ne.ss",  and  2 developed  myocardial  infarction 
while  undei'  treat m(*nt.  The  small  nund)t“r  of 
unfavoiahle  mental  states  noted  in  this  series 
of  |):itients  may  hav(*  been,  at  least  in  i)ait, 
the  result  of  an  ade(piate  i)otassium  intake." 
Whih*  the  appearance  (d‘  acute  myocai'dial  in- 
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laTction  may  have  l)eeii  fortuitous  in  the  two 
patients  so  affected,  the  event  emphasizes  the 
need  for  i)ause  when  considering  hormone 
therapy  in  the  ])resence  of  hypertensive  or 
aiteriosclerotic  heart  disease.  Only  one  })a- 
tient  developed  a significant  hypokalemia  dur- 
ing treatment. 

Of  the  49  patients  receiving  cortisone,  37 
(75.5  per  cent)  had  the  hormone  for  a period 
of  twelve  days  or  less.  Of  the  40  ])atients  re- 
ceiving ACTH,  28  (70  per  cent)  had  that 
medication  continuoiisly  for  twelve  days  or 
less.  Short  term  therapy  was  found  to  b(‘  less 
likely  to  produce  i;ndesired  effects  than  was 
long  term  therapy.  Some  of  the  unwanted 
manifestations  (actually  not  “side  effects") 
of  cortisone  therapy,  e.g.  increased  blood  pres- 
sure, were  controlled  in  part  by  giving  the 
|)atient  a low  sodium  diet  and  adding  ])otas- 
sium.  Quantitative  esoinophil  counts  gave 
variable  re.sulfs  and  were  of  little  helj)  in  fol- 
lowing the  course  of  the  i>atients  since  many 
patients  had  low  counts  at  the  beginning  of 
treatment. 

Ninety  per  cent  of  the  patients  in  the  Dela- 
ware Hos]>ital  group  had  disease  which  clearly 
.justified  the  use  of  one  of  the  hormones  on  the 
basis  of  previous  experience.  The  immediate 
results  of  therapy  were  fav(jrable  to  a vary- 
ing degree  in  40  patients  (45  i)er  cent).  No 
benefit  was  seen  in  29  i>atients  (32.5  per  cent) 
and  the  records  contained  inj  comment  as  to 
the  response  of  20  patients  (22.5  per  cent). 
The  inability  of  the  hormones  to  cure  disease 
is  emphasized  in  the  fact  that  11  patients 
(27.5  per  cent  of  the  group  showing  tempo- 
rary benefit)  had  a return  of  symptoms  before 
they  left  the  hospital  or  soon  thereafter 
(shown  in  a follow-up  or  a later  admission 
note).  Since  the  follow-up  for  this  grouj)  after 
discharge  from  the  hospital  is  ({uite  incom- 
plete, one  cannot  say  how  many  other  patients 
in  the  benefited  group  had  a recrudescence  of 
their  disease  in  subsecjuent  weeks  or  months. 

! Inflammatory  eye  disease,  asthma  and  derma- 
I titis  medicamentosa  had  high  incidences  of 
I favorable  response  to  the  hormones.  In  the 
: series  there  were  16  patients  diagno.sed  as 
I having  rheumatoid  arthritis.  Only  11  of  these 
I had  a satisfactory  immediate  resj)onse. 

In  conclusion,  it  appears  that  these  potent 


hormones  can  be  used  safely  for  short  i)eriods 
with  a nnnimal  number  of  undesired  effects. 
Tsing  large  doses  or  j)rolonging  their  use  calls 
for  carefid  observation  of  the  patient  and 
laboratorv  study  of  electrol.vte  and  nitrogen 
metaboli.sm.  All  of  the  tissues  of  the  body 
probably  are  affected  to  some  extent  when 
the  currentl.v  popular  “])harmacologie’'  doses 
of  cortisone  or  pituitai'y  tropin  are  employed. 
Only  rarel.v  does  one  find  a need  for  replace- 
ment adrenal  or  pituitary  hormone  therapy. 
The  ability  to  modify  the  course  of  disease  in 
allergy,  hypersensitivity,  acute  ocular  and 
cardiac  inflammation,  and  disorders  of  col- 
lagen is  a sui)erb  aid  to  the  ])hysician  provided 
he  keeps  clearl.v  in  mind  the  limitations  of 
the  hoianones,  the  true  nature  of  the  patient 
and  the  known  facts  of  his  disease.  Cortical 
hormones  actuall.v  cure  no  ])resentl.v  known 
disease. 
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INTRA-ARTERIAL  HISTAMINE  IN 
PERIPHERAL  VASCULAR  DISEASE 

James  F.  Flandpirs,  (\1.1).,* ** 

George  13.  Heckler,  (M.  I)., 
and 

Robert  E.  Jones,  M.  I)., 
Wilmiiigfon,  I )el. 

The  piu'iiose  of  this  ])a])er  is  to  iiresent  a 
new  siinjilified  tec4nii(iue  for  the  use  of  intra- 
arterial histamine  in  treating  occlusive  vascu- 
lar diseases  of  the  lower  extremities.  The  prob- 
lem of  peripheral  vascular  disease,  due  to  ar- 
teriosclerosis, is  becoming  increasingly  im- 
IHirtant  because  of  the  advancing  age  of  the 
general  population. 

A number  of  substances  have  been  recom- 
mended in  the  past  two  decades  as  a means 
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ol'  improving  tlie  i)i‘ii|)luMal  arterial  eireiila- 
tioii.  These  have  been  listed  hy  Linton'  ami 
inelude  the  inti-av(‘nous  injection  of  a hyi)er- 
tonic  solution  of  sodium  chloride;  a non-spe- 
cific foieifjn  protein  (typhoid  vaccine)  ; 
ether;  the  intrainusculai-  injection  of  sodium 
tetratldonate ; the  oi'al  administration  of  cyto- 
chrome  ('  oi-  vitamin  K;  and  the  sul)cutaneous 
injection  of  histidine  coml)ined  with  the  oral 
administi ation  of  vitamin  (’.  Beneficial  ef- 
fects of  th(“se  metliods  liave  y;enei'ally  been 
t ransitory. 

Moi'c  recently  attempts  at  chemical  sym- 
|)athectomy  liave  been  utilized  with  some  suc- 
cess. I fibeiiamine  (dibenzylbetachloroethyla- 
minohydrochloi’ide),  which  blocks  the  termi- 
nations of  the  .sympathetic  motoi-  pathways  in 
smooth  muscle,  tetraethylammonium  chloride 
and  hexamethonium  bromide,  which  are  <raii"- 
lionic  blockiiifi'  agents,  all  iiroduce  a peri- 
pheral vasodilation.  However,  unplea.sant  side 
effects  have  limited  the  usefulness  of  these 
drusis.  Priscoliue  (2  benzyl  4,0  inidazoline 
hydrochloride),  an  adrenerj^ic  blockinp:  agent, 
is  probably  the  most  widely  employed  medical 
means  of  treating  periplieral  vascular  diseases 
at  this  time. 

in  lf)4S  Muf.son  et  al.-  demonstrated  by 
radiosodium  diffusion  .studies  that  the  intra- 
arterial injection  of  histamine  into  the  fem- 
oral artery  resulted  in  a pronounced  increase 
in  the  flow  of  blood  to  the  lower  extremity  in 
certain  iiei’ipheral  vascular  diseases.  His  pur- 
jio.se  in  administei'ing  histamine  was  to  reopen 
the  comiiletely  or  jiartially  closed  blood  ves- 
sels and  the  reestablishment  of  an  ade(piate 
circulation.  This,  it  was  foimd,  could  often 
be  accomplished  by  the  primary  fixation  of 
histamine  in  the  blood  vessel  walls  of  the  af- 
fected extremity  with  little  or  no  dissipation 
into  the  general  circulation  when  the  hista- 
mine was  administered  slowly.  The  histamine 
was  then  destroyed  by  the  histaminase  |>resent 
in  the  tissues. 

In  an  effort  to  produce  a j)rolonged  hi.sta- 
mine  effect  Mufson"  devised  a drop-by-drop 
method  of  infusing  histamine  solution  into  the 
femoral  artery.  This  consisted  of  diluting  in 
boo  c.c.  of  normal  salim*  1.8S  to  2.7b  mg.  of 
histamine  acid  phosphate  (ecpiivalent  to  O.b 


to  1.0  mg.  of  histamine  base),  and  infusing 
this  solution  into  the  femoral  artery  under 
positive  pre.ssure  by  a manometer.  (S»*e  h’ig- 
ure  1). 


r:  >4^.; 


■» 


Histamine,  a decarboxylation  product  of 
the  amino  acid  histidine,  is  rapidly  de.stroyed 
when  administered  i)arenterally.  Symptoms 
produced  by  too  rapid  administration  of  his- 
tamine are  a metallic  taste,  a i-apid  drop  in 
blood  pre.ssure,  vasodilation  of  the  skin  ves- 
sels, intense  headache,  visual  disturbances, 
bronchial  constriction,  dyspnea,  and  in  .sev- 
eial  ca.ses,  shock. 

Becau.se  of  the  time  and  nursing  care  in- 
volved when  histamine  is  administered  by  the 
Mufson  technicpie,  a simple  method  was  de- 
vised by  one  of  us  ( J.F.F.)  whereby  a hi.sta- 
mine  .solution  may  be  injected  into  the  fem- 
oral artery  in  approximately  fifteen  minute.s. 

This  method  employs  an  ordinary  bO  c.c. 
syringe  to  which  has  been  attached  a two-way 
.stopcock  to  facilitate  the  attachment  of  a piece 
of  I’ubber  tubing  approximately  one-eighth 
inch  in  diameter  and  twelve  inches  long.  A 
glass  adapter  is  attached  to  the  other  end  of 
the  rubber  tube  and  to  the  adai)ter  is  attached 
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-a  2-inch,  22  gauge,  sliort  bevel  needle.  (See 
Figure  2). 


FIG.  2 


Varying  amounts  of  histamine  may  be  in- 
jected into  the  femoral  artery  with  this  ap- 
paratus. Generally,  as  in  initial  dose,  0.25  to 
1.0  mg.  of  histamine  base  in  50  c.c.  of  phy- 
siologic saline  is  injected  in  15  minutes  and 
the  amount  of  histamine  used  subseipiently 
depends  upon  the  patient's  response  to  the 
initial  injection.  In  most  of  the  cases  treated 
in  this  report  the  interval  between  injections 
was  48  hours. 

The  skin  over  the  femoral  artery  to  be  in- 
jected is  sterilized  and  then  infiltrated  with 
1%  procaine  solution.  The  femoral  pulsation 
is  located  and  the  artery  is  fixed  between  the 
index  and  middle  fingers  to  minimize  mobility 
of  the  ve.ssel,  and  the  needle  is  directed  per- 
pendicular to  the  artery.  A inilsating  thru.st 
of  bright  red  blood  into  the  glass  adapter  in- 
dicates entry  into  the  artery.  An  immediate 
or  delayed  erythema  usually  results  from  his- 
tamine infusion. 

Before  histamine  is  administered  to  a pa- 
tient one  should  especially  impure  as  to  a past 
history  of  peptic  ulcer,  bi'onchial  asthma,  cor- 


onary artery  disease,  and  histamine  cephalgia. 
While  receiving  histamine  the  patient  should 
be  supine.  In  the  event  an  excess  amount  of 
histamine  solution  escapes  into  the  general 
circulation  a vasodilatation  will  result  with 
a dro])  in  blood  pressure  and  syncojie  may 
ensue  if  the  ])atient’s  head  is  elevated.  This 
has  not  been  experienced  with  the  patient  fiat 
in  bed.  Side  effects  during  the  use  of  hista- 
mine have  been  found  to  be  directly  propor- 
tional to  the  rate  of  injection.  Almost  no  un- 
jfieasant  reactions  have  been  experienced  when 
the  hi.stamine  solution  has  been  injected  over 
a fifteen  minute  period.  Epinephrine,  a spe- 
cific histamine  antagonist,  should  be  available 
when  histamine  is  administered.  In  the  ex- 
perience of  the  authors,  in  over  350  histamine 
infusions,  the  use  of  epinephrine  has  not  been 
nece.ssary.  WokB  cites  one  case  of  thrombo- 
jihlebitis  resulting  from  trauma  to  the  vein  in 
the  course  of  an  arterial  injection. 

Thirty-five  patients  with  j)eri])heral  vascu- 
lar disease  have  been  treated  by  the  method 
described  above  during  the  past  eighteen 
months.  There  were  19  male  and  16  female 
patients  in  the  present  study,  whose  ages 
ranged  from  49  to  77  years.  The  duration  of 
disease  varied  from  twelve  hours  in  the  case 
of  a popliteal  arterial  embolus  to  twenty  years 
in  a leg  ulcer  due  to  arteriosclerosis  obliterans. 
The  number  of  intra-arterial  histamine  in- 
jections varied  from  1 to  40,  the  latter  being 
the  greatest  number  of  injections  administered 
to  a single  patient. 

Of  the  35  cases  treated,  arteriosclerosis 
obliterans  was  present  in  18  cases,  9 patients 
presented  stasis  ulcers  due  to  venous  disease, 
3 had  experienced  arterial  embolism  of  the 
j)0])liteal  artery,  and  1 was  treated  for  im- 
mersion foot.  Three  patients  were  treated  with 
lesions  in  which,  it  was  believed,  peripheral 
vascular  disease  may  have  been  a contributing 
factor,  altbough  a definitive  diagno.sis  could 
not  be  made.  There  were  14  cases  of  diabetes 
mellitus  among  the  cases  treated. 

Although  there  are  no  controls  in  the  pre- 
sent series,  most  of  the  patients  treated  may 
justifiably  serve  as  their  own  controls  because 
of  their  failure  to  respond  to  other  accepted 
theraiieutic  measures.  No  effort  was  made  to 
select  cases  in  this  study. 

Case  reports  of  five  of  the  jiatients  treated 
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arc  |)icscnl(*(l.  Tlic  results  weie  sat isl'actury 
in  eacli  case.  Tliey  wtuv  selected  heeaiise,  it 
is  l)eliev(‘d.  tlie  value  of  iiitra-ai-terial  hista- 
niiue  is  eleai'ly  demoiistrated  iii  each  of  the 
five  patic'Uts  i'e|)()ited. 

(’ase  1.  I*.  S.,  a oS-year-old  male,  eom- 

|)laiiu‘(l  of  ])aiii  iu  the  ri<>h1  thi*>h  and  buttock. 
|)reei|)itated  by  walkiii**'  one-halt’  block.  The 
duration  of  this  eomi)laiut  was  three  years. 
X-rays  revealed  marki'd  ealeifieatiou  of  the 
ve.ssels  of  the  thi«h  and  pelvis.  The  dia'i'uosis 
was  arteiios(derosis  obliterans.  Tiratment 
with  Pri.seoline  foi‘  six  weeks  inei-eased  walk- 
in<>'  tolerance  to  five  blocks.  Immediately  after 
one  injection  of  histamine  into  the  ri>>ht  fem- 
oral artery  the  patient  could  walk  fourteen 
blocks  without  (‘xperienein**-  intermittent  clau- 
dication. When  seen  six  months  after  the  ini- 
tial injection,  walking'  tolerance  had  not  dim- 
inished. 

Case  2.  <i.  W.,  a 7d-yeai'-old  male  diabetic, 

was  admitted  to  tlie  clinic  with  complaints  of 
rest  cramps  and  intermittent  claudication  of 
the  i-i^ht  le<>'  of  one  year's  duration,  i>i’ecipi- 
tated  by  walkin.u’  one  and  one-half  blocks.  The 
diafi-nosis  was  diabetes  mellitus  and  arterio- 
sclerosis obliterans.  Pi'iscoline  partially  alle- 
viated the  rest  cramps  but  did  not  improve 
claudication.  Two  intra-aitei'ial  injections  of 
histamine  were  ,i>iven  with  c()m])lete  relief 
from  rest  cramps,  and  the  patient  was  able 
to  walk  more  than  ten  blocks  without  claudi- 
cation. Over  a pei’iod  of  one  yeai'  one  addi- 
tional histamine  injection  has  been  admiins- 
t(“red  to  maintain  this  improvement. 

Case  3.  d.  H.,  a ()2-year-old  male  diabetic 
was  admitted  to  the  hospital  in  Aujiust,  1!)41), 
with  a drainin'*:  sinus,  of  four  month's  duia- 
tion,  on  the  fourth  toe  of  the  rijjht  foot.  The 
diabetes  was  well  c(mti'olled  and  conservative 
treatment  with  antibiotics  and  Priscoline 
failed  to  impi'ove  the  condition  of  the  toe.  The 
|)atient  was  then  <riven  three  intra-arterial  in- 
jections of  histandne  at  foi'ty-ei<rht  hour  in- 
teivals.  Followin'*:  the  second  injection  the 
sinus  ceased  diaiiun«:,  and  twenty-four  hours 
aftc)-  the  third  injection  the  crust  was  removed 
from  the  site  of  the  sinus.  The  toe  had  com- 
jdetely  healed  and  the  patient  was  discharjred 
after  twenty  days  of  hospitalization. 

As  an  outpatient,  five  intra-arterial  injec- 
tions of  histamine  were  admiiustered  at  inter- 


vals of  two  weeks  and  Priscoline  was  contin- 
ued by  mouth.  The  j)atient  had  no  fuilher 
difl’iculty  six  months  after  the  last  histamine 
therapy. 

Case  4.  A.  M.,  a ()9-year-old  tliabetic  fe- 
male, was  admitted  to  the  hospital  with  lyin- 
phatifiilis  of  the  ri«:ht  foot  and  a drainiiif; 
sinus  of  the  third  toe,  of  one  month's  dura- 
tion. Conservative  therapy  and  control  of  the 
diabetic  state  failed  to  result  in  imi)rovement 
aftei-  one  month  of  hospitalization.  A second 
X-iay  of  the  foot  revealed  osteomyelitis  of 
the  involved  toe  and  mai'ked  calcification  of 
the  ves.sels  of  the  foot.  The  toe  was  di.sarticu- 
latc'l.  The  surfjeon  noted  that  no  bleediiifr 
occurred  at  the  oi)crative  site  and  stated  that 
possibly  a more  extensive  surfrical  procedure 
may  be  necessary. 

Histamine  theiapy  was  befiun  two  days 
after  the  disarticulation,  with  the  i)atient  re- 
ceiviiifi  three  injections  of  histamine  in  the 
rifjht  femoral  aitery.  On  the  ei»:hth  ])o.st-oper- 
ative  day  the  wound  was  completely  healed. 

The  i)atient  returned  to  the  hospital  six 
months  after  dischar»:e,  when  followin'! 
trauma,  she  developed  cellulitis  of  the  rifilit 
foot  and  early  ^an»:rene  of  the  fourth  toe. 
X-rays  showed  the  pi’esence  of  osteomyelitis 
involvin'!  the  proximal  i)halanx  of  the  fourth 
toe.  In  an  effort  to  aid  po.st-oi)erative  heal- 
in<>-,  ei»ht  injections  of  histamine  were  admin- 
istered ])i  ior  to  disai  ticidation  of  the  involved 
toe.  Osteomyelitis  of  the  fourth  metatarsal 
developed  and  metatai'salectomy  was  j)erform- 
ed,  followed  by  inten.sive  histamine  therapy. 
Histamine  was  administered  daily  for  ten 
days  and  then  every  fourth  day  for  three  addi- 
tional injections.  Two  months  after  the  bust 
operative  ])rocedure  the  patient  was  dischar*!- 
ed  from  the  hospital  with  complete  healin'! 
of  the  opeiative  site. 

Case  o.  I).  .M.  was  a (in-year-old  white 
male  who  had  had  a left  mid  thi«!h  amputa- 
tion. After  leainin<!  to  use  a prosthetic  device 
he  developed  rest  ciamps  and  claudication  in 
the  ri}!ht  le»:  pi'ccipitated  by  walking!  one 
block.  The  diagnosis  was  arteriosclerosis  obli- 
terans. Priscoline  could  not  be  taken  because 
of  undesirable  side  effects.  One  intra- 
ai’tei’ial  histamine  injection  completely  re- 
lieved the  re.st  cramps  and  increased  the  walk- 
ini!  tolerance  to  six  blocks.  The  patient  has 
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not  attempted  to  walk  a greater  distance.  No 
rest  cramps  or  claudication  have  been  experi- 
enced three  months  after  the  initial  injection. 

Discrssiox 

Of  the  35  ca.ses  treated  with  intra-arterial 
histamine  the  best  results  have  been  evident 
in  treating  rest  cramj)s  and  clandication,  in 
which  10  of  the  13  cases  experienced  moderate 
to  comi)lete  relief.  Seven  ])atients  with  arterio- 
sclerosis obliterans  who  had  rest  crami)s  and 
claudication  as  the  only  symptoms  of  their 
disease  required  one  to  two  injections  to  ren- 
der them  asymptomatic  for  a period  of  four 
to  twelve  months. 

Of  the  9 stasis  ulcers  treated,  3 healed 
promptly  and  have  remained  well  for  periods 
up  to  fifteen  months.  Another  healed  com- 
pletely but  recurred  after  three  months  and 
has  not  been  under  our  care  since  that  time. 
In  two  cases  the  results  were  e(puvocal  and 
three  ulcers  were  not  benefited. 

In  6 ulcers  of  the  toes  due  to  arterio.sclerosis 
obliterans,  4 were  comi)letely  healed  and  have 
either  remained  healed  for  a period  up  to 
fourteen  months  or  have  develoi)ed  mild  re- 
currences which  responded  ])romptly  to  fur- 
ther therapy.  The  results  were  e(iuivocal  in  2 
others. 

Three  arterial  emboli  of  the  popliteal  artery 
were  treated  and  were  complete  therapeutic 
failures.  Improvement  resulted  in  one  case  of 
immersion  foot  but  could  not  be  attributed 
entirely  to  histamine.  The  3 patients  for  whom 
a definite  diagnosis  was  not  made  are  classi- 
fied as  therapeutic  failures. 

The  authors  believe  that  the  method  de- 
scribed offers  a safe,  simple  adjunct  in  the 
treatment  of  peripheral  vascular  disease.  Dur- 
ing the  course  of  350  intra-arterial  injections, 
the  majority  in  j)atients  over  (jO  years  of  age, 
no  serious  side  effects  have  been  observed.  An 
attempt  was  made  to  avoid  uni)leasant  sys- 
temic resi)onses  by  slow  administration.  How- 
ever, the  fact  that  each  treatment  usually  ex- 
tends over  a period  of  only  fifteen  minutes 
indicates  that  this  method  may  be  used  as  an 
office  procedure  with  facility.  Femoral  ar- 
terial puncture  is  a relatively  simple  proced- 
ure, is  well-tolerated  by  the  patient,  and  no 
complications  have  arisen  therefrom  in  our 
experience. 


Summary 

1.  A new  simplified  technhpie  for  the  ad- 
ministration of  intra-artei‘ial  histamine  is  de- 
scribed. 

2.  Three  hundred  and  fifty  injections  have 
been  accomplished  without  serious  side  effects. 
It  is  recognize<l  that  histamine  is  a potent 
vasodilator  but  unpleasant  side  effects  may  be 
avoided  by  judicious  use. 

3.  The  authors  believe  that  this  method 
represents  a useful  adjunct  in  the  treatment 
of  certain  ])eri})heral  vascular  diseases.  ( )ur 
conclusions  are  based  primarily  upon  clinical 
evaluation  rather  than  experimental  studies. 

4.  The  intra-arterial  route  in  the  treat- 
ment of  jjeripheral  vascular  ilisease  should  be 
further  investigated,  \itilizing  control  studies. 

5.  From  exj>erience  in  the  use  of  intra- 
arterial histamine,  the  authors  believe  that 
smaller  doses  of  histamine  base  may  be  just 
as  efficacious  as  doses  u])  to  1.0  mg.  and  would 
recommend  that  0.25  mg.  of  histamine  base 
be  used  for  the  initial  injection.  Further  dos- 
age may  be  gauged  by  the  response  to  the  ini- 
tial treatment. 

0.  The  pre.sent  method  of  admhiistering 
histamine  precludes  the  danger  of  arterial  air 
embolus. 

The  authors  are  indebted  to  L.  B.  Flinn.  M.  D.. 
Director  of  Medicine  and  L.  C.  McGee,  M.  D.,  Chief 
of  Medical  Service,  Delaware  Hospital,  for  their 
helpful  suggestions  in  the  conduct  of  this  study. 

BIBLIOGR.APHY 

1.  Linton,  R.  R.:  Medical  Progress  Peripheral  Vascular 

Disease.  New  Eng.  J.  Med.,  240:  645.  1949. 

2.  Mufson.  I.,  Quimby,  E.  H.,  and  Smith,  B.  C.:  Use 

of  Radiosodium  as  a Guide  to  the  Efficacy  of  Drugs 
Used  in  the  Treatment  of  Diseases  of  the  Peripheral 
Vascular  System,  Am.  J.  Med.  4:  73.  1948. 

3.  Mufson,  I.:  A New  Treatment  for  the  Relief  of  Oblitera- 

tive Diseases  of  Peripheral  Arteries,  Ann.  Int.  Med., 
29:  903,  1948. 

4.  Wold.  L.  E.;  Traumatic  Thromophlebitis  During  Intra- 
arterial Histamine  Therapy.  Ann.  Int.  Med.,  32:  987. 
1950. 


CLINICAL  VALUE  OF  VENOUS 
PRESSURE  MEASUREMENTS 

Jo8E  Maxuel  Louro,  INI.  D.,* 
Wilmington.  Del. 

The  measurement  of  venous  pressure  is  use- 
ful clinically  as  an  aid  in  diagnosis.  Interest 
in  the  past  has  centered  chiefly  on  its  usage 
in  instances  of  heart  disease  particularly  in 
confirming  the  presence  and  following  the 
Iirogress  of  heart  failure  (2,  3.  4,  5).  Results 
of  venous  measurements,  in  turn,  have  brought 
about  reevaluation  and  debate  concerning  the 
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iiu'olianisms  of  heart  failure.  With  iiiereased 
investifration.s  there  have  been  refiiieinents  in 
teehni(|ue,  as  well  as  an  ajipreeiation  that  the 
(letennination  of  venous  pressure  is  of  value 
in  the  (liafjnosis  and  study  of  numerous  con- 
ditions. Various  asjieets  of  venous  pressure, 
the  methods  of  determination,  and  the  clinical 
sifinificance  of  chan>;e.s  in  venous  pressure  will 
he  discu.s.sed. 

.Normal  Phvsiolouy  of  Venous  Flow 
A.\i)  Venous  Pke.s.sure 

.\n  understanding-  of  the  normal  mecha- 
nisms conti-ibuting  to  existing  ])ressure  in  the 
veins  is  e.ssential  before  discu.ssing  the  possible 
value  of  venous  pre.ssure  measurements.  The 
initial  force  to  the  How  of  blood  in  the  .sys- 
temic veins  is  imparted  by  the  contractions 
and  propulsive  action  of  the  heai-t  and  arteries 
{(),  !)).  Pressure  in  the  veins,  therefore,  rep- 
resents in  a lai-ge  jiart  the  energy  imparted 
to  the  How  of  blood  by  the  ejection  from  the 
left  ventricle  into  the  aorta,  this  energy  being 
progre.ssively  di.s.sipated  in  overcoming  the 
fi'ictional  resi.stance  of  the  va.scular  channels. 

The  venous  ])ressure  is  also  varied  depend- 
ing on  the  amount  of  blood  delivered  from 
the  arterioles.  If  the  arterioles  are  widened, 
this  pre.ssure  is  increased.  This  is  modified  to  a 
large  extent  by  the  ability  of  the  small  ven- 
ules to  dilate  and  adju.st  themselves  to  the 
amount  of  intlowing  blood,  and  thus,  little 
variation  in  jire.ssun*  may  occur  ((i,  8,  9).  The 
reverse  also  occurs  and  upon  constriction  of 
the  arterioles,  the  capillaries  and  venules 
through  the  .same  humoi-al  and  nervous  me- 
chanisms that  alter  arteriolar  tone,  reduce 
their  capacity  and  hereby  maintain  pressure 
((),  8,  9).  At  the  othei-  end  of  the  circulation, 
venous  lue.ssure  also  tends  to  be  .stabilized 
because  of  the  capacity  of  the  heart  to  alter 
cardiac  output  in  relation  to  wide  variations 
in  venous  return. 

.\nother  important  i)roi)ulsive  force  is  af- 
forded the  .systemic  venous  How  by  the  tone 
and  intermittent  conti-action  of  the  skeletal 
mu.scles  (11,  5,  !)).  The  venous  valves  are  so 
ari-anged  that  such  ])i-essure  excM’ted  on  the 
veins  produces  a blood  How  oidy  in  the  direc- 
tion of  the  heart. 

.\  major  inlluence  affecting  venous  pressure 
and  venous  ri'turn  is  the  inti-athoracic  pres- 
sure (H,  5,  7.  9).  In  insi)ira1ion,  the  pre.ssure 


inside  the  thorax  is  actually  less  than  atmos- 
l)heric  ]>re.ssure  by  approximately  G mm.  of 
mercury,  and  during  exiiiration,  may  amount 
to  as  much  as  minus  2.5  mm.  of  mercury.  If 
the  positive  pressure  in  the  vein  is  added  to 
the  negative  pre.ssure  in  the  thorax,  the  total 
pressure  directed  forward  toward  the  heart 
will  be  obtained.  This  is  called  the  “effec- 
tive” venous  j)ressure  (H).  Therefore,  inspira- 
tion decreases  venous  pre.ssure  since  it  in- 
creases “effective”  jire.ssure,  whereas  exjiira- 
tion  decreases  “effective"  pressure  and  causes 
a rise  in  sy.stemic  venous  jire.ssure. 

The  gravitational  effects  on  the  venous  cir- 
culation are  very  great  since  they  act  as  a 
hydrostatic  inHuence  on  the  venous  i>ressure. 
The  right  artrium  is  generally  accejited  as 
that  point  at  which  gravity  has  no  inHuence 
on  the  venous  pi-essure  (3,  5,  8).  At  any  point 
above  this,  gravity  aids  the  veins.  At  any 
point  below  this  level,  however,  the  venous 
jire.ssure  recorded  represents  in  part  the  weight 
of  the  column  of  blood  interjio.sed  between  that 
point  and  the  right  atrium.  The  effect  of  grav- 
ity is  noimally  counterbalanced  by  nervous 
vascular  control,  intramu.scular  pre.ssure,  mu.s- 
cle  contraction,  intra-abdominal  tension,  and 
the  system  of  venous  valves  (8). 

The  Measurement  of  Ve.vous  Pres.sure 

Des])ite  the  numerous  variables  affecting 
pre.ssure  .some  of  them,  at  least,  must  counter- 
balance each  other  in  an  effective  manner 
since  venous  jiressiire  tends  to  be  surprisingly 
constant  in  normal  subjects.  The  techniiiue  of 
measurement  tends  to  eliminate  other  vari- 
ables. To  avoid  alterations  due  to  exercise 
the  ])atient  is  made  to  rest  in  bed  15  to  30 
minutes  jirior  to  the  te.st  (3).  The  test  is  per- 
formed in  the  su])ine  position  with  the  arm  at 
an  angle  of  45  degrees  with  the  body  and  in 
such  a i>osition  that  the  antecubital  vein  to  be 
used  is  at,  or  just  below,  the  level  of  the  right 
atrium.  Attention  to  this  position  of  the  ai-m 
eliminates  collai)se  of  the  vein  from  elevation 
and  avoids  any  tendency  to  compre.ssion  or 
torsion  of  the  axillary  or  subclavian  vein  from 
too  much  abduction  or  adduction  of  the  arm 
(3).  Alterations  due  to  muscle  tension  ai-e 
ilimini.shed  by  having  the  patient  relax  as 
fully  as  possible.  The  effects  of  intrathoracic 
pressure  ;irt‘  to  lx*  avoided  by  having  the  pa- 
ti(‘iit  br(“athe  easily  and  regularly.  Sighing, 
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coughing,  straining,  temporary  apnea,  and 
talking  prevent  accurate  evaluation  of  the 
venous  pressure  (2). 

The  supine  position  minimizes  the  effect  of 
gravity.  The  hydrostatic  factor  should  be  en- 
tirely eliminated  by  the  use  of  a level  for  ref- 
erence of  the  venous  pressure  measurement 
at  which  the  hydrostatic  pressure  is  zero. 
IMany  different  zero  levels  have  been  used,  so 
that  various  normal  pressure  values  are  re- 
ported (2,  3,  4,  5,  7,  8,  10,  11 ).  These  disagree- 
ments are  unnece.ssary  since  the  selection  of 
the  zero  level  has  made  no  practical  difference. 
Excejit  that  the  results  have  to  be  evaluated 
individually  and  are  not  interchangeable, 
they  are  none  the  less  valid  for  each  tech- 
ni(pie.  The  zero  reference  recommended  by 
Lyons,  Kennedy,  and  Burwell  (3)  at  a i)oint 
10  Cm.  from  the  skin  of  the  back  in  the  supine 
position  has  much  to  favor  it  and  is  the  basis 
for  the  pressure  values  mentioned  in  this  dis- 
cussion. This  level  closely  approximates  the 
level  of  the  right  atrium  and  the  values  cor- 
respond closely  with  those  obtained  in  a care- 
ful study  of  the  problem  of  eliminating  the 
hydrostatic  factor  (12). 

For  all  practical  purposes,  measurement  of 
venous  pre.ssure  is  limited  to  the  peripheral 
systemic  branches.  Determinations  of  pres- 
sure in  the  pulmonary  and  portal  circuits  do 
not  fall  in  the  realm  of  every  day,  iiractical 
usage.  The  caval  system,  however,  is  readily 
available  and  three  general  techniques  of 
measurement  have  been  employed:  clinical  in- 
spection, the  indirect  method,  and  the  direct 
method. 

Method  of  Clinical  Inspection 

Suitable  superficial  veins  are  selected  for 
inspection,  but  this  technique  is  useful  only 
when  the  pressure  is  greater  than  normal,  so 
that  the  veins  are  abnormally  distended  (7, 
8).  Of  the  superficial  veins,  the  external  jug- 
ulars are  widely  employed  for  inspection.  In 
a normal  patient  in  a semi-sitting  position 
these  veins  are  not  filled  above  the  plane  of 
the  manubrium  (13).  Abnormally  high  pres- 
sure, at  least  in  the  superior  vena  caval  system 
is  indicated  if  distension  occurs  above  this 
level.  Together  with  an  enlarged  liver,  with 
or  without  peripheral  edema,  this  finding  usu- 
ally represents  a generalized  increase  in  ven- 
ous pressure,  such  as  in  congestive  failure. 


As  early  as  1904  Gaertner  suggested  that 
when  an  extremity  is  elevated  its  veins  repre- 
sent a manometric  column  in  communication 
with  the  right  atrium  (7,  14).  With  the  pa- 
tient relaxed  and  sitting  iiuietly  the  ami  is 
slowly  raised  and  the  superficial  hand  veins 
are  insiiected  for  colla])se.  The  distance  from 
the  point  of  collapse  to  the  fourth  interspace 
(taken  as  the  plane  of  the  right  atrium)  is  a 
rough  measurement  of  venous  pressure  and  is 
normally  equivalent  to  100  mm.  of  water. 

The  veins  on  the  undersurface  of  the  tongue 
can  also  be  enijiloyed  in  estimating  venous 
I>iessure  (15).  Normally,  these  veins  are  found 
to  be  collapsed  with  the  subject  in  a sitting- 
position,  but  are  obviously  distended  with 
pre.ssure  above  200  mm.  of  water. 

Superficial  vein  inspection  is  to  be  taken 
only  as  a rough  guide.  When  the  findings  are 
positive  it  is  fairly  safe  to  conclude  that  the 
venous  pressure  is  elevated.  However,  it  is  not 
safe  to  say  that  the  pressure  is  within  normal 
limits  when  the  findings  are  negative  since 
many  patients  with  heart  failure  may  have  a 
high  venous  pressure  when  supine  and  normal 
venous  pressure  when  sitting  (2,  5).  Inspec- 
tion, also,  is  of  no  value  in  the  presence  of 
sclerotic  vessels  since  these  do  not  readily  dis- 
tend or  collapse. 

Inspection  is  a more  reliable  diagno.stic  aid 
in  the  detection  of  localized  venous  obstruc- 
tion (7,  8).  The  iiattern  and  distribution  con- 
trast greatly  with  the  normal  areas.  Care  must 
be  taken,  of  course,  to  recognize  the  anatomic 
variations  and  the  differences  in  visibility  of 
veins  in  normal  individuals.  The  veins  should 
be  distended  and  not  merely  visible.  Likewise 
it  should  be  remembered  that  distension  of 
superficial  veins  more  freipiently  is  a reflec- 
tion of  obstruction  in  deeper  veins. 

The  Indirect  (Method 

This  method  depends  on  the  principle  that 
the  measurement  of  the  pressure  nece.ssary  to 
collap.se  a vein,  when  exerted  on  that  vein 
wall,  is  eiiual  to  the  intraluminal  pres.sure  and 
should  rejire.sent  the  venous  pressure  (10).  A 
trans])arent  cajisule  is  sealed  over  a superficial 
vein  and  air  is  introduced  until  the  point  of 
collapse,  at  which  point  the  pressure  is  read 
from  a connecting  water  manometer.  The 
method  is  inaccurate  because  of  difficulties  in 
employing  the  a])paratus,  the  errors  intro- 
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(liicod  in  tli(‘  pi’csiMU'O  of  sclci'otic  or  d(*(*])  ves- 
sels 01-  vessels  with  hy|)ert()nus  of  the  wall,  and 
is  of  110  value  eliiiieally. 

Thk  Dikixt  -Mktiioi) 

The  diieet  method  is  the  teeluiique  most 
popularly  employed  when  greater  aeeuraey  is 
needed  than  that  afforded  hy  elinieal  inspi'e- 
lion.  A ”r(‘at  number  of  instruimmts  have 
Ix'eii  d(“vised  for  this  purpose  (8.  o,  10,  17). 
The  ju  ineiple  of  the  method  is  to  measure  tin* 
venous  pri'ssure  direetly  tiy  insert in<i  a needle 
into  a vein  whieh  is  suitably  eonneeted  to  a 
water  manometer.  I\eadin<>s  are  made  from 
the  manometer,  most  systems  employin';  saliin*, 
and  are  e.xpr(‘s.sed  as  mm.  of  saline.  The  posi- 
tion of  the  jiatient  and  other  details  in  |ire- 
paiation  have  already  been  described.  Any 
acce.ssible  vein  can  be  employed  for  din*ct 
measurement.  The  antecubital  vein  is  usually 
selected  in  the  arm.  The  best  vein  for  com- 
parison in  the  lower  extremity  is  the  femoral 
vein  (IS). 

Nok.mai,  \'ALri:s  ix  Dikkct  1 )ktkh.mixatiox 
or  X'KXor.s  Puk.ssi  kk 

X'arious  values  have  bei'ii  reported  as  nor- 
mal (8).  The  lack  of  uniformity  in  the  selec- 
tion of  the  zero  level  for  reference  of  the 
measurements  is  mostly  responsible  for  the 
valuations  and  has  already  been  discus.sed. 
When  usin<>-  a zero  level  10  (bn.  from  the  skin 
of  the  back  in  a su])ine  position,  the  ranj;e  of 
normal  is  found  to  be  oO  to  l.'iO  mm.  of  saline 
(8).  h'emoral  vein  jiressure  in  a normal  in- 
dividual is  about  eipial  to  or  slis>htly  hi<>her 
than  the  pre.ssure  of  the  antecubital  vein  of 
the  same  individual  (4,  IS).  There  aiipears  to 
be  little  difl'erence  between  venous  ju'i'ssures 
in  children  and  in  adults  (1!)). 

With  exercise,  venous  pressure  rises  from 
20  to  .bO  mm.  of  .saline  in  a normal  subject, 
and  returns  to  or  slif;htly  below  the  initial 
level  within  80  seconds  after  stoppin>>'  the  ex- 
1‘rcise  (20).  In  coni>(‘stive  failure,  it  rises  to 
hii;her  levels  upon  exei'cisin*;  and  ,<iradually 
reaches  the  initial  l(>vel  more  slowly  (20).  This 
appears  to  occur  even  when  the  rcstiii”  venous 
prcssui'c  of  a caialiac  patient  is  normal.  When 
there  is  local  obstiuction  to  venous  Mow,  e.xcr- 
cise  of  that  part  cau.scs  a pi'o.i;ressivc  rise  in 
picssure  of  the  local  veins  ami  the  rctuin  to 
the  rcstiiiii  level  is  also  slow. 

I nt I'athoracic  chanm's  alter  the  venous  pi'<*s- 


sure  in  the  nonnal  individual  (8)  and  have  al- 
K'ady  been  pointed  out,  in  <;eneral.  (^iiiet  in- 
spiration causes  a decrease  in  pi  e.ssure  of  about 
.)  mm.  of  saline,  <;rcatei-  dro|)s  occurriii};  with 
the  .Muller  experiim>nt  (resisted  inspiratory 
effort  fioin  the  e.\|)iratory  position  of  tin* 
cln*st  8,  7).  Expiration  incrt*iises  the  venous 
pi*(*.ssim*  by  about  the  same  amount,  o mm.  of 
•saline,  and  a j;i-eatei-  inci(*ase  occurs  with  the 
Valsalva  (*xp(*riment  (i(*si.sted  expiratory  ef- 
foi't  fi'om  the  inspiratoiy  position  of  tin*  chest 
8,  7).  An  unusually  dc(*p  or  si«;hin';  n*spira- 
tion  may  cause  a droj)  of  to  40  mm.  of  saline. 

Infusion  of  .')()()  to  I.IOO  cc.  of  nonnal  saline 
or  <;lucose  solution  causes  an  incie;ise  in 
venous  pressuie  only  if  more  than  20  cc.  pel- 
minute  is  adnunisten*d  (7). 

in  normal  individuals,  |)re.ssure  in  the  ii>;ht 
uppci-  (piadrant  of  tin*  abdomen  for  1 minute 
|)roduces  no  chanf;e  in  venous  pressure  or  a 
slight  fall  (2,  ."),  21  i.  This  is  explained  by  con- 
sideriii);  that  the  i-cduction  of  blood  delivered 
fi-om  the  inferioi-  vena  cava  l)rin«;s  about  bet- 
t(*r  em|)tyin<;  id'  the  superior  vena  cava.  In 
patients  with  con<iestive  heart  failure,  such 
pre.ssuie  on  the  abdomen  produces  a rise  in 
venous  |)i'essure  of  10  mm.  or  more,  even 
thouf;!!  the  restin';  pressure  may  have  been 
normal  (1.2,  .'),  21 ).  In  this  casi*,  it  is  bt*lieved 
that  the  increase  in  arm-vein  |)re.ssure  i-esults 
from  the  fact  that  abdominal  compre.ssictn 
(piickly  incr(*a.ses  the  r(*tui'n  of  blood  from  the 
viscera  thi-ouj;h  the  infei-ioi-  vena  cava,  es|n*- 
cially  from  the  liver.  This  incn*ased  load  com- 
petes with  the  blood  delivered  fi-om  the  su- 
p(*rior  vena  cava.  The  increased  venous  le- 
turn  is  not  ad(*(piately  handled  by  the  failing; 
h(*art  and  the  staf;nation  in  the  superioi-  veiia 
cava  is  i-(*tlected  by  the  inci-ease  in  piessure  in 
its  tributaiies  (1.  2,  .a,  21).  This  obs(*i-vation 
has  b(*en  tei-med  the  “ hei)ato-ju<;ulai-  refux" 
phenomt*non.  Wln*n  tin*  supeiior  vena  cava  is 
obstructed,  |)r<*.ssui-o  in  the  abdomen  also 
caus(*s  an  incr(*as(*d  arm-v(*in  i)i-essure,  but  the 
nn*chanism  is  diff(*ri*nt.  In  this  instance,  com- 
pie.ssion  of  the  abdomen  impedes  tin*  (low  of 
blood  to  the  inlei  ior  vena  cava,  which  in  this 
syndrome  is  the  main  routt*  foi-  ingress  of 
blood  from  the  su|)(*rior  vt*na  caval  system. 
(’l.lNICAl,  Sni.XIKK’AXCK  OK  ('llANiU-X 
l.v  \’k.\()IS  I*HK.ssri{K 
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may  lie  affected  by  many  conditions  that  can 
cause  either  local  or  generalized  alterations. 
The  alterations  may  consist  of  an  elevation  or 
a depression  of  the  normal  venous  pressure. 
The  aid  of  venous  pressure  measurements  is 
emjiloyed  in  obtaining  more  accurately  the  de- 
viations from  the  normal.  With  the  funda- 
mental understanding  of  the  mechanisms  gov- 
erning venous  flow  and  venous  pressure,  the 
recognition  of  the  underlying  condition  caus- 
ing an  alteration  becomes  logically  established. 
The  various  possibilities  will  now  be  discussed. 

A.  Local  Increases  in  Venous  Pressure. 
Many  disorders,  acting  by  interference  with 
venous  blood  flow,  produce  localized  increases 
in  venous  pressure  with  no  alteration  of  such 
pressrrre  in  the  non -affected  areas.  The  effects 
produced  de])end  ui)on  the  anatomical  distri- 
bution of  the  involved  vein.  Obstruction  of 
the  inferior  vena  cava,  for  example,  jiroduces 
a distinct  increase  in  pressure  above  noimal 
in  the  leg  veins  in  contrast  with  normal  jires- 
sure  in  the  arm  veins.  The  im])cdiment  to 
blood  flow  can  result  readily  from  tympaiutes, 
abdominal  comiiression  with  a binder,  i>reg- 
nancy,  ascites,  thrombosis,  ligation,  tumors 
pressing  or  invading  the  vessel,  enlargement 
of  the  right  lobe  of  the  liver  due  to  a congen- 
ital cyst,  an  echinococcus  cyst  or  a solitary 
abscess,  or  to  a right  subphrenic  absce.ss  (8). 
Bilateral  thrombosis,  or  other  obstruction  of 
the  femoral  or  iliac  veins,  will  give  the  same 
findings  of  that  of  inferior  venal  caval  ob- 
.struction : elevated  ])ressure  of  the  leg  veins 
with  normal  venous  ]>ressure  elsewhere  in  the 
body. 

A very  dramatic  example  of  local  increase 
in  venous  pressure  is  seen  in  the  suiierior  vena 
caval  syndrome.  The  principal  causes  of  ob- 
struction of  the  suiierior  vena  cava  without 
obstruction  of  the  inferior  vena  cava,  are 
aneurysms  of  the  aortic  arch,  bronchogenic 
carcinoma  and  mediastinal  lymphoma;  less 
freiiuently  being  jiroduced  by  metastic  car- 
cinoma of  the  mediastinal  lymph  nodes,  pri- 
mary thrombosis,  and  mediastinitis  (27).  This 
obstruction  results  in  a significantly  higher 
venous  ]>ressure  in  the  antecubital  veins,  plus 
a demonstrable,  temi>orary,  added  increase 
u])on  exercise  of  the  extremity  with  a slow, 
gradual  return  of  the  pressure  to  a resting 
level.  Femoral  venous  ])re.ssure  remains  nor- 
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mal  if  there  is  no  im])airment  of  the  inferior 
vena  cava  (27,  28).  Twenty  of  thirty-five  cases 
of  superior  vena  caval  syndrome  studied 
showed  antecubital  venous  pre.ssures  e(iuiva- 
lent  to  300  mm.  of  normal  saline  or  more  (27). 
Higher  pressures  result  if  obstruction  occurs 
Ih'Iow  the  level  of  entrance  of  the  azygos  vein, 
since  in  such  a case  the  azj'gos  cannot  serve  as 
l)art  of  the  collateral  circulation  (8).  Pre.ssure 
upon  the  right  upjier  (piadrant  causes  an  add- 
ed increase  in  venous  ])ressure  as  alread\’ 
described. 

A])art  from  the  above  situations,  which  re- 
sult in  a bilateral  reflection  of  the  obstruction, 
any  condition  that  impedes  the  venous  fl  n\ 
from  an  extremity  will  produce  a rise  in  ven- 
ous iire.ssure  above  noimal  in  that  extremity 
with  no  alteration  in  the  systemic  venous  pres- 
sure. Normally,  venous  pressures  taken  simul- 
taneously in  both  arms  will  not  differ  by  more 
than  10  mm.  of  saline  (28).  With  obstruction 
of  the  venous  return  in  one  arm,  the  differenci' 
in  venous  iiressure  ranges  from  20  to  30  mm. 
to  300  mm.  or  more  of  saline  (28).  The  main 
local  causes  of  obstruction  of  the  axillary  and 
.subclavian  veins  are  malignant  neojilasm 
(usually  intrathoracic ) , thrombosis  .secondary 
to  heart  failure,  and  thrombosis  secondary  to 
trauma  or  effort  of  the  arm  and  shoulder  (8). 
Obstruction  of  one  innominate  vein  without 
obstruction  of  the  other  may  result  from  the 
same  causes  producing  the  superior  venal 
caval  syndrome.  Unilateral  conditions  involv- 
ing the  pleural  cavity,  such  as  thoraco])lasty. 
hydrothorax  and  pneumonthorax,  can  increase 
the  venous  pressure  in  the  corresponding  ex- 
tremity due  to  the  increa.se  in  the  intratho- 
racic pressure  (11). 

Obstruction  of  one  femoral  or  one  iliac  vein 
will  produce  increased  venous  pressure  in  that 
leg,  though  it  may  not  be  evident  until  the 
extremity  is  exercised,  with  normal  pre.ssures 
recorded  in  the  other  extremities  (29).  Ob- 
struction to  a lower  portion  of  the  .iugular 
venous  .system  can  produce  an  increa.se  in  ven- 
ous pre.ssure  in  that  area  only  with  normal 
})re.ssures  elsewhere.  In  cases  of  arterio-venous 
fistulas  in  any  region,  the  pressure  in  the  vein 
near  the  fistula  is  increased,  but  the  systemic 
venous  pressure  is  normal  in  the  absence  of 
cardiac  failure  (30). 

B.  Generalized  Increases  In  Venous 
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1‘ressure.  Venous  pressure  measurements 
have  been  most  extensively  used  in  eoiiffestive 
failure,  with  al)undant  evidenee  of  their  value  in 
this  eondition  (II,  4,  5,  11,  82).  In  ri<rht  ven- 
ti’ieular  failure  alone,  and  in  eond)ined  ear- 
diae  failure,  an  elevation  of  pressure  in  the 
systemie  veins  oeeurs  above  the  upper  limit 
of  noimal  of  150  mm.  of  saline,  with  eommon 
measured  levels  of  200  mm.,  800  mm.,  and 
more.  The  added  inereases  oeeurriii"  with 
exerei.se  and  with  ])iessure  on  the  abdomen 
have  already  been  mentioned.  Left  ventrieulai’ 
failure,  in  itself,  does  not  inerea.se  the  pressure 
in  the  eaval  system  (1,  2).  In  many  instances 
of  improvement  under  treatment  of  rifrht  ven- 
tricular failure,  the  decrease  in  edema  and 
hepatome»:aly  may  la»:  behind  the  return  of 
the  venous  pressure  to  a normal  level,  and 
confusioti  may  result  if  earlier  measurements 
were  not  taken  (2,  5).  (’ases  of  mild  heart 
failure  may  pre.sent  ])ersi.stently  normal  ven- 
ous |)i'essures  at  rest  (5).  In  these  instances, 
comi)re.ssion  of  the  abdomen  shows  an  increase 
in  venous  pressure  to  10  mm.  or  more.  Even 
thoufib  the  physical  si^ns  of  ri^ht  ventricular 
failure  may  not  he  strikinf>;,  the  venous  i>re.s- 
sure  may  he  (piite  hi<?h  if  it  is  measured  diir- 
iiifr  i'a])idly  ])ro<rressin«;  failure  (8).  Exercise, 
also,  causes  marked  elevation  above  normal. 
It  must  he  e.xtremely  rare  to  find  cases  of  per- 
sistinf;  I'ifjht  ventricidar  failure  in  which  the 
determination  of  venous  i>ressure,  includiu" 
abdominal  corn])iession,  is  entirely  normal  (8). 

(’hi'onic  constrictive  pericarditis  character- 
istically ])roduces  marked  dilatation  of  veins 
and  strikin';  inci'ease  in  systemic  venous  pres- 
sure. The  elevation  is  i)crsistent  and  hi<;h, 
from  above  150  mm.  to  400  mm.  or  more.  The 
l)ressure.s  may  lluctuate  hut  do  not  return  to 
noi'inal,  and  the  pressures  in  the  arms  and 
le};s  are  not  notably  different,  e.xcept  in  the 
])resence  of  considerable  ascites  (28). 

Acute  com])ression  of  the  heart,  caused  by 
pus,  sterile  exudate  or  blood,  because  of  its 
.sudden  onset  and  shorter  duration  causes  less 
marked  dilatation  of  the  superficial  veins  and 
a ])erii)hei-al  venous  pressure  reachin<;  about 
200  mm.  of  saline  (8).  In  both  acute  and 
chronic  cardiac  compre.ssion,  the  hif;h  j)eri- 
pheral  venous  pre.ssure  results  from  mechan- 
ical interference  with  the  diastolic  dilatation 


and  fillin';  of  the  heart  and  not  from  heart 
failure  per  se. 

Increase  in  venous  pressure,  reaching  a 
level  of  200  mm.  or  more  in  severe  cases,  is 
a con.stant  circulatory  finding  in  obstructive 
ernphy.sema  (1,  24).  This  results  not  from 
heart  failure  but  from  the  striking  increase  in 
intiathoracic  pre.ssure  that  results  fom  the 
disease.  Right  sided  heart  failure,  however, 
may  ensue  and  be  superimposed  on  the  basic 
|>ulmonary  disea.se. 

.Systemic  venous  engoigement  without  pul- 
monary congestion  is  considered  by  some  to  be 
a distinct  entity  called  Hcrnheim’s  .syndrome 
(8).  The  belief  is  that  the  effects  are  brought 
about  not  by  I'ight  ventricular  failure  due  to 
myocardial  weakness,  but  from  obstruction  to 
blood  flow  through  the  right  ventricle  because 
of  displacement  of  the  interventricular  .sep- 
tum, owing  to  marked  left  ventricular  hyper- 
troj)hy  and  dilatation  from  such  conditions  as 
hy{)ertension,  aortic  valvular  disease  and  mi- 
tral valvular  disease  (25).  The  diagnosis  is 
suggested  when  a j)atient  with  left  ventricular 
hy])ertrophy  shows  signs  of  right  ventricular 
failure,  with  minimal  or  absent  signs  of  pul- 
monary congestion.  The  circulation  time  may 
remain  within  normal  limits  for  considerable 
time,  whereas  the  venous  pres.sure  is  appreci- 
ably elevated  (25). 

Elevated  i>re.ssure  in  the  antecubital  and 
saphenous  veins  has  been  observed  in  patients 
with  vai’icose  veins  when  they  assume  a re- 
cumbent position  (26).  It  has  been  postulated 
that  this  results  from  an  increase  in  blood  vol- 
ume that  enables  the  patient  to  comi)en.sate 
for  the  effects  of  gravity  when  standing,  but 
results  in  an  overcompensated  state  when 
supine. 

C.  Decreases  In  Venous  Pressure.  Local- 
ized deci(*ase  in  venous  i)re.ssure  may  occur 
with  thrombosis  of  a lateral  sinus,  rellected 
by  a low  or  absent  pressure  in  the  corresjumd- 
ing  internal  jugular  vein  (8).  Generalized 
decrt'ase  in  venous  pressure  occurs  in  shock 
( l>eripheial  circulatory  failure)  (6,  7).  Sys- 
temic venous  pressure  depression  may  he 
found  to  he  as  low  as  10-20  mm.  of  .saline.  It 
has  been  shown  that  in  ca.ses  of  .shock  there 
is  a lowering  of  intramu.scular  and  venous 
])res.sure  before  the  values  for  plasma  volume 
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and  arterial  blood  are  altered  (31).  Venous 
pressure  determinations,  however,  are  not  re- 
quired for  the  dias'ROsis  of  shock ; in  fact,  the 
diminished  pressure  and  collapsed  state  of  the 
veins  frequently  make  it  difficult  to  insert  a 
needle  for  venipuncture  for  any  purpose. 

Slight  temporary  depressions  in  venous 
pressure  levels  may  occur  normally  in  a num- 
ber of  procedures : abdominal  compression  in 
the  normal  subject,  the  Muller  experiment, 
and  hyperventilation.  The.se  are  of  no  clinical 
significance,  being  minor  and  temporary,  and 
it  is  important  that  they  be  not  misunderstood 
(3,4,5,10,11). 

Summary 

1.  Venous  pressure  measurements  are  an 
aid  in  the  diagnosis  and  study  of  alterations 
in  normal  venous  jjhysiology.  Though  prin- 
cipally employed  in  the  past  in  relation  to  con- 
gestive heart  failure,  they  are  of  value  in  nu- 
merous other  conditions. 

2.  The  technique  of  venous  pressure  meas- 
urement is  disciissed  and  normal  values  are 
presented. 

3.  The  clinical  significance  of  deviations  of 
venous  pressure  from  the  normal  is  briefly  re- 
viewed, with  emphasis  on  local  and  general 
alterations. 
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CLINICOPATHOLOGIC  CASE  RECORD 

David  A.  Levitsky,  (\I.  D.,* 

Robert  C.  ^Merrill,  M.  D.,* 
and 

Park  W.  Huntington,  Jr.,  ]\I.  D.,** 
Wilmington,  Del. 

Presentation  of  Case*** 

Dr.  Levitsky:  This  53-year-old,  Negro 

male  farmer  was  admitted  to  the  IMedical 
Service  on  Seiitember  28,  1950.  He  had  been 
well  until  apiiroximately  three  months  before 
admission,  when  he  began  to  notice  perium- 
bilical pain  which  radiated  to  the  left  costo- 
vertebral angle.  The  pain  was  precipitated  by 
eating  and  would  stop  when  he  stopjied  eating. 
The  pain  gradually  persi.sted  until  it  became 
constant  and  it  was  most  severe  in  the  left 
costo-vertebi'al  angle.  It  was  worse  when  he 
was  lying  down  and  it  was  considered,  by  the 
patient,  to  be  more  severe  than  a dull  ache. 
He  obtained  relief  only  by  a “needle".  There 
had  been  anorexia  and  he  had  a twenty  jiound 
weight  loss  over  the  jiast  three  months.  Only 
one  episode  of  vomiting  had  occurred,  and  this 
was  ])roductive  of  a white  and  green  vomitus. 
There  had  been  no  nausea,  tarry  stools,  blood 
in  .stools,  change  in  bowel  habit,  chills  or  fever, 
burning  on  urination,  or  hematuria.  Systemic 
review  revealed  noctrrria  twice  nightly,  and 
occasional  headaches.  The  remainder  of  the 
systenric  review  was  negative. 

Past  medical  lihstory:  In  September,  1950 
the  patient  had  air  admission  to  a rural  hos- 
pital where  he  was  told  he  had  “gall  bladder 
di.sea.se".  The  jiatient  stated  that  he  had  an 
occasional  head  cold  when  working  in  hay.  No 
history  of  tuberculosis,  kidney  disease,  ven- 
ereal disease,  or  heart  disease  was  obtained. 

Family  history : His  mother  died  at  the  age 
of  86  years,  of  heart  disease.  His  father  died 
of  unknown  causes  when  the  iiatient  was  six 
years  old.  No  history  of  tuberculosis  or  dia- 
betes was  obtained. 

‘Internes,  Delaware  Hospital. 

“Resident  in  Pathology,  Delaware  Hospital. 

'“Delaware  Hospital  Case  No.  174505.  presented  at  Staff 
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Physical  cxaininatioii : 'I'lu*  |)aticnl  was  a 
well  (1cvc1()|hm1,  asthenic,  colored  male,  in  no 
acute  (lisiress.  Blood  pressure  was  180/5)0; 
tempci-ature,  5)S.<S° ; pulse,  (SS ; and  respiia- 
t ions,  24.  Kxainination  of  head  and  neck  reveal- 
ed »reyin»'  hair,  deviat  ion  of  nasal  septum  to  the 
left.  Schuae  were  not  jaundiced,  conjunctivae 
well'  of  fi'ood  color  and  |)upds  wer<*  ctpial  and 
reacted  to  li»hl  and  accommodation.  Dental 
cai'ies  were  i)resent.  h'undo.scopic  examination 
i-e.ealed  normal  fundi.  The  chest  expansion 
was  c(pial.  Ther(>  were  no  ahnormalities  to 
auscultation  and  percussio)i.  The  point  of 
maximal  impulse  was  in  the  fifth  intei'costal 
s|)ace  in  the  midclavicular  line.  There  was 
nonnal  sinus  i-hythm  and  no  munnurs  w(U'e 
heard.  < )n  (‘xamination  of  the  ahdonnm  there 
was  muscle  «;uardinij:  and  tendei'iie.ss  in  the 
epijiastrium  and  pei'iumbilical  ie<>ion.  There 
was  al  ()  slijilit  tenderne.ss  and  muscle  »uard- 
insi  in  the  left  Hank.  Tlie  live)'  and  spleen  were 
not  palpal)h“.  There  wiu'e  no  other  mas.ses  pal- 
|)al)le.  The  <icnitalia  weie  normal.  Kcctal  ex- 
amination di.sclosed  skin  tajis  and  noianal 
|)rostate  "land.  No  ri'ctal  ma.sses  were  i>al- 
pated.  Only  a few  shotty  injiiiinal  nodes  were 
|)resent.  Neurolo<>ical  and  skeletal  examina- 
tions were  within  normal  limits. 

Laboratory  data:  In  addition  to  blood  and 
ui-ine  studies  >»iven  l)elow,  the  Bl'N  was  20 
mti'./( , serum  amylase  ISO  m<>:./(,  Mazzini 
ne<>ative. 

Hospital  course:  On  admission  it  was  nec- 
essary to  order  demerol  every  four  houi's  to 
control  the  ])atient’s  |)ain.  Ati  x-ray  of  the 
chest,  alxlomen  and  1\’  pyelo<ji-am  sliowed  no 
abnormalities,  (i.l.  series  and  barium  emuna 
were  within  nonnal  limits.  Durin*’'  the  hos- 
pital stay  three  benzidine  and  <>uaiac  tests  on 
feces  were  m*“:ativc.  (Jastric  analysis  on  the 
(ith  day  ri'vealed  no  fi'ce  acid  and  20  units  of 
total  acid  on  fastin<t  contents.  .Maximum 
values  after  t(>st  nu'al  wci’c  40  units  of  free 
acid  and  S4  units  of  total  acid.  .No  hist.imine 
was  fiiven.  ITinc  cultim*  showed  a Chloro- 
mycetin and  aui'(“omycin  sensitive  non-hemo- 
lytic  staphylococcus  albus  ami  an  entei-ococcus. 
< »n  the  14th  hospital  day  tin*  feastintr  blood 
sutiai'  was  15)0  mt;.'/  and  an  Lt'ti  disclosed 
ST  sc^mt'iit  d(*i)re.ssions  in  tin*  limb  h*ads.  ) )n 
tin*  21st  hosi)ital  day.  a lumbar  puncture  i*e- 
vcalcd  clear.  coloi-h*ss  Iluid  with  h*ss  than  one 


white  cell  per  cubic  millimeter.  Initial  i)ies- 
sure  was  120  min.  (^uecken.stedt  disclo.sed 
normal  hydrodynamics.  On  the  22nd  day  the 
spinal  Iluid  was  cloudy,  contained  8S(i  white 
blood  cells  per  cubic  millimeter,  3S  m<r.'/  of 
piotein,  suftar  lOH  m<;.'/,  chloride  (itiO  m^.'/J 
and  a negative  Was.sermann  and  colloidal  "old 
curve.  X-ray  examination  of  the  dor.sal  and 
lumbal"  spines  show(*d  slight  liiipiii"  of  the 
lateral  borders  of  the  lower  lumbar  vei"tebi"ae, 
otherwise  tin*  e.xamination  was  normal.  On 
the  28i(l  day  tin*  icteius  index  was  5)  units, 
imithrombin  tinn*  8(i'/?,  ce|)halin  cholesterol 
and  thymol  turbidity  wen*  negative.  Bromo- 
sulphalein  was  5^  retained  after  45  minutes, 
acid  phosphatase  was  1.32  units,  serum  pro- 
tein was  7.5)4  "in.  with  4.02  "m.  of  albumin 
and  3.5)3  "in.  of  "lobulin.  Trine  was  ne"a- 
tive  for  bib*.  On  the  24th  day  the  jiatieiit 
was  placed  in  a tub  of  hot  water  in 
order  to  induce  muscle  relaxation  for  an 
abdominal  examination.  Findiii"s  were 
muscle  "uardiii"  in  the  epi"astrium,  and  no 
masses  were  paljiable. 

The  patient  duriii"  his  hospital  stay,  up  to 
the  24th  day.  had  lo.st  5)  pounds.  Ills  tempera- 
ture remained  normal  and  pain  had  not  been 
relieved  after  trials  on  imst-Sippy  diet  with 
tr.  belladonna,  phenobarbital  and  "elusil ; 
etamon  ; banthine  ; placebos. 

The  only  relief  obtained  had  been  from 
demerol.  On  the  2Sth  day  a "lucose  tolerance 
test  was  performed. 


Urine 

Feasting  sugar 

159  mg,% 

24- 

Vo  hour  sugar 

,"105 

24- 

1 hour  sugar 

240  mg.i/ 

24- 

2 hour  sugar 

216 

14- 

On  the  30th  day  an  operation  was  per- 
formed. Bost-o])erativ(*ly  the  patient  contin- 
ued to  have  pain  and  was  dischai""(*d  .Novem- 
ber (i,  15)50. 

lb*  was  readmitted  on  .lanuary  17,  15)51. 
lie  became  pro"ie.ssiv(*ly  W(*aker  and  quietly 


)in*d  on  l*’i*bruary  1,  15)51. 
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9/28/50 

Urine 

10/11/50 

10/20/50 

Color:  yellow-clear 

amber 

clear-amber 

Sp.  gr:  1.024 

1.028 

1.011 

Reaction:  acid 

acid 

acid 

Albumin:  Negative 

Negative 

negative 

Sugar:  Negative 

1-H 

negative 

Acetone:  Negative 

Negative 

negative 

RBS:  — 

— 

— 

WBC:  3-4 

1-2 

0-1 

Ca.sts:  — 

— 

— 

I )ifferp:ntial  Diagnosis 

Dr.  Merrill:  The  history  as  jiresented 

gives  no  definite  evidenee  of  infeetion  being 
the  primary  cause  of  the  jiatient's  illness,  al- 
though there  are  findings  suggesfive  of  sec- 
ondary urinary-fracf  infeetion  and  findings 
.suggesfive  of  fransienf  infecfion  as  reflecfed 
in  the  spinal  fluid  lafer  in  fhe  patienf’s  initial 
hos])italization. 

A few  of  the  more  likely  remaining  diag- 
noses might  include  conditions  such  as  gastric 
carcinoma,  ])e])tic  ulcer,  gall  bladder  disease, 
retrojieritoneal  tumor,  and  .some  form  of  jian- 
creatic  disease  such  as  chronic  pancreatitis  or 
cancer  of  the  jiancreas. 

Because  of  the  insidious  and  jirogressive 
nature  of  the  disease  as  described,  one  must 
neces.sarily  accept  a strong  likelihood  of  some 
form  of  neopla.stic  condition  eventually  re- 
sulting in  the  demise  of  the  patient.  Along 
with  this  thesis  are  certain  outstanding  nega- 
tive and  positive  findings  such  as  marked 
I weighf  loss  and  anorexia  without  frank  gas- 
I tro-intestinal  .symptoms,  and  the  observation 
that  the  patient  had  definite  sym])toms  and 
! signs  of  a condition  revealing  tew  individual 
incaiiacitating  findings  referable  to  any  spe- 
cific sympfom  comiilex.  The  ubiquitous  and 
I extremely  variable  nature  of  cancer  leads  us 
' to  the  latter  conclusion.  But  let  us  examine 
I a few  of  the  po.ssibilities  alreadv  mentioned. 

I 

The  po.s.sibility  of  “gall  bladder  disease’’  in 
the  patient's  history  is  noted.  However,  lack 
of  colicky  pain,  s])ecific  food  idiocyncracy, 
nausea  and  vomiting,  jaundice,  alcoholic 
stools,  or  other  freiprent  accompanying  fea- 
) tures  of  the  condition  are  a strong  indication 
1 that  such  does  not  exist  in  this  patient  as  a 
primary  condition.  And  should  acute  perfora- 
I tion  occur,  i)erha])s  with  an  associated  jian- 
I creatitis,  marked  prostration,  with  an  acute 
abdomen,  leukocytosis,  fever,  etc.  are  usually 
present  — too  severe  a condition  to  fit  well 


into  this  jiatient’s  course  of  illness.  Chronic 
perforation  usually  presents  several  of  the.se 
.symjitoms  but  in  a milder  degree. 

In  considering  [leptic  ulcer  or  gastric  car- 
cinoma, one  must  remember  that  there  is  a 
small  iiercentage  of  such  cases  not  detected  by 
X-ray  analysis  (probably  5%  of  all  ulcers 
and  gastric  carcinoma).  As  we  well  know, 
pain  is  the  outstanding  symiitom  of  ulcer.  It 
is  almo.st  invariably  epigastric  and  may  radi- 
ate through  to  the  back  and  around  the  costal 
border.  Presence  of  jiain  in  the  back  suggests 
chronic  perforation.  However,  the  rhythm  of 
the  j)ain  in  this  jiatient  is  certainly  more  sug- 
gestive of  gastric  carcinoma.  But  again,  as  in 
the  ca.se  of  gall  bladder  di.sease,  there  is  ab- 
.sence  of  a true  symptom  comjilex  including 
lack  of  evidence  for  bleeding  in  the  gastro- 
inte.stinal  tract,  at  least  occasional  episodes  of 
nausea  and  vomiting  and  definite  evidence  for 
hypo-  or  hyjieracidily.  Ab.sence  of  occult  blood 
sugge.sts  that  the  lesion  is  benign  and  although 
marked  weight  loss  may  occur  in  both  condi- 
tions, true  lo-ss  of  appetite  is  more  likely  to 
occur  in  malignancy. 

In  general,  the  chronicity  of  pe{)tic  ulcer 
characterized  by  remissions  and  exacerbations 
with  ty])ical  rhythmic  pains  is  not  the  picture 
])re.sented  in  this  jiatient's  history.  On  the 
other  hand,  the  duration  of  the  patient's 
symptoms,  the  course  of  his  disease  and  the 
presence  of  certain  important  .symptoms  such 
as  anorexia,  weight  lo.ss,  type  of  pain  and  the 
age  of  the  jiatient  are  compatible  with  gastric 
carcinoma  and  it  therefore,  must  be  kejit  in 
mind  in  the  final  dift'erenfial  diagnosis.  This 
should  include  jiossible  metastatic  lesions  to 
the  ])ancreas. 

Retroperitoneal  tumor  is,  unfortunately,  a 
condition  freipiently  neglected  as  a diagnostic 
lio.ssibility  in  such  cases  as  the.se.  Its  possibil- 
ity is  suggested  to  me  primarily  because  of 
lack  of  overt  symptoms  referable  to  any  one 
organ  system  in  this  iiatient’s  history.  How- 
ever, there  was  no  evidence  .shown  for  such 
abnormality  on  X-ray  of  the  abdomen,  pyelo- 
grams  or  HI  series.  One  such  case  I have  re- 
cently seen  certaiidy  would  indicate  that 
marked  severity  and  variability  of  symptoms, 
freipiently  referable  to  the  i-enal,  intestinal 
and  skeletal  systems  may  be  pre.sent  without 
any  specific  indicative  findings  on  physical 
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oxaiiiinatioii  or  l>y  routine  lahoratoiy  stuilies. 

I lowcviM',  I do  not  snsja'ct  tin*  condition  in  the 
I<atient,  |>i-iinarily  in  view  of  tin*  |)ain  i)reei|»i- 
laled  l)y  eatiii”-  (initially),  laboratory  find- 
in«>:s  ]trol)al)ly  l■(del■al)le  to  tin*  i)ancreas.  no 
l)ali>al)le  masses  and  othei-  n(“<rativ(*  finding's. 

In  disenssiii”:  diseasi*  of  the  |)ancivas,  one 
should  ii'.cinde  acute  and  chi’onic  pancreatitis 
and  c;:  ' tuna  of  flu*  panci'eas.  Acute  pan- 

ci-eatitis  is  c(»nsid(‘red  ht*re  because  it  may 
initially  he  insidious  in  onset  and  occasionally 
lead  to  the  chronic  form  of  the  disemse — com- 
patible with  the  duration  of  the  history  as 
<>iven. 

Chi-onic  pancivatitis  may  be  conveniently 
dividecl  into  tin*  intralobulai'  and  inteiaicinal 
types  but  the  |)i'imary  change  in  l)oth  ty])es 
is  an  increase  in  fibi'oiis  connective  tissue. 
This,  in  turn,  can  be  considei-ed  the  I'esult  of 
a previous  inllammatory  condition  oi'  a d(*“:en- 
erativc  process  in  the  pancreas  itself.  Destiaic- 
tion  of  the  pai'enchyma  or  occlusion  of  the 
ducts  (h'termine,  to  a larfje  e.xtent,  the  de<>i-ee 
(»f  dysfunction  present.  .\s  in  the  case  ])re- 
■ented,  there  may  be  a histoi-y  of  <;all  l)ladder 
discane.  Also  the  pain,  as  in  this  case,  may  be 
st'vere,  const  int  oi'  intermittent,  in  the  epi- 
.ca  trium  i-adiatins>  around  the  costal  marifin 
or  thiouffh  to  the  back.  Chi'onic  weight  loss, 
fic(p:cnt  tendei'iiess  o\ci'  the  pancreatic  area 
and  occasionally  a diab(*tic  condition  of  vaiw- 
iii”  scvei'ity  may  be  pi'e.sent. 

A Hat  i)late  of  the  abdomen  in  this  case,  did 
not  i'ev<‘al  panci-eatic  calculi.  The  one  and 
only  smaim  amylase  computed  was  within  nor- 
mal limits  and  it  was  unfortunate  that  othei- 
calculations  had  not  bemi  done  for  compari- 
s(»n.  The  outstanding:  laboratory  findin*rs  com- 
patible with  some  form  of  iiancreatic  diseasi' 
in  this  patient  were  his  diabetic-like  ”-lucose 
tolerance  cui-ve  (without  family  history  of  the 
(•((iidition)  and  a hiy;h  feasting  blood  suirar. 
(’hronic  pancreatitis  lends  to  involve  the  pan- 
creas in  toto,  or,  if  we  are  to  consider  the  .se- 
verity of  the  c<mdition  in  this  jiatient,  one 
would  exjiect  to  find  ly|)ical  foul  smellin*>:. 
bulky,  clay  colored  stools.  Kurthermore. 
chronic  |)ani-ieatitis  docs  not  tend  to  disturb 
the  endocrim*  function  as  frecpicntly  or  as 
severely  as  its  exocrine  function. 

Carcinoma  is  the  most  common  of  all  tum- 
ors of  the  pancreas  and  as  it  usually  involves 


the  head  of  the  pancreas  it  must  be  differen- 
tiated from  carcinoma  of  the  common  duct 
and  obstiuction  at  its  distal  o.stia.  Such  lesions 
usually  irive  rise  to  acholic  stools,  nausea 
and  vomitin';,  colicky  pain,  jaundice  and 
frank  liver  damage.  None  of  the  fore^oin*; 
can  be  said  to  b,e  actually  i»resent  as  related 
in  this  patient's  history.  However  7^%  of  car- 
cinoma of  the  pancreas  occurs  iu  the  body,  etc. 
2-d'/  may  be  confined  to  the  tail,  and  dO-btP, 
may  be  diffu.sed  or  at  least  not  confined  to  any 
one  of  the  three  major  se<;ments.  .Metasta.sc.s, 
jiai ticularly  to  the  liver  and  local  lymiih 
nodes,  arc  frccpient.  CanciM-  of  the  pancreas 
also  tends  to  occur  iu  the  middle  and  old  af;e 
i>rou|)s  and  is  much  more  freipient  in  males. 
Pain  is  tin*  most  common  and  severe  symjitom 
iu  caicinoma  of  the  jiancreas,  iiarticularly 
when  it  involves  the  body.  Its  (piality  and 
location  are  certainly  compatible  with  that 
described  in  the  patient  and  considered  here. 
Althou<;h  one  mi*;ht  expect  steadily  increasin'; 
jaundice.  (il  symi.tomatolo<;y,  and  jmssibly 
obstiuction  of  the  bdiary  tract,  such  is  not 
ab.solutely  necessary  in  dia<;no.sin<;  carcinoma 
of  the  pancreas  nor  was  it  clear  as  to  the  pres- 
ence of  the.se  or  other  common  .syniiitoms  or 
sis;ns  of  the  condition  toward  the  latter  pa  it 
of  his  initial,  and  duiin<;  his  entire  .second 
hospitalization. 

In  my  mind,  the  case  presented  must  be 
diaf;nosed  by  viewin';  it  in  a <;er.eral  fashion 
only.  Some  of  the  e.sential  findings  are  obvi- 
ously withheld  or  unknown.  I de.liiitely  feel 
that  this  patient  had  a ])rimaiy  disease  of  the 
pancreas.  In  view  of  the  insidious  ju’ogressive 
nature  of  this  man's  disease,  correlated  with 
anorexia,  weight  loss,  a id  evidence  of  |)ancre- 
alic  damage,  I believe  that  this  man's  jiriiiiary 
condition  was  carcinoma  cd’  the  iiancreas. 
probably  |)rimarily  or  initially  in  the  body 
segment.  .My  second  choice  would  be  primary 
chronic  pancrimtitis.  The  third  choice  is  the 
much  Ic.ss  likely  possibility  of  gastric  carci- 
noma with  metastasis  to  the  pancreas. 

Cl.IXlCAU  I )lA(i.\(»SIS 

1.  ('arcinoma  of  the  jiancreas 

2.  Chronic  |>ancreatitis 

Cast  lie  carcinoma  with  metastasis 
Pathoi.ook’ai.  I tiscrssioN 

Dh.  1 IrxTi.vuTON  : Biopsy  obtained  at  lapa- 
rotomy on  the  .doth  'lay  showed  an  adenocar- 
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cinoma  which  was  thought  to  be  of  tiile 
duct  origin ; however,  the  exact  differ- 
entiation lietween  this  entity  and  a duct 
carcinoma  of  the  pancreas  is  not  possilile 
microscopically. 

At  autopsy  an  adenocarcinoma  of  the  pan- 
ci-eas  was  found  which  apjieared  to  originate 
in  the  head  of  the  jiancreas.  This  invaded  the 
-erosal  surfaces  of  the  duodenum,  stomach, 
and  transverse  colon.  The  malignant  jirocess 
had  also  involved  the  esojihogeal  hiatus  of  the 
diaphragm  and  diffuse  metastases  studded  the 
peritoneum.  The  liver  contained  numerous 
metastatic  nodules  measuring  from  0.5  to  3.(i 
cm.  in  diameter,  and  the  lungs  were  also  dif- 
fusely studiled  with  small  nodular  metastases. 
Microsco])ically  the  malignancy  proved  to  he 
a duct  adenocarcinoma  of  the  pancreas. 

PaTHOLOUICAI.  1 )l.\.GNOSIS 

1.  Primarii  carcinoniu  of  the  jxincreas 

2.  Cdrcinomatosis 


MEDICAL  SOCIETY  of  DELAWARE 
Amendments  Adopted 
BY-LAWS 

The  following  Amendments  for  the  liooklet 
of  By-Laws  of  the  IMedical  Society  of  Dela- 
ware were  adopted  by  the  House  of  Delegates 
on  October  8,  1951.  Mach  member  should 
make  these  notations  in  his  cojiy  of  the  By- 
Laws. 

Item  1 

l^age  10,  Line  (i  and  June  10.  Article  3. 
Section  0 — Dues  and  Assessments.  Change 
“ Aju'il  1 " to  “April  30". 

Item  II 

Page  18,  Line  19.  Section  9 — Transfei-s. 
Change  “one  year"  to  “six  months".  Sec- 
tion 10  Bottom  Line — Transfer  (fards.  Change 
"Twelve  months"  to  “six  months". 

Item  III 

Page  10,  New  Amendment  to  Article  3,  Sec- 
tion 0 — Dues  and  As.sessments.  Active  mem- 
bers of  this  Society  .shall  be  excused  from  pa>  - 
ment  of  annual  dues  aud  sjiecial  assessments 
of  this  Society  as  long  as  they  are  on  active 
duty  with  the  Armed  Forces  of  the  Cnited 
States.  Said  mendiers  shall  pay  the  dues  fo; 
the  year  in  which  they  are  inducted  into  ser\  - 
ice,  but  shall  not  pay  the  dues  foi-  the  year  in 
which  they  are  mustered  out. 


BOOK  REVIEWS 

Physical  .Medicine  and  Rehabilitation  for 
the  Clinician.  Edited  by  Frank  H.  Krusen. 
M.  D.  Cloth.  Pp.  371.  Price,  .86. .50.  Philadel- 
phia: W.  H.  Saunders  Company,  1951. 
Twenty-four  ])rominent  authors,  s(>venteen 
of  whom  ai('  on  the  IMayo  Clinic  Staff,  have 
contiilmted  sections  for  this  valuable  volume 
on  this  new  specialty  of  Physical  Medicine 
and  Rehabilitation.  All  the  jihases  of  this  sjie- 
cialty  are  d(*scrib(‘d  as  they  would  be  ap])lied 
by  the  average  clinician  in  the  care  of  his 
patients. 

Treatment  of  any  specific  disea.se  is  not  dis- 
cussed in  detail  since  the  object  of  this  book 
is  to  present  the  late.st  developments  in  l>hy- 
sical  medicine  and  rehabilitation.  However, 
the  vai'ioiis  methods  of  electro-diagnosis  are 
given  in  detail. 

The  Fundamentals  of  Anatomy,  Theraiieu- 
tic  Lxei'cise  and  Physiology  as  Related  to 
Physical  .Medicine  and  Rehabilitation  will  be 
found  very  informative  to  physicians  and 
medical  students  who  are  interested  in  getting 
a clear  understanding  of  kinesiology  and  tin* 
a Implication  of  corivctive  measures. 

This  book  will  be  of  particular  value  to  the 
siiecialist  in  this  held,  the  physiatrist,  as  avell 
as  the  orthopedist  who  .sees  many  of  the  pa- 
tients with  bone  and  joint  diseases  and  de- 
formities. 

The  Specialties  in  General  Practice.  Edited 
by  Russell  L.  Cecil,  .M.  D„  with  articles  by 
fourteen  contributors.  Pj).  818.  cloth.  Price. 
.814.50.  Philadel])hia:  W.  B.  Saunders  Com- 
pany, 1951. 

This  is  indeed  an  encyclopedia  of  medicine 
for  the  use  of  the  general  practitioner.  All  of 
the  specialties  are  covered  in  so  far  as  the 
condition  involved  is  within  the  ability  and 
experience  of  the  family  physician.  Postoper- 
ative care  is  also  discussed  when  patients  with 
major  surgery  are  returned  to  the  referring 
physician  for  after  care. 

There  are  fourteen  chapters  on  diagnoses 
and  treatments  which  aiv  discussed  in  detail. 
The  last  and  perhajis  the  most  u.seful  chapter 
for  the  family  physician  is  the  one  on  Psy- 
chiatry. The  treatment  of  the  mind  is  given 
in  understandable  language.  P.sychosomatic 
medicine,  jisychoana lysis,  as  well  as  the  neu- 
roses and  psychoses,  are  effectively  presented. 

This  book  will  be  found  very  useful  by 
every  general  practitioner  and  more  so  by 
tho.se  who  are  located  in  areas  where  conveni- 
ent consultation  with  the  specialist  is  not  pos- 
sible. 
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A.  ]\1.  A.  Dues  for  1952 


.shii>  dues  are  iiayable  tlirough  the  eompoiieiit 
eouiity  medical  soedety  or  the  eon.stitueiit  state 
or  territorial  medical  association,  depending 
on  the  method  adopted  locally. 

5.  Commissioned  medical  ott'icers  of  the 
rnited  States  Army,  the  rnited  States  Navy, 
the  United  States  Air  Force  or  the  United 
States  Public  Health  Service,  who  have  been 
nominated  by  the  Surgeon  General  of  the  re- 
s]iective  services,  and  the  permanent  medical 
officers  of  the  Veterans  Admini.stration  and 
the  Indian  Service,  who  have  been  nominated 
by  their  (diief  IMedical  Directors,  may  become 
Service  Fellows  on  approval  of  the  Judicial 
(fonncil.  Service  Fellows  need  not  be  mem- 
bers of  the  component  county  or  con.stituent 
state  or  territorial  associations  or  the  Amer- 
ican .Medical  A.ssociation.  They  do  not  receive 
any  publication  of  the  American  IMedical  As- 
sociation except  by  personal  sub.scription.  If 
a local  medical  society  regulation  permits,  a 
Service  Fellow  may  elect  to  become  an  active 
member  of  a component  and  constituent  asso 
ciation  and  the  American  IMedical  A.ssociation 
in  which  case  he  would  ]>ay  the  same  member 
shij)  dues  as  any  other  active  member  and  re- 
ceive a subscription  to  The  Journal  of  the 
.\merican  lUedical  Association. 


1.  American  IMedical  Association  member- 
' .ship  dues  for  1952  are  .^25. 00. 

2.  Fellowshij)  dues  for  1952  have  been 
i abolished. 

3.  American  IMedical  Association  member- 
ship dues  are  levied  on  “active”  members  of 
the  Association.  A member  of  a constituent 
association  who  holds  the  degree  of  Doctor  of 
Medicine  or  Bachelor  of  Medicine  and  is  en- 
titled to  exercise  the  rights  of  active  member- 
shi})  in  his  constituent  association,  including 
the  right  to  vote  and  hold  office  as  determined 

I by  his  constituent  association,  and  has  paid 
. his  American  IMedical  Association  dues,  sub- 
I .iect  to  the  provisions  of  the  By-Laws,  is  an 
I “active”  member  of  the  Association. 

4.  American  Medical  Association  member- 


b.  An  active  member  of  the  American 
.Medical  Association  may  be  excused  from  the 
payment  of  American  Medical  As.sociation 
membership  dues  when  it  is  deemed  advisable 
by  the  Board  of  Trustees,  provided  that  he  is 
l)artially  or  wholly  excused  from  the  payment 
of  dues  by  his  comjionent  society  and  constitu- 
ent association. 

The  following  may  be  e.xcused  in  accordance 
with  this  jirovision  : (a)  members  for  whom 
the  ])ayment  of  dues  would  constitute  a finan- 
cial hardshi])  as  determined  by  their  local 
medical  societies;  fb)  members  in  actual 
traiidng  but  not  more  than  five  years  after 
graduation  from  medical  school;  (c)  members 
who  have  retired  from  active  [iractice;  (d) 
members  who  have  reached  the  age  of  70.  on 
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and  .staitiii*j  January  1 I'ollowimr  tlie 
TOtli  l)ii-tlnlay,  and  (e)  inoinhers  wlio  are 
called  to  active  duty  with  tin*  anned  I'urces 
(exein|)tion  h(*<;ins  July  1 or  January  1 I'ol- 
lowin*;  enti-ance  on  active  duty).  The  last  two 
cate<i(»ri(“s  ai’c  excuscti  |■|■oIn  A.M.A.  dues  rc- 
<>ai‘dh‘ss  of  local  dues  exemptions. 

7.  .\etive  nieinhers  of  tin*  Ainei-ican  .Med- 
ical Association  ai’c  not  excus»*d  from  the  pay- 
ment (d'  Amei'iean  .Medieal  Assoeiation  mem- 
hershi|»  dues  by  virtue  of  theii-  elassifieation 
by  their  locfd  soei(*ties  as  “honoi'ai'y"  mem- 
bers  oi'  becaiist*  they  ar(*  excused  fi'om  the  pay- 
ment of  loeal  and  state  dues.  Active  meml)ers 
may  lx*  (*xcused  from  the  payment  of  Amer- 
ican .Medical  .\ssociation  membei'shi|)  dues 
oidy  under  the  provision  desei’ilx*d  in  Ibira- 
•trajth  ()  al)ove. 

S.  .Xmei'ican  .M(*dical  As.soeiation  mend)er- 
ship  du(*s  include  subsei'ipt ion  to  The  Journal 
of  the  .\nn*i-ican  .Medical  Ass(x*iation.  Active 
membeis  of  the  Assex-iation  who  are  excused 
from  tin*  i)aynn*nt  of  dues  will  not  j'eceive  tlie 
Jounial  (*xc(*pt  i>y  |x*rsonal  subseri])tion  at 
tin*  i'(‘»ulai'  sul)scri|)tion  late  of  $15.00  a year. 

!).  M(*rnl)ers  may  substitute  one  of  the  spe- 
cial joui’iials  published  by  the  Association  for 
The  Journal  to  which  they  are  entitled  as 
members. 

10.  A membei"  of  the  Amei'iean  Medical 
As,s(x-iation  who  joins  the  As.soeiation  on  or 
after  July  1 will  pay  memlx*i'shi])  dues  for 
that  year  of  $12.50  instead  of  the  lull  $25.00 
nn*mbership  dues. 

11.  .\n  active*  member  is  deliinpient  if  his 
dues  aie  not  paid  by  June  1 of  the  yeai'  for 
which  du(*s  are  |)re.scrilx*d  and  shall  forfeit 
his  active  memlx*rshi])  in  the  American  Med- 
ical .\ssociation  if  he  fails  to  pay  the  delin- 
quent dues  within  thirty  days  aftei-  the  notice 
of  his  deliinpiency  has  lx*en  mailed  by  the  S(*c- 
i'(*tary  of  tin*  American  .M(*dical  .\ssociation 
to  his  last  known  addr(*ss. 

12.  M(*ndx*rs  of  the  .\nn*rican  Medical  As- 
s(x*iation  who  liavi*  lx*(*n  dropped  from  the 
.Mcmlx*rshii»  lloll  for  nonpaynn*nt  of  annual 
du(*s  cannot  be  r(*instated  until  such  ind(*bt(*d- 
ncss  has  lx*(*n  dischar*jed. 

IJ.  'Pin*  ai)portionnn*nt  of  d(*lc<rat(*s  from 
t*ach  const  it  ui*nt  association  shall  lx*  oin*  d(*le- 
uati*  for  (*ach  thousand  (1.000),  or  traction 


thereof,  nctirc  ))ic)uhers  of  the  A))ieri(an  Med- 
icdl  Associnfiou  as  recorded  in  the  office  of 
tin*  Secretary  of  the  American  .Medical  Asso- 
ciation on  December  1 of  each  .vear. 

In  view  of  items  (id  and  (ie  above,  the  fol- 
lowin<r  memlx*r.s.  aftei'  apju'oval  of  the  AMA, 
will  no  loiifjei'  pa.v  A.MA  dues.  Those  marketl 
(II)  will  also  no  lon<rer  ])ay  State  or  (’ounty 
dues : 

.\kw  Castuk  CorNTV 
Manton,  Conwell,  Wilmiiifiton 
riiipman,  1.  Lewis,  Sr.,  \Vilmin*iton  (ID 
Compton,  .\rthur(i.,  Wilmiiifiton 
1 )ownes,  John  R.,  Newark  (II) 

Klle«j(xxl,  Robert  Iv,  \Vilmin<i:ton  (II) 

Kllis.  Walter  W.,  Delaware  (’ity  (II) 

P'orrest,  (!eoi'*je  W.  K.,  Wilminfrton  (11) 


tiruver,  .\rthur  !>.,  Wilminfjton 
l\ra(*mer,  William  II.,  Wilminfiton  (11) 

La.Motte,  William  D.,  Sr.,  Wilm.  (11) 

Lewis,  Dor.sey  W.,  .Miildletown  (II) 

Pe:irson,  (i.  Ifuiton,  Wilmin>rton  (11) 

Rovitti,  Peter  A.  M.,  Wilmin<rton  (II) 

Samuel,  Meredith  L,  Wilmington  (II) 

Spi'inoer,  Harold  L..  Wilmin.ijton  (Ih 

V:iu»:h;in,  Ldward  .M.,  .Middletown  (II) 
Lrieksen,  (i**!)!'**:!*  \.,  Wilmiiifiton 
Kill”:,  John  F.  W.,  Wilmin<rton 


Kk.vt  CorxTV 

.M:irshall.  William  J.,  .Milford  (11) 

SrssKX  CorxTY 
.\ll(*n,  Ii'a  .\.  H.,  S(*aford 
Heelx*.  Jann*s,  Sr.,  Lewes  (II  i 

1 locker,  l'lyss(*s  W..  Lewes  (II) 

Jann*s,  ( »liv(*r  W,  Milford  (11) 

.Marine,  David,  Rehoboth 
Ri””in,  Howard  S.,  Sea  ford 
Schw(*d(*nlx*r!i,  Theodore,  .Sea ford 

Your  L.xecutive  Secretary  is  re(|Uestintr  the 
A.M.\  to  exeiisi*  the  iia.vment  of  dues  for  tin* 
above  list  (*n  bloc,  rather  than  requiri*  each 
nn*mb(*r  to  imike  a personal  i'i*(|ue.st  of  them. 
Their  answer  will  be  published  as  .sixm  as  re- 
ceived. 
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TUBERCULOSIS  IN  SMALL 
COMMUNITIES 

Rufus  S.  Reeves,  M.  1).* 
Philadelphia,  Pa. 

As  tliis  topic  is  presented  you  should  bear 
in  mind  the  fact  that  historically  tuberculosis 
has  been  a i)redominantly  urban  disease  in  tbe 
United  States.  It  has  taken  its  greatest  tolls 
in  the  blighted  areas  of  large  cities  where 
there  is  poor  housing,  poor  nutrition,  i)overty, 
and  where  unfortunately  in  many  places  one 
finds  a strong  desire  to  expect  government 
supi>ort  — whether  it  be  federal,  state  or  local. 
As  the.se  improvements  in  housing  and  nutri- 
tion, better  economic  status,  and  uncovering 
of  cases  by  means  of  photofluoroscopic  surveys 
and  the  follow-ups  by  public  health  nurses 
and  sanatorial  or  clinic  care  have  become  a 
reality  in  many  cases,  we  have  seen  one  of  the 
most  remarkable  cha])ters  in  medical  history 
in  the  reduction  in  mortality. 

During  recent  years  tuberculosis  has  been 
disi)laced  as  the  leading  cau.se  of  death  in  this 
country  and  now  it  stands  in  .seventh  place 
among  the  li.sts  of  causes  of  death.  For  ex- 
ample, in  1900  the  death  rate  from  tubercu- 
losis was  over  200  per  100,000  while  in  1949 
it  was  about  30  })er  100,000.  This  is  all  the 
more  remarkable  when  we  realize  that  we  still 
have  no  i)rophylactic  agent  .such  as  a vaccine 
and  no  si)ecific  therapeutic  agent. 

Until  such  time  as  a specific  preventive  or 
curative  agent  is  discovered  the  control  of  tu- 
berculosis is  a i>roblem  which  is  the  concern 
not  only  of  members  of  the  medical  and  nurs- 
ing ])rofession  but  of  every  individual  in  the 
community.  The  concerted  efforts  of  peoj)le 
in  all  walks  of  life  should  be  directed  to  the 
purpose  of  stamping  out  this  wide-si)read  com- 
municable di.sease. 

Tuberculo.sis  mortality  rates  for  the  entire 
country  are  available  for  1948.  The  highest 

*Read  before  the  Medical  Society  of  Delaware  Dover 
October  4,  1950. 

“Director  of  Public  Health.  City  of  Philadelphia 


death  rate  is  in  Arizona — 82.4  j)er  100, 000 — 
due,  of  course,  to  the  migration  of  tubercu- 
losis patients  to  that  .state.  Imwest  rate  is 
Iow:i — 9.5  ])er  100,000.  The  death  rate  for  the 
state  of  Delaware  was  39.7,  which  jilaces  it 
among  the  nine  states  having  the  highest  rate. 

Several  aspects  of  tuberculosis  incidence 
seem  to  have  a direct  bearing  on  the  mortality 
rate.  In  addition  to  low  standards  of  living 
and  poor  control  luograms,  other  conditions 
contribute  to  higher  mortality  rates.  ( )f  spe- 
cial im])ortance  is  racial  component  of  popula- 
tion. Death  rates  among  non-whites  are  gen- 
erally much  higher  than  among  whites.  In 
1948  the  national  death  rate  was  30  per  100,- 
000  but  among  Negroes  it  was  7fi.3  and  among 
Indians  143.2. 

The  hosiiitalization  of  tuberculosis  patients 
always  has  a direct  bearing  on  the  incidence 
of  the  disease.  Naturally  if  iiatients  are  iso- 
lated in  hospitals  there  is  less  chance  for  them 
to  tran.smit  the  di.sease  to  others.  In  this  con- 
nection it  has  been  noted  that  in  those  areas 
where  most  tuberculosis  deaths  occur  in  hos- 
pitals, there  is  less  evidence  of  S])read  of  the 
disease  in  the  community. 

Tuberculosis  remains  a major  i)ublic  health 
])roblem  over  the  entire  country.  It  is  chang- 
ing in  its  age  distribution.  It  is  a leading 
cause  of  death  among  those  in  their  ])roduc- 
tive  twenties,  although  the  death  rate  from 
tuberculosis  is  now  highe.st  among  males  ])ast 
sixty  years. 

Whether  in  urban  or  rural  areas  the  idan 
for  the  control  of  tuberculo.sis  must,  of  neces- 
sity, because  of  the  character  of  the  di.sease, 
be  centered  in  the  health  authorities.  It  is  the 
fluty  of  health  officials  to  keep  a record  of  all 
individuals  suffering  from  communicable  tu- 
berculosis, to  provide  facilities  for  the  care  of 
indigent  tuberculosis  patients,  to  conduct  case 
finding  programs,  and  to  disseminate  infor- 
mation which  would  increase  the  knowledge 
of  tuberculosis  among  the  laity.  In  addition. 
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<iny  \\T‘ll-or^anized  i)i'o<>:ram  would  provide 
for  finaiudal  aid  to  the  i)atient  and  his  dei)end- 
ents  and  also  for  rehabilitation. 

'I'he  task  of  eonti'ollinfj  tuhereulosis  in  rural 
Ainei'iea  is  made  difficult  by  all  the  factors 
that  impede  the  provision  of  f^eneral  public 
health  and  medical  services.  As  mentioned 
earlier  hut  hcarin<>'  I'epetition,  we  know  that 
education,  housinf*',  nutrition  and  low  income 
are  most  vital  factors.  The  rural  educational 
levels,  which  include  education  on  personal 
hyfiiene  and  livin<>-  habits,  are  much  below  the 
urban  level. 

The  comi)aiative  level  of  nutrition  — urban 
and  rural  — is  rather  tlifficult  to  evaluate. 
9'here  is  some  evidence  that  in  the  economic 
depression  this  level  was  slio’htly  better  in  the 
rural  areas  hut  less  than  one  would  expect, 
possibly  becau.se  of  the  .sale  of  food  to  secure 
more  money.  In  the  more  i)rosperous  period 
urban  eatin<>-  habits  im])rove  enormously  and 
theii'  use  of  the  balanced  diet  may  be  — prob- 
ably is  — the  result  of  health  education  in 
that  very  important  subject. 

It  is  thoutiht  safe  to  say  that  except  tor  the 
inci'ea.sed  opportunity  for  the  i)erson-to-per- 
son  spread  of  tubercle  bacilli  in  the  cities,  the 
conditions  of  niral  life  provide  the  basis  for 
a hifiher  mortality  than  do  those  of  urban  life. 
The  1940  census  showed  sii'eater  overcrowdin<j 
in  farm  hou.ses,  the  di.stances  to  be  covered  by 
the  i)ublic  health  nurses  are  fjreat  in  many 
areas,  as  is  the  distance  to  tuberculosis  clinics 
and  lios])itals  where  pneumothorax  is  «iven, 
laryno'eal  exandnations  made  and  x-rays 
taken.  Fui'thennoi'e,  the  rural  areas  lose  the 
benefit  in  many  sections  of  the  facilities  of 
the  voluntary  and  public  health  agencies. 

In  i-educing  rural  tuberculosis  the  same 
measures  as  u.sed  in  cities  must  be  u.sed — they 
ai'e  case  finding,  fhrough  the  ])rivate  physi- 
cians and  mass  surveys,  ])ublic  health  tuber- 
culosis clinics,  hospitalization  in  .sanatoria. 

The  striking  results  of  mass  x-ray  surveys 
aie  Ix'ing  enjoyed  mainly  by  the  I'esidents  of 
large  and  medium-sized  cities.  In  the  latter 
the  fedei'al  fund  gi'ants-in-aid  are  made  on  a 
matching  financial  basis  with  local  funds. 
Fven  in  niral  areas  where  chest  x-ray  units 
from  the  health  dejiartment  arrive,  the  jiopu- 
lation  surveyed  will  be  mainly  the  residents 
of  a county  seat  or  urban  center  in  the  county. 


It  is  very  difficult  to  reach  .scattered  rural 
])co|)le  with  the  necessary  and  recognized 
measures  for  examination  and  treatment. 
What  is  needed  is  the  establishment  of  the 
local  community  health  center  by  the  .state 
department  of  health. 

In  the  urban  areas  the  public  health  depart- 
ment has  the  benefit  of  assistance  from  the 
voluntary  health  agencies.  The  tuberculosis 
and  health  as.sociations,  which  are  jirobahly 
the  nation's  be.st  established  voluntary  health 
agencies,  are  .strongest  in  the  larger  cities. 
There  is  a fine  field  for  the  establishment  of 
the.se  agencies  in  more  of  our  niral  areas. 

When  one  finds  a case  of  tuberculosis, 
whether  in  the  rural  or  urban  area,  one  has 
the  problem  of  shortage  of  sanatorium  beds. 
The  existing  shortage  is  due  jiartly  to  lack  of 
jiersonnel  ■ — es])ecially  nur.ses.  That  is  influ- 
enced by  .salary  and  lack  of  education.  It  is 
known  that  the  incidence  of  tuberculosis 
among  nur.ses  is  lower  in  the  tuberculosis 
hospitals  than  in  general  hospitals.  The  jmh- 
lic  health  nurses  working  with  the  medical 
l>rofe.ssion  are  doing  an  outstanding  job,  yet 
more  of  them  are  needed  in  the  field  of  tuber- 
culosis work. 

It  must  be  further  emphasized  that  the 
liract icing  jihysician  is  the  key  to  a good  .sys- 
tem of  reporting  — his  comjilete  cooperation 
with  his  health  officer  is  e.s.sential  for  success 
in  stamiiing  out  tuberculosis.  Similarly,  we 
must  stre.ss  case  contact  follow-up  work  by 
our  nurses. 

A well-organized  program  in  a city  has  the 
following  constituents : 

1.  A central  ca.se  registry  where  the  names 
of  all  tuberculosis  patients  are  registered.  This 
jirovides  a means  of  information  interchange 
with  health  departments  in  other  localities  for 
the  ])atient  who  moves  from  place  to  place.  It 
also  provides  a means  of  making  certain  that 
jiatients  with  active  di.sea.se  receive  routine 
medical  check-ups  and  follow-u])  nursing  care. 

2.  Case  finding  jirograms,  particularly  by 
mass  .x-ray  surveys,  in  which  ,\-ray  e.xamina- 
tions  are  given  to  a]>parently  healthy  indi- 
viduals. The.se  examinations  are  made  on  70 
mm  films  and  all  jiatients  who  show  evidence 
of  abnormal  shadows  in  the  lungs  are  reex- 
amined on  large  films.  To  make  mandatory 
semi-annual  x-ray  and  Wassermann  exami- 
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nations  of  food  liandlers,  industrial  and  do- 
mestic help  — including  hosi)ital  employees 
— is  good  public  health. 

3.  Out-patient  clinics  are  an  essential  part 
of  any  tuberculosis  control  program.  There 
individuals  may  go  for  routine  chest  exami- 
nations and  private  physicians  may  refer 
their  patients  for  study.  A staff  of  public 
health  nurses  attached  to  these  clinics  make 
routine  visits  to  all  patients  who  are  reported 
to  the  department  of  jiublic  health  as  having- 
tuberculosis.  These  visits  are  for  the  iiurjiose 
of  making  certain  that  the  jiublic  health  laws 
are  being  observed  by  the  ]>ractice  of  isolation 
techniiiue  and  also  to  insure  or  to  imjiress 
upon  the  contacts  the  importance  of  having- 
routine  chest  examinations.  The  clinics  act  as 
listing  stations  for  patients  in  need  of  hosjii- 
talization  or  .sanatorium  care.  They  also  serve 
as  iineumothorax  treatment  centers. 

4.  Protection  of  the  jiublic  by  means  of  en- 
forcing isolation  of  s])utum-positive  patients 
who  are  considered  a menace  to  the  public 
health  becau.se  of  their  refusal  to  projierly  dis- 
pose of  their  sputum  or  use  precautionary 
measures.  These  patients  may  be  (luarantined 
luuler  the  law  and  in  Philadeliihia  betvveen 
sixty  and  seventy  jiatients  in  this  category  are 
confined  to  the  Philadelphia  Hospital  for  Con- 
tagious Diseases  each  year. 

5.  Public  health  information  — This  is  ex- 
ceedingly im])ortant  in  the  control  of  tuber- 
culosis. It  can  be  done  by  trained  public 
health  workers,  nurses,  or  physicians.  It  has 
for  its  i)ui'i)ose  the  dissemination  of  .scientific 
information  among  the  laity  and  stresses  the 
correction  of  misconceptions  and  superstitions 
which  concern  tuberculosis  and  which  have 
been  handed  down  for  generations. 

6.  Research  — an  important  part  of  any 
tuberculosis  control  xirogram  — may  be  done 
by  the  health  deiiartment  either  alone  or  in 
cooperation  with  other  groups.  In  Philadel- 
phia the  health  department  has  three  tuber- 
culosis research  programs  at  the  present  time, 
as  follows ; 

(1)  The  central  cooperative  clinic  at  Tem- 
ple University  which  is  a study  of  the  course 
of  patients  with  minimal  tuberculosis,  espe- 
cially a research  of  those  treated  at  home  and 
those  treated  in  institutions. 

(2)  A study  in  cooperation  with  the  Henry 


Phipfis  Institute,  in  addition,  as  to  the  inci- 
dence and  character  of  tuberculosis  in  mem- 
bers of  the  Negro  race. 

(3)  A B.C.G.  project  in  coojieration  with 
the  state  department  of  health  and  the  Henry 
Phipps  Institute  which  is  vaccinating  new- 
borns at  the  Philadelphia  General  Hospital 
with  B.C.G.  Thus  far  over  1,000  children  have 
been  vaccinated. 

In  attacking  succe.ssfully,  and  that  means 
effectively,  the  rural  tuberculosis  control,  the 
following  jii-ogram  is  essential: 

1.  Improve  rural  housing. 

2.  Elevate  the  standards  of  education  in  the 
fields  of  general  living,  personal  hygiene,  ami 
nutrition. 

3.  Make  available  to  the  community  the 
services  of  exjierts  and  the  general  jiracti- 
tioner  at  local  health  centers  and  on  educa- 
tional jirograms.  Facilities  here  for  treatment 
must  be  provided. 

4.  jMake  available  jiublic  health  nunsing 
per.sonnel  for  follow-up  and  family  education. 

5.  Have  mass  chest  x-ray  available. 

6.  Provide  general  hosjiital  and  sanatoria 
beds. 

7.  East  but  not  least,  the  cooperation  with 
and  active  assi.stance  from  your  local  health 
and  tuberculosis  association  in  the  form  of 
opening  rural  area  facilities. 

It  is  important  to  .state  that  since  rehabili- 
tation plays  such  an  im])ortant  i)art  in  tuber- 
cidosis  control  this  part  of  the  jirogram  must 
be  developed  and  broadened.  A recent  study 
of  305  tuberculosis  patients  rehabilitated  dur- 
ing a ten-year  period  draws  conclusions  which 
give  tremendous  possibilities  in  this  field. 
Demonstration  of  official  agencies  of  the  in- 
trinsic value  of  this  phase  of  tuberculosis  con- 
trol is  the  next  necessary  step. 

The  bureau  of  rehabilitation  is  the  prin- 
cijial  source  of  vocational  rehabilitation  in  the 
community.  It  is  impossilffe  to  determine  the 
extent  to  which  the  rehabilitation  needs  of 
tuberculosis  patients  are  being  met  because 
there  are  no  standards  on  which  to  base  any 
estimate  of  the  number  of  tubercidous  pa- 
tients needing  vocational  rehabilitation. 

As  stated  previously,  the  family  jiliysician, 
wherever  he  may  be,  remains  the  key  to  tuber- 
culosis control.  The  rural  physician  has  an 
opportunity  that  is  unsuri>assed  in  the  tuber- 
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culosis  control  profiiam.  Ills  knowlcdsie  ami 
insitiht  into  I'ainily  history  and  its  socio-oco- 
noinic  conditions  is  an  invaluable  asset.  The 
jiatient  with  a I'ainily  history  of  tuberculosis 
is  a nuinher  om*  suspect.  The  examination  of 
all  contacts  is  <rreatly  siniiilified  in  rural  jirac- 
tice.  Hy  inci'(*asin^  his  level  of  suspicion  for 
inf(‘ction,  he  can  hriii”  about  early  diaf’iiosis 
and  ti'eatmenl.  llis  counsellin<>'  to  jiatients  to 
accejit  iK'wer  dia>>nostic  and  treatment  inetli- 
ods  and  to  lay  aside  superstitions  and  un- 
founded Ixdiefs  can  jiroduce  worthwhile  re- 
sults. llis  repoi'ts  to  the  health  department 
and  the  u.se  of  the  pulilic  health  nurse  are  the 
ha.s(‘s  of  succ(“.ss  here.  Finally,  in  callin*;  upon 
and  assistinsi’  lay  leaders,  the  .job  of  public 
education  and  case-findin<i-  hy  ma.ss  x-ray  be- 
comes fii'eatly  simplified. 

In  conclusion  let  me  say  that  I have  »iven 
you  a broad  public  health  ])resentation  of 
rural  tuberculosis,  with  a sui>f>est(‘d  ])ro<jram. 
.■May  each  of  you  Ik*  a hrio'hter  torch  carrier 
for  the  eiadication  of  this  dread  disea.se. 

I )is(’t:ssioN 

Dh.  F.  I.  llrnsox  (Dover):  Dr.  Hi'eves  has 
hrouyht  us  a “ood  deal  of  valuable  informa- 
tion today.  If  we  follow  some  of  the  iioints 
that  he  has  hrousiht  out  here,  I think  we  will 
he  able  to  carry  on  a much  better  i)ro<>ram 
here  in  Delaware. 

I didn’t  intend  to  «ive  Dr.  Reeves  the  idea 
that  we  had  a perfect  |)ro>>ram  here  in  Dela- 
waie  becaus(‘  we  all  know  that  there  is  plenty 
of  i-oom  foi-  im|)rovement . 

As  far  as  our  hospital  beds  are  concerned, 
we  have  not  had  any  larsie  waitiii"  list  in  the 
past  year,  but  we  hav(>  not  been  takin<;  cai'e 
of  our  childhood  tuberculosis  adeipiatel.v.  We 
have  had  a huildinji’  at  iirandywine  Sanato- 
rium which  has  not  been  in  us(‘,  which  could 
be  u.sed  if  funds  were  available.  So  we  .still 
need  a lot  of  help  as  far  as  tub(*rculosis  con- 
trol is  conccM-ned  here  in  the  State,  and  cer- 
tainly the  suijjrestions  you  made.  Dr.  Reeves, 
will  he  helpful. 

As  far  as  cooperation  of  the  physicians  in 
the  State  is  concerned,  we  have  certainly  had 
iiood  coopei'ation  over  the  years.  The  thinsi 
was  all  s(‘t  up  when  1 took  ov(>r  the  .job  as 
State  Health  ( Ifficer,  and  I didn't  have  to  do 
too  much  on  that.  I must  add  that  tlnu’c  are 
very  few  deaths  ri'imrted  that  have  not  been 


re|)orted  as  cases  before.  That  doesn't  pose 
any  bi<r  pioblem  with  us  at  all.  1 think  that 
is  a fiood  sifjn  because  it  does  show  that  the 
physicians  in  the  State  recoftnize  their  respon- 
sibility in  the  can*  of  these  tubeivulosis  cases 
and  in  the  prevention  of  the  sju'ead  of  tuber- 
culosis. 

Actually  I rniMflit  point  out  that  Delaware 
is  pretty  low  on  the  list  when  it  comes  to  bav- 
in”- a hi»:h  mortality  from  tuberculosis.  1 have 
here  fi<>ures  from  some  yeai's  back.  Of  course, 
diii-iu”-  the  war  the  mortality  rates  ordinarily 
<jo  up.  In  191S  in  this  State  we  had  a rate  of 
205  deaths  per  one  hundred  thou.sand  popula- 
tion, which  is  a tremendous  rate.  That  has 
fi'one  down  steadily.  Duriii”;  the  la.st  wai-  it 
went  up  .just  a little  bit.  It  went  as  low  as  48 
in  19:t()  and  up  to  56  in  1941.  In  1942  it  was 
ilown  a little  bit,  and  in  1949  our  rate  still 
remained  a little  ovei-  87  per  100,000  popula- 
tion, which  jmts  us  aliout  eighth  from  the  bot- 
tom — not  from  the  top  — when  we  compare 
ourselves  with  the  other  states  in  the  Fnited 
States. 

Of  cour.se  we  have  a jrood  percenta<;e  of  col- 
ored iiopulation.  Our  distribution  of  these 
deaths  is  mainly  in  the  City  of  Wilmington, 
which  has  a iiretty  larjre  colored  iiopulation, 
which  is  a factor  in  that,  and  also  in  Sussex 
County.  New  Castle  (,’ounty  proper  and  Kent 
County  had  much  better  rates  over  a period 
of  time. 

So  we  must  ajipl.v  our  efforts  in  <;ettintt 
those  croups  who  are  hi<>hly  infected  under 
control. 

I mi<>ht  state  some  of  the  improvements  that 
have  been  made  and  the  cooperation  we  trot 
from  the  Anti-Tuberculosis  Society,  dust  as 
an  example,  we  established  a clinical  labora- 
tory and  bacteriolosrical  laboratory  to  do  the 
work  for  both  the  white  and  colored  patients 
in  the  sanatoria.  They  can  do  any  type  of 
work  on  t.b.,  includin<r  culture  and  animal 
inoculation.  Any  and  all  tests  are  fjiven  to 
patients  in  the  sanatoiia  at  this  time.  Funds 
for  the  equipment  and  supplies  were  supplied 
by  the  Delaware  Anti-Tuberculosis  Society, 
and  they  have  been  very  helpful  to  us  in  many 
other  instances. 

One  of  our  "ross  deliiuiuencies  is  the  care 
of  surgical  cases,  which  was  mentioned  here 
yesterday,  and  1 won’t  jro  into  that  any  fur- 
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ther.  But  we  do  need  more  space  to  hamlle 
our  suro'ical  cases.  The  number  of  surgical 
cases  we  have  is  limited  in  this  small  State, 
and  we  feel  from  the  .state  level  that  it  doesn’t 
])ay  ns  to  operate  a surgical  unit  at  our  sana- 
toria. So  we  send  our  cases  to  a general  hos- 
pital that  has  that  particular  service  available, 
and  the  operations  are  done  there.  AVe  hope 
to  continue  that,  but  we  need  a few  more  l)eds 
at  that  hospital  because  we  need  to  handle 
white  males,  females,  and  colored  males  and 
females,  and  we  are  not  able  to  do  that  at  the 
])i'esent  time. 

We  have,  on  occasion,  had  to  po.st])one  oper- 
ations until  o])eration  wasn’t  feasible  at  all, 
which  is  a l)ad  situation.  AVe  hope  that  will 
be  corrected  within  the  next  year. 

AVe  are  asking  for  considerable  funds  from 
the  next  (ieneral  Assembly  in  order  to  ex]>and 
and  im])rove  our  work  in  t.b.,  especially  to 
im])rove  the  facilities  at  the  sanatorium.  As 
you  know,  we  have  an  old  building  there,  con- 
structed in  1912,  and  it  is  getting  quite  dreary. 
It  needs  a good  deal  of  repair,  to  say  the  least. 
A new  building  would  be  much  better,  but 
whether  we  can  ho]>e  for  such  1 do  not  know. 
The  State  Board  of  Health  has  ju.st  recpiested 
the  Fnited  States  Public  Health  Service, 
thiough  their  New  A'ork  office,  to  assist  us  in 
doing  a .survey  in  order  that  we  may  have  a 
better  idea,  an  unbiased  o])inion  as  to  what  we 
shouhl  do  further  to  improve  our  tubei'cudosis 
situation.  1 have  also  asked  your  friend,  Dr. 
Hillbo  if  he  wouldn’t  .send  Dr.  Plunkett 
down.  I expect  you  ai'e  familiar  with  Dr. 
Plunkett.  AA"e  would  like  him  to  help  us  out 
in  studying  our  proposed  alterations  and  such 
in  the  sanatoria.  They  both  promised  to  hel]) 
us  out  and  have  someone  down  here  in  a few 
weeks. 

AVe  will  certainly  report  on  what  the  recom- 
mendations of  the.se  people  are. 

I want  to  thank  you  personally.  Dr.  Reeves, 
for  coming  down  hei'e.  It  is  going  to  be  a big 
hel])  to  us.  I know  these  fellows  and  I per- 
sonally understand  much  better  what  is  going- 
on  in  Philadel])hia,  and  we  all  have  the  same 
])roblems. 

Dr.  A^.  I).  AA'ashburn  (AA^ilmington)  : I 
think  it  can  be  agreed  that  it  is  considered  the 
mission  of  a S])eaker  always  to  s])eak  not  only 
instructively  but  interestingly,  and  if  per- 


chance he  does  those  two  things  and  also  is 
able  to  inspire  in  the  members  of  the  audi- 
ence a desire  to  i)rofit  by  the  exi)criences  and 
the  observations  of  the  speaker,  then  surely 
he  has  discharged  in  fnll  his  obligation. 

1 say  these  things  because  it  gives  me  the 
o])])or1unity  of  ex])ressing  the  oi)inion  that 
you  have  done  all  of  those  things,  and  cer- 
tainly, so  far  as  I am  concerned,  it  is  so. 

1 think  a most  intei'csting  ])oint,  not 
brought  out  hei'c  but  which  1 believe  is  ger- 
mane to  the  subject,  was  bi'ought  to  oui-  atten- 
tion within  the  last  few  weeks  by  a s])eaker 
who  came  before  our  joint  meeting  of  the 
Delaware  Academy  of  Aledicine  of  the  New 
Fastle  (founty  Aledical  Society.  He  came  here 
from  Massachusetts,  and  amazing  to  I'elate, 
i-eferred  to  the  fact  that  in  the  State  of  Alas- 
sachusetts  there  was  a very  definite  difficulty, 
and  an  increasing  difficnlty,  to  be  found  in 
the  fact  that  in  the  training  schools  and  in  the 
general  hos])itals  of  Ala.ssachusetts,  there  was 
a trend  and  almost  a determination  to  see  to 
it  that  there  should  be  no  beds  available  in 
those  general  hos])ital.s  for  tubercidosis  j)a- 
tients,  which  to  me  meant  two  things.  Fir.st, 
that  that  reflects  definitely  a failiu'c  on  the 
])art  of  the  medical  ]U‘ofe.s.sion.  As  1 look  back 
over-  the  by-laws  of  two  or  three  hosj)itals  in 
Wilmington,  with  which  I am  familiar,  I can 
almost  ((note  them  and  .say  that  there  .shall 
be  no  ])atients  admitted  to  this  hos])ital  who 
have  ])idmonary  tuberculosis.  Those  rules  and 
by-laws  were  always  ])ut  together  ami  usually 
came  either  from  the  American  Medical  As- 
sociation, or  the  American  College  of  Sur- 
geons, and  we  legislated,  and  we  are  contrib- 
uting to  a fault  in  our  overall  ])rogi-am. 

AA’hen  we  make  it  difficult  for  ])atients  to 
be  admitted,  we  ])resent  a temiitation  to  the 
medical  ]>ractitiouer  who  may  know  that  his 
]>atient  has  tuberculosis  but  considers  that  he 
is  so  ill  that  he  is  justified  in  admitting  him 
for  ob.servation  for  some  other  disease.  Sec- 
ondly, by  this  policy,  which  is  coming  to  light 
in  Alassachusetts,  we  are  limiting  very  defi- 
nitely the  op])ortunity  for  the  training  in  the 
schools  of  nursing.  I s])eak  of  that,  although 
not  immediately  germane  to  what  you  have 
talked  about,  but  because  it  is  im])ortant  and 
worthy  of  the  attention  of  all  the  members 
covering  this  entire  State. 
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I think  tlnit  it  is  most  inteivstin»:,  as  we 
plow  older,  even  tlioupli  I am  not  tiained  in 
the  Held  of  public  health  administration,  hut 
eeitainly  it  is  cl(*ar  to  any  man,  no  matter 
what  his  training,  that  ehanpes  in  emphasis 
and  realization  of  the  necessity  of  approaeh- 
inp  these  problems  diffei'ently  is  relleeted  in 
l)ul)lic  health  administration  in  the  fact  that 
today,  here  and  thei-e,  we  are  hepinninp  a new 
))olicy.  We  ai'e  curiously  enouph  developing 
housing  proprams  under  the  supervision  of 
the  departments  of  health  in  various  cities, 
and  obviously  it  comes  because  with  not  i)oor 
housinp  but  bad  housinp  and  terrible  housinp 
there  arises  not  oidy  a preater  morbidity,  a 
preater  incidence  of  disease,  but  certaiidy  a 
veiy  much  hipher  incidence  of  pulmonary  tu- 
berculosis. It  is  to  be  found  not  oidy  in  racial 
pioups  but  amonp  others.  And  because  that 
has  come  to  the  surface,  we  are  now  confront- 
ed with  the  con.sciousness  and  the  willingness 
to  accept  that  resj)onsibility,  and  indeed, 
health  departments  feel  that  they  are  justi- 
Hed  in  stepi)inp  into  a brand  new  realm  of 
sociolopical  work  and  social  work. 

We  in  Wilmington  have  l)een  bitten  by  that 
hup,  and  we  don 't  know  whether  we  are  going 
to  embark  on  such  a program.  We  have  de- 
cided to  do  so.  It  is  now  in  the  hands  of  the 
city  council  as  to  whether  fiuuls  will  be  pro- 
vided for  us  to  do  .just  that  thing. 

Now  there  is  another  departure  or  change 
in  the  thinking  of  public  health  administra- 
tion. -\ctually,  as  you  know,  in  Maryland 
the.v  are  developing  widespread  programs  of 
care  for  the  indigent,  with  the  very  clo.se  co- 
operation of  the  medical  i)rofe.ssion.  You  have 
re|)eatedly  lefei'red  to  the  necessity  of  public 
health  education,  and  you  did  emphasize  the 
fact  that  that  begins  at  our  level,  stemming 
from  the  i)ublic  health  officer  asking  that  or- 
ganizA'd  medicine  assume  the  resinnisibility. 
We  have  done  exact l.v  that  thing  in  Delaware 
this  yeai",  and  cari'ied  on  I'efresher  cour.ses. 
and  we  have  1 think  proHted  t l emendously  at 
the  level  of  bringing  to  the  attention  of  the 
imnlical  profe.ssion  advances  in  the  eare  of  the 
tubeiculoiis.  and  biinging  tlnnn  up  to  dale  as 


to  what  should  be  done.  Hut  we  have  gone 
beyond,  and  again,  as  you  have  pointed  out, 
have  begun  to  realize  and  to  face  and  to  at- 
ttunpt  to  do  something  about  this  business  of 
cairying  on  an  intelligent  |)iogram  of  ])ublic 
health  education.  Without  such  a program  the 
work  of  the  Public  Health  Administrator  .just 
cannot  succeed. 

In  an  aside,  or  to  digress  for  a moment  in 
that  connection.  Dr.  Hudson  has  referred  to 
the  tremendous  improvement  in  tuberculosis 
contiol,  oi-  the  tuberculosis  record,  in  the  State 
of  Delaware  since  191S.  That  too  has  a hazard. 
It  has  a dangei-.  To  be  sure,  from  208  deaths 
per  100, ()()()  to  30  is  worthy  of  satisfaction,  but 
it  is  to  be  observed  that  if  we  are  not  on  guard 
it  leads  to  a degree  of  complacency,  and  from 
complacency  we  fail  sometimes  to  recognize 
the  danger.  I think  that  we  have  suffered  from 
.just  that  sort  of  thing  in  Delaware.  We  have 
been  going  down  and  down  and  down  in  the 
morbidity  and  the  death  rate  and  so  on,  and 
suddenly  we  realize  that  we  are  not  as  good, 
we ‘11  .say,  as  Iowa.  To  be  sure,  we  have  the 
racial  ])roblem  in  Delaware  that  they  do  not 
l)os.sess  in  Iowa,  but  iloes  that  account  for  the 
fact  that  Iowa  has  8 per  KM), 000  and  we  have 
37?  The  danger  is  that  we  overlook  the  fact 
that  perhaps  we  have  done  well  but  we  could 
and  should  do  better. 

So,  out  of  it  comes  the  consciousne.ss  that  we 
in  medicine  must  look  after  our  thinking  with 
regard  to  our  general  hospitals;  we  must  see 
to  it  that  we  do  not  beeome  complaeent ; we 
must  .see  to  it  that  there  is  an  organized  pro- 
gram for  ])roviding  po.st -graduate  instruction 
for  our  membership,  and  that  .somehow  or 
other  we  are  clear  in  our  thinking  and  realize 
that  there  is  a difference  between  i)ublicity 
and  human  relations,  and  there  is  a distinction 
between  those  two  and  good  public  health  edu- 
cation. and  it  re«|uii‘es  dispassionate  planning 
and  luidei-standing  and  everlasting  stick-at- 
itness  to  g(*t  the  .job  done  eff'icientl.v. 

Dh.  Rkkvks:  1 know  I am  beyond  the  time 
but  I want  to  make  a couple  of  statements 
which  ma.v  be  a follow  thiough  on  Dr.  Wash- 
bum  and  I )r.  1 1 udson. 
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Dr.  Hudson,  I don’t  know  whether  yon 
know  that  Dr.  Vanx  found  liimself  in  the  same 
position  in  Pennsylvania  relative  to  having 
surgery  done,  as  yon  are.  Dr.  Vanx  took  ad- 
vantage of  finding  out  which  of  the  large 
hospitals  in  the  city  had  cajialile  chest  men, 
and  he  found  funds  in  the  amount  of  .$14.50 
a day  for  the  hospital,  and  the  good  medical 
man  I believed  received  something  like  $50 
for  doing  a chest  operation. 

That  is  the  nnml^er  one  ]>oint  that  I wanted 
to  mention.  Number  two,  1 am  in  such  hearty 
agreement  with  Dr.  Washburn  relative  to  his 
remarks  about  tuberculosis  not  being  admitted 
to  general  hosiiitals.  That,  I think,  is  a fearful 
mistake  from  many  points  of  view,  but  par- 
ticularly from  the  viewiroint  of  the  patient.  I 
have  been  discrrssing  the  matter  with  both  Dr. 
Vanx  and  with  IMr.  Brown,  who  is  the  Secre- 
tary of  Welfare  of  the  Commonwealth  of 
Pennsylvania,  and  I have  suggested  to  both 
of  them  that  they  get  their  heads  together  and 
agree  on  legislation  being  introduced  into  the 
next  legislature  of  the  Commonwealth  of 
Pennsylvania  which  will  increase  in  some 
amount  the  state  allocation  of  funds  to  general 
hospitals,  with  the  distinct  understanding  that 
if  they  are  not  willing  to  particijiate  in  the 
tuberculosis  program  in  a general  hospital, 
that  their  state  allocation  will  be  cut. 

I think  that  that  is  a very  practical  ap- 
proach to  some  of  our  friends  in  the  legisla- 
ture, who  really  need  a tremendous  amount  of 
public  health  education. 

The  state  aird  county  societies  in  both  states 
can  take  a note  out  of  the  activities  which  are 
needed  both  on  the  state  and  local  level,  as  far 
as  the  securing  of  funds  is  concerned.  There 
are  too  many  men  in  the  legislatures  these 
days,  or  in  councils  these  days,  that  think  they 
have  to  see  all  these  things  done  for  highways 
and  bridges,  and  what  not,  and  moneys  which 
should  be  put  at  the  disposal  of  health  officers 
are,  in  my  opinion,  not  allocated  on  the  basis 
of  need  for  public  health,  which  they  should 
have. 

I want  to  again  thank  you  very  much  for 
the  jirivilege  and  honor  of  being  asked  to  be 
on  your  iirogram. 


THE  ABSENCE  OF  TRANSFUSION 
REACTION  WITH  ACTH  AND 
CORTISONE 
A Case  Repor^ 

Ralph  1\I.  IMyerson,  i\I.  1). 
and  A.  Henry  (Jlagett,  Jr.,  i\l.  1). 

Wilmington,  Del. 

While  the  use  of  ACTH  and  cortisone  in 
hemolytic  anemia  and  erythroblastosis  fetalis 
has  been  reported,^  there  is  nothing  in  the 
literature  regarding  their  action  in  patients 
who  have  received  incomjiatible  blood  al- 
though its  use  in  this  condition  has  been 
urged.- 

The  following  case  reiiort  is  imiiortant  in 
that  the  iiatient  inadvertently  received  1400  cc. 
of  incompatible  blood  while  being  treated  with 
ACTH  for  acute  granulocytic  leukemia  and 
had  no  symptoms  or  signs  of  transfusion  re- 
action. 

Report  op  a Case 

A 29-year-old  Negro  was  admitted  to  the 
hospital  on  IMarch  21,  1951.  Peripheral  blood 
studies  and  bone  marrow  aspiration  estab- 
lished the  diagnosis  of  acute  granulocytic 
leukemia.  On  March  23,  therapy  with  ACTH 
was  instituted.  (Fig.  1)  On  March  29,  cor- 
tisone was  substituted  for  ACTH.  This  was 
discontinued  on  April  16,  because  it  appar- 
ently was  producing  no  beneficial  effect. 

Because  of  rapidly  develojiing  anemia,  the 
patient  was  given  a total  of  1400  cc.  of  type 
A Rh  Negative  blood  over  a three-day  period 
from  March  28  to  IMarch  30.  Except  for  a 
slight  febrile  reaction  which  occurred  near  the 
end  of  the  first  transfusion,  there  were  no 
adverse  effects ; indeed,  the  patient  was  im- 
liroved  and  showed  a slight  rise  in  red  blood 
count  and  hemoglobin. 

On  April  5,  further  transfusions  were  indi- 
cated. The  patient’s  blood  was  retyped,  as  is 
customary,  and  was  found  to  be  type  B Rh 
Negative.  Samples  of  the  patient’s  blood  ob- 
tained jirior  to  Mai'ch  28  were  retyped  and  re- 
crossmatched  with  the  blood  from  the  first 
three  donors.  These  tests  showed  that  the 
original  typing  and  cross  matching  had  been 

•From  the  Medical  Service,  Veterans  Administration 
Hospital,  Wilmington. 

Reviewed  in  the  Veterans  Administration  and  pub- 
lished with  the  approval  of  the  Chief  Medical  Director. 
The  statements  and  conclusions  published  by  the  authors 
are  the  result  of  their  own  study  and  do  not  necessarily 
reflect  the  opinion  or  policy  of  the  Veterans  Administration. 
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ciToiicous  ;iiiil  that  tlie  ])ati(*nt  had  received 
1400  ee.  of  ine()ni])atil)le  l)lood. 

I)ui'in<>  the  followiiis;  fifteen  days,  3S25  ec. 
of  type  If  Ivll  Xejjative  hlood  were  "iveii. 
(Ki--'.  1) 

Tlirou»liout  the  course  of  tliis  patient’s  ill- 
ness there  was  no  evidence  of  hemolytic  reac- 
tion or  impairment  of  renal  function.  Fi<;.  1 
shows  pertinent  laboratory  and  clinical  find- 
in.u's.  It  can  be  seen  that  the  blood  urea  nitro- 
jren  nevei-  exc(‘eded  1<S  milligrams  pei'  cent, 
the  urinai-y  output  was  sat isfactoiy,  and  the 
I'ed  blood  count  and  liemosilobin  showed  a defi- 
jiite  increase.  In  adtlition,  the  patient  at  no 
time  was  .jaundiced;  thei'e  was  no  hemo<;lo- 
binemia,  hemoii lobinuria,  or  increa.sed  urinaiy 
urobilinofien  e.xcretion.  Seiial  anti-A  af^jjlu- 
tinin  titers  and  survival  time  of  donor  cells 
wei'(>  not  determined. 


The  patient's  condition  rapidly  became 
worse  and  he  expired  on  A|)i  il  24,  lOol  durin<? 
an  acute  episode  of  i)ulmonary  edema. 

Autopsy  confirmed  the  previously  estab- 
lish(*d  diaffiiosis  of  acut(*  <>:i'anulocytic  leuke- 
mia. There  was  no  micro.scopic  evidence  of 
i-enal  damafje  other  than  <jranulocytic  infiltra- 
tion. Paificular  attention  was  i)aid  to  ruliiif' 
out  the  pi-(“sence  of  lower  nephron  nephrosis. 

St'M.MAKV  AND  CoNC'U  SIONS 
This  j)atient  showed  no  untoward  effects 
after  ri'ceiviiifr  1400  ec.  of  incomj)atible  blood, 
lie  was  receiving:  ATTII  and  cortisone  at  the 
time. 

Apparentl.v  theiv  have  been  rare  instances 
in  which  transfusions  of  incom|)atible  blood 
have  resulted  in  no  detectable  reaction.* 
While  Davidsohn^  has  re])orted  low  Lso-a}'- 
irlutinin  titers  in  j)atients  with  chronic  leu- 
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kemia,  he  found  normal  or  slightly  elevated 
titers  in  the  acute  disease. 

Although  the  reason  for  the  absence  of  a 
transfusion  reaction  in  this  patient  is  un- 
known, it  is  being  reported  because  of  the 
possibility  that  the  administration  of  ACTIl 
and  cortisone  was  a factor. 
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SLUDGED  BLOOD  IN  POLIOMYELITIS 

George  J.  Boines,  ]\I.  D. 

Wilmington,  Del. 

Intrava.scular  agglutination  of  eiythrocyfes, 
.sludged  blood, has  been  descrilied  by  Knisely 
and  Bloch  in  numerous  publications.  This 
pathologic  physiology  of  circulating  red  blood 
cells  has  been  described  by  the  authors  in  a 
large  number  of  di.sea.ses  in  humans  and  in 
animals.  This  tendency  for  the  red  blood  cells 
to  clump  together  has  not  been  seen  in  normal 
individuals.  .Sludging  has  also  been  described 
in  anterior  poliomyelitis. - 

According  to  Knisely,  the  major  known 
mechanisms  in  which  sludged  blood  damages 
the  body  are  as  follows: 

(a)  Sludged  blood  reduces  the  rates  of  flow 
through  all  blood  ve.ssels.  This  forcibly  re- 
duces the  rates  at  which  the  oxygen  and  glu- 
cose of  the  blood  can  he  carried  to  the  endo- 
thelium of  the  walls  of  the  blood  vessels  which 
results  in  anoxia  or  hypoxia  of  the  .stagnant 
tyjie.  Anoxic  endothelium  always  permits 
blood  fluid  to  pass  out  through  the  walls  of 
the  small  vessels.  This  acts  toward  causing 
hemoconcentration,  edema,  and  reduction  of 
the  circulating  blood  volume. 

(b)  Agglutinated  red  cells  are  ingested 
and  destroyed  in  the  phagocytic  cells  of  the 
liver,  siileen  and  bone  marrow.  This  results 

♦Attending  Chief  of  Communicable  Diseases,  St.  Fran- 
cis and  Wilmington  General  Hospitals,  Lecturer  Depart- 
ment of  Biological  Sciences,  University  of  Delaware. 


in  anemia  and  in  a decreased  circulating  blood 
volume.  These  phagocytes  ingest  ])rotein- 
coated  red  cell  masses.  This  factor  may  initi- 
ate and  maintain  protein  deficiencies  in  hu- 
man patients. 

(cj  The  sedimented  agglutinated  red  blood 
cells  may  cement  on  the  ve.ssel  walls  into  a 
large  mass,  which  forms  a thrombus. 

(d)  These  masses  may  cause  minute  em- 
bolizations and/or  multiple  minute  thi’om- 
boses. 

(e)  The  above  conditions  may  initiate  in- 
termittent, controlled  shutting  off  of  the  ar- 
terioles, capillaries  and  venules  in  a selected 
.series  of  tissues  and  organs. 

In  connection  with  blood  sludging  in  i>olio- 
myelitis,  it  is  of  intere.st  to  (piote  Stewart® 
(1904)  who  refers  to  Batten^  and  Taylor® 
regarding  the  “morbid  anatomy’’  of  infantile 
])ara  lysis : 

“With  regard  to  the  morbid  anatomy  of  the 
disease,  the  lesion  in  the  first  stage  is  charac- 
terized by  engorgement  and  thrombosis  of 
small  vessels,  with  perivascular  exudation, 
minute  blood-extravasations,  and  small  cell 
infiltration  of  the  surrounding  tis.sues.  In  the 
.second  .stage  there  is  necrosis  of  the  tissues 
from  which  the  blood  has  been  cut  off,  and  in 
the  third  .stage  absor])tion  of  the  necrosed  px’o- 
ducts,  with  contraction  and  cicatrization.  Two 
views  have  been  held  to  ex])lain  the  pathology 
of  these  appearances.  According  to  some  ob- 
servers the  condition  is  due  to  a specific  infec- 
tion i)roducing  an  acute  inflammation,  whilst 
others  maintain  that  it  is  a vascular  throm- 
bosis due  to  .some  altered  blood  condition,  not 
dependent  on  one  specific  infection,  but  due 
to  various  causes. 

“There  can  be  no  doubt  that  the  necrosed 
areas  correspond  accurately  to  the  distribution 
of  single  vessels.  In  the  cord,  this  area  corre- 
sponds exactly  with  that  of  the  anterior  me- 
dian artery.  The  great  frectuency  of  anterior 
])oliomyelitis  in  the  lumbo-sacral  region  seems 
to  favor  the  view  that  the  condition  is  pri- 
marily vascular,  for  the  anterior  cornua  in 
that  region  are  situated  at  a point  most  peri- 
pheral from  the  blood  supjdy,  i.e.,  the  blood 
from  the  vertebral  artery  has  to  traverse  the 
whole  length  of  the  anterior  s]>inal  artery, 
there  being  but  little  collateral  anastomosis  in 
that  part  of  the  cord. 
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"Im  I'avor  of  the  infective  theory  is  the 
well-known  occuiT'ence  of  epidemics  of  tlie 
disease  (e.<;.  Woods’  25  cases,  Painter’s  58 
cases,  and  .Mackenzie’s  10  cases,  at  cer- 
tain times  of  tlie  year,  and  sometimes  in  sev- 
eral members  of  the  same  family.  This,  how- 
ever, is  not  necessarily  an1a”onistic  to  the 
thrombotic  theory;  the  infection  only  supplies 
the  cause  of  the  blood-chanoe.  ” 
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OXYGEN  THERAPY 
A Brief  Review 

Karl  S.  Ktssele,  M.  I).* 
Wilminuton,  Del. 

It  is  <i  matter  of  record  Unit  Joseph  Priestly 
discovered  oxygen  in  1774,  but  it  was  Lav- 
oisier, three  years  later,  who  demonstrated 
that  the  gas  was  absorbed  by  the  lungs,  burned 
by  the  tissues,  and  eliminated  as  carbon  di- 
oxide and  water. 

It  has  since  been  shown  that  oxygen  is  the 
mo.st  widely  distributed  of  all  chemical  ele- 
ments, and  the  most  important.  Metabolism, 
which  is  life  itself,  is  entirely  dependent  upon 
an  adetpiate  .supjily  of  oxygen  to  fan  its  fires. 
Oxygen,  then,  is  literally  the  breath  of  life. 

In  1798  Thomas  P>eddoes  e.stablished  his 
Pneumatic  Institute  in  England  in  which  he 
atteinjited  to  use  oxygen  as  a cure-all.  As  a 
result  of  its  misu.se  its  actual  therapeutic  value 
suffered  unmerited  neglect  for  the  next  hun- 
dred years. 

The  modern  conceiit  of  the  therapeutic 
value  of  oxygen  arose  during  the  fir.st  World 
War,  when,  in  1917,  Meltzer  and  Haldane 
demon.stiated  its  great  value  in  the  treatment 
of  pneumonia  and  pnlmoimry  burns  resulting 
from  chlorine  and  phosgene.  In  P)22  Htircroft 
constructed  at  Cambridge  I'niversity  the  first 
oxygen  chamber,  in  which  it  was  jto.ssible  to 
control  the  pei'centage  of  oxygen.  Similar 
chambers  were  later  constructed  :it  the  Rocke- 
feller Hospital  by  Stadie  and  .Mas.siichusetts 
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Ceneral  Hospital  by  Barach,  and  led  to  fur- 
ther important  discoveries  on  the  respiratory 
function  of  the  blood.  In  1925  Hill  developed 
an  oxygen  tent  so  that  the  patient  could  be 
surrounded  by  a high  concentration  of  oxygen 
no  matter  where  he  was  loctited. 

The  main  indications  for  oxygen  therapy  is 
anoxia,  oxygen  lack;  (hypoxia,  if  you  wish) 
anywhere,  generalized  or  local.  Local  tissue 
tinoxia  such  as  from  thrombus,  jiarticularly 
coronary  and  cerebral,  may  be  greatly  bene- 
fited by  oxygen  therapy.  However,  our  more 
common  and  serious  concern  is  with  the  vari- 
ous forms  of  generalized  anoxia  of  which  there 
are  four  main  classifications: 

1.  anoxic  anoxia  — due  to  insufficient  pul- 
monary oxygenation  of  the  blood  from  such 
causes  as  decrea.sed  volume  capacity  of  the 
lungs,  reduction  of  the  ])artial  pre.ssure  of 
oxygen  in  the  inspired  air,  emphysema,  juil- 
monary  edema,  trachio-bronchial  obstruction, 
et  cetera. 

2.  anemic  anoxui  ~ due  to  a reduction  in 
the  amount  of  oxygen  that  can  be  furnished  to 
the  tissue  by  the  blood  as  a result  of  decreasetl 
hemoglobin  content  such  as  in  anemia,  or  in 
carbon  monoxide  jioisoning  where  the  ample 
hemoglobin  is  taken  uj)  by  the  carbon  monox- 
ide which  has  several  hundred  times  the  af- 
finity for  hemoglobin  as  does  oxygen,  and  thus 
jirevents  the  formation  of  oxyhemoglobin. 

5.  histotoxic  anoxia  — due  to  an  interfer- 
ence with  the  ability  of  the  ti.ssue  cells  to 
utilize  oxygen  such  as  in  cyanide,  alcoholic, 
or  other  cell  jtoisons. 

4.  stafpuint  anoxia — due  to  circulatory  fail- 
ure such  as  follows  myocardial  failure  or 
shock. 

The  utilization  of  oxygen  t;ikes  ])lace  in  the 
various  cells  of  the  body  to  which  it  is  trans- 
ported by  the  blood.  Now.  how  does  the  blootl 
pick  up,  cjirry,  and  unload  this  oxygen?  One 
of  the  laws  of  gases  states  that  the  Jimount  of 
free  gas  in  a .solution  will  vary  according  to 
its  pjirtial  itressure.  It  is  the  jtartial  jtre.ssure 
tlnit  is  the  driving  force  of  the  oxygen  into  the 
l»hisma,  from  plasma  to  red  cells  and  then 
from  ivd  cell  to  the  ])lasm;i  to  the  tissue  cells. 
The  oxy-hemoglobin  is  the  store  house;  it  is 
the  jtlasma  that  actually  retails  the  oxygen  to 
the  tissues. 
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The  following  chart  (1)  gives  the  oxygen 
content  of  lOOcc  of  air,  alveolar  air,  arterial 
blood  and  venous  blood,  and  shows  the  oxygen 
tension  in  mm.  of  Hg.  It  is  readily  seen  that 
the  oxygen  is  driven  from  its  partial  pressure 
high  of  159mm.  Hg.  in  the  air  towards  its  low 
pressure  of  35  mm.  Hg.  in  the  tissue  cells. 
Approximately,  300cc  of  oxygen  are  reriuired 
l)er  minute  in  normal  body  metabolism,  and 
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Effect  of  breathing  100%  oxygen  on  arterial 
and  venous  oxygen  content,  tension,  and  de- 
gree of  saturation. 


■\rterial  blood 

20-20.5  cc/100 
.3  cc-3.3  sol. 

03.  cc  equals  14%  increase 
90  mm. -100  mm. 

95  sat.-lOO  sat. 


Venous  blood 

15-18  cc 

20%  increase 
40  mm. -60  mm. 
75  sat.-90  sat. 


Chart  1 

Air 

Alveolar  Air 

Arterial  Blood 

Venous  Blood 

Ti.ssue 

Oxygen 

21.cc/100 

14.cc/100 

20.cc/100 

15.cc/100 

.3  cc  in  sol. 

.15  cc  in  sol. 

159  mm.  Hg. 

100  mg.  Hg.  tension 

90  mm.  Hg. 

40  mm.  Hg. 

35  mm.  ! 

95%  sat. 

75%  sat. 

Carbon  Dioxide 

.03CC/100 

23  mm.  Hg. 

40  mm. 

40  mm. 

46  mm. 

52  mm. 

200cc  of  carbon  dioxide  are  eliminated.  The 
pressure  gradient  of  carbon  dioxide  is  in  re- 
verse from  that  of  oxygen.  The  high  iiressure 
of  the  carbon  dioxide  is  in  the  tissue  cells  and 
the  low  is  in  the  inspired  air  so  that  carbon 
dioxide  is  eliminated  with  each  expiration. 

The  next  chart  (2)  shows  the  effect,  in  a 
normal  subject,  of  breathing  pure  oxygen  in- 
stead of  air.  It  is  seen  that  the  arterial  blood 
oxygen  is  only  increased  about  3 cc  per  100  cc 
of  blood,  but  that  this  results  in  a 50  per  cent 
increase  in  the  oxygen  tension  available  to  the 
tissues  (venous  blood)  in  that  the  tension  is 
increased  from  40  mm.  Hg.  to  60  mm.  Hg. 

In  conditions  where  severe  anoxia  exists, 
marked  increases  in  the  arterial  oxygen  satu- 
ration may  result  from  40  to  50  per  cent  oxy- 
gen inhalation.  In  pulmonary  edema,  for  ex- 
ample, where  the  oxygen  content  may  be  only 
8 cc  per  100  cc  representing  40  per  cent  satu- 
ration, the  oxygen  content  may  be  increased 
to  22  cc  per  100  cc  or  with  clo.se  to  100  jier 
cent  saturation.  This  would  increase  the  oxy- 
gen available  to  the  tissues  by  about  150  per 
cent. 

Carbon  dioxide  and  oxygen  tension  gradi- 
ents from  inspired  air  to  tissues ; also,  oxygen 
content  and  percentage  saturation  breathing 
air. 


The  symptoms  of  anoxia  depend  upon 
whether  it  is  of  acute  or  insidious  occurrence, 
and  of  a mild  or  severe  degree. 

Acute 

a.  slight — hyjieronea,  increase  in  pulse  rate 

b.  moderate  — headache,  nausea,  fatigue, 
tremors,  lo.ss  of  mental  capacity,  deplopia, 
et  cetera. 

c.  severe  — delirium,  fever,  coma,  convul- 
sions, and  death  in  a matter  of  minutes. 
Insidious — 

Kesembles  alcoholic  intoxication ; exhilara- 
tion, due  to  cerebral  stimulation ; impaired 
mental  function  ; emotional  disturbances ; rest- 
lessness ; amnesia  ; ataxia  ; muscular  weakness ; 
ascending  muscular  paralysis;  lo.ss  of  special 
senses,  (hearing  la.st  to  go)  ; coma;  death. 

The  capacity  of  the  cell  to  carry  on  its  func- 
tional activity  is  decreased  because  oxygen 
lack  interferes  with  the  intracellular  oxidation 
upon  which  the  functional  activity  of  the  cell 
depends. 

As  Haldane  .stated,  “anoxia  not  only  stops 
the  machine  but  wrecks  the  machinery.” 
Severe  acute  anoxia  in  addition  to  the  symp- 
toms produced  above,  causes  definite  tissue 
damage.  The  central  nervous  system  is  most 
vulnerable  and  changes  are  found  here  first. 
Ganglion  cells  show  all  stages  of  damage  from 
minor  chromatolysis  to  swelling,  shrinking, 
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(lisoriianization  of  cytoplasm,  distoitioii  ami 
nuclcai'  luptuic.  I lyiuMcmia,  suhpial  ami 
pci  ivascular  hcmoniia^cs  arc  common.  Severe 
capillary  coii»:estion  is  fouml  in  the  cei’ehral, 
l)ulmonary.  renal  ami  intestinal  tissues.  De- 
“eneiative  chaiiites  are  fouml  in  the  liver, 
lieart  ami  kidneys,  leirai'ded  as  early  si«:ns  of 
necrosis. 

The  extent  and  duration  of  the  anoxia  are 
the  deter!ninin>r  factors  in  the  clinical  symp- 
toms and  patholoirical  damasre.  Recovery  may 
occur,  cei'tain  damaju:e  may  he  permanent  or 
death  ensue. 

Cyanosis  has  not  been  mentioned  as  a symp- 
tom of  anoxia,  for  it  may  he  a veiy  mislead- 
ing: objective  findin":.  It  is  merely  a blue  color 
imparted  to  the  .skin  or  mucous  membranes 
when  at  least  5 <>:rams  of  reduced  hemoglobin 
per  100  cc.  of  blood  are  present  and  may  be 
altered  or  masked  by  thick  or  highly  pig- 
mented skin,  jaundice;  and  accentuated  by 
cutaneous  capillary  dilation.  Cyanosis  mtn/  be 
pre.sent  with  ample  systemic  oxygenation  due 
to : 

a.  local  chilling  causing  decreased  blood 
How  to  a pa  i t 

1).  iHilycythemia  where  there  may  be  5 
grams  of  lib.  jier  100  cc.  of  blood  in  excess  of 
that  required  for  normal  oxygenation  of 
tissues. 

Cyanosis  nun/  not  be  [ireseut  when  there  is 
severe  anoxia : 

a.  anemia — if  there  were  a total  of  less  than 
5 grams  of  lib.  per  100  cc.  of  blood  it  would 
be  impo.ssible  for  cyanosis  to  appear. 

I).  carbon  monoxide  poisoning  — carboxy 
Jib.  is  red,  thus  no  cyanosis. 

c.  histotoxic  ano.xias  — blood  well  o.xygen- 
ated  but  tissue  cell  cannot  use  it. 

(1.  shock — due  to  decrease  in  jierijiheral  lib. 
(vasocon.striction  with  decreased  periiiheral 
circulation.) 

Cyanosis  nun/  indicate  severe  anoxia: 

a.  conditions  causing  anoxic  or  stagnant 
anoxia.  However,  even  here  it  is  unreliable 
as  an  index,  for  of  127  observers.  70%  were 
unable  to  disc(‘rn  cyanosis  until  the  arterial 
oxygen  satuiation  had  dropjied  to  SO  per  eent, 
and  2o  j)cr  cent  of  them  could  not  .see  it  until 
it  had  droj)i»ed  to  71  per  cent,  which  is  le.ss 
than  the  noiinal  venous  blood  saturation,  and 
was  iu(tduced  by  the  iidialation  of  an  atmos- 


phere containing  only  10  j)er  cent  oxygen. 

Let  us  consider  a few  conditions  in  which 
the  indications  for  oxygen  are  fairly  constant 
and  in  which,  if  api)lic<l  early,  give  spectacu- 
lar results: 

1.  |)Ueumonia  : 

a.  I•'a.st,  shallow  bi-eathing,  thready  pulse, 
iriationality  indicate  severe  anoxemia. 

1).  Don't  wait  for  cyanosis  to  appear. 

c.  Don't  le.serve  o.xygen  for  the  mori- 
bund patient;  it  will  not  i-aise  the 
dead. 

Several  huge  series  of  cases  by  Barach  and 
others  show  the  death  rate  to  rise  in  direct 
pro])ortion  to  the  delay  in  instituting  o.xygen 
therapy.  In  one  series,  l(i  per  cent  died  be- 
tween the  time  oxygen  was  called  for  and 
'ould  be  brought  to  the  patient,  and  an  addi- 
tional 10  ])er  cent  died  within  24  hours  after 
starting  the  o.xygen.  In  77  cases  who  received 
oxygen  within  24  houis  of  diagnosis  there 
were  only  three  deaths. 

In  inieumonia  the  alveoli  are  filled  with 
exudate  and  a portion  or  portions  of  the  lung 
converted  to  a solid,  airle.ss  mass.  Diffusion 
of  o.xygen  is  diminished,  vital  capacity  low- 
ered. In  addition,  fever  and  toxemia  increa.se 
the  metabolic  rate,  thus  increasing  the  tissue 
demand  for  oxygen.  ( 'onse(|Uently,  an  increas- 
ing demand  for  o.xygen  with  a diminishing 
supply  soon  establi.shes  a vicious  cycle. 

Factors  which  defeat  oxygen  therapy  are 
ma.ssive  con.solidation,  rapiil  circulatory  fail- 
uie,  and  toxic  depression  of  the  respiratory 
center. 

Oxygen  helps  by  raising  capillary  oxygen 
tension,  slowing  the  ])ulse,  reducing  cardiac 
work,  reducing  i-espiratory  rate  and  effort, 
and  conserving  the  functional  capacity  of  the 
myocai’dium. 

2.  cardutc  (liscusc  : 

lmj)aired  cardiac  functiim  ultimately  re- 
sults in  ciiculatory  failure  and  pulmonary 
edema  followed  rai)idly  by  loweied  arterial 
and  venous  oxygen  content,  and  on  the  vicious 
cii’cle  goes. 

< t.xygen  is  of  help  in  congestive  failure  due 
to  primary  cardiac  disease;  cardiac  insuffi- 
ciency. secondary  to  chronic  pulmonary  di.s- 
eas(‘;  acute  coronary  thrombosis,  and  coronary 
ai'tcriosclei'osis  with  chronic  cardiac  pain. 

It  is  interesting  to  note  that  the  myocar- 
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dium  requires,  durino'  exertion,  as  much  oxy- 
fjeu  as  the  entire  l)ody  at  rest.  It  functions 
abnormally  with  one-fifth  the  oxyoen  debt  at 
which  skeletal  muscle  remains  unimi)airerd. 

During  muscle  contraction  glycogen  is 
broken  down  into  lactic  acid  and  oxygen  must 
be  available  to  oxidize  a portion  of  this  lactic 
acid  and  convert  the  remainder  back  to  gly- 
cogen. ^lyocardianoxia  results  in  a rapid  de- 
pletion of  available  glycogen  leading  to  em- 
barrassed myocardial  contractility. 

3.  asthma: 

Asthma  produces  a decreased  oxygenation 
due  to  a decreased  vital  capacity  and  thus  less 
surface  for  diffusion  of  gases.  There  is  in- 
creased residual  air  and  thoracic  negative 
l)ressure. 

Oxygen  alone  is  not  satisfactory  in  the 
treatment  of  asthma. 

Helium-oxygen,  80  '20  is  good,  especially  if 
given  with  positive  ])re.ssure  of  one  to  three 
cm.  of  water.  The  density  of  helium  being  so 
much  less  than  that  of  oxygen  or  nitrogen, 
(79  per  cent  of  air)  that  an  SO,  20  helium 
mixture  requires  one-third  the  force  or  effort 
for  its  movement  through  the  constricted 
bronchioles  of  the  asthmatic. 

4.  Other  conditions  benefited  by  oxygen 
therapy : 

a.  shock  or  impending  .shock;  severe 
operations ; hemorrhage 

b.  pulmonary  embolism 

c.  chronic  ulcers  due  to  circulatory  stasis 
at  site  of  lesion 

d.  cerebral  embolism ; mesenteric  embolis 

e.  anaerobic  infections 

f.  severe  toxemia,  such  as  acute  thyroids, 
where  the  metabolic  rate  is  consider- 
ably increased. 

g.  intra-uterine  foetal  distress;  asphyxia 
neonatormn. 

h.  morphine,  barbiturate,  and  alcoholic 
poisonings. 

i.  gas  poisoning  such  as  carbon  monox- 
ide. 

j.  i)irlmonary  exudation  due  to  irritant 
gases,  burns. 

k.  high  altitude  flying  or  climbing  (the 
percentage  of  oxygen  in  the  air  at 
high  altitudes  is  the  same  as  at  sea 


level,  but  the  tension  or  pressure  is 

much  le.ss.) 

1.  convulsions. 

m.  100  per  cent  for  removal  of  nitrogen 

1.  abdominal  distension,  such  as  ileus 

2.  i>rior  to  pressure  dives,  etc.,  to  rid 
the  body  of  nitrogen  and  prevent 
the  ‘‘Bends." 

3.  headaches  following  encephalog- 
raphy. 

4.  pneumothorax. 

It  must  be  kept  in  mind  that  oxygen  ther- 
apy is  not  a cure,  it  is  but  a therapeutic  crutch 
to  help  support  the  patient  while  the  phy- 
sician gains  time  to  locate  and  treat  effectively 
the  causative  factors  producing  the  anoxemia 
or  anoxia. 

Methods  of  Oxvgex  Therapy 

The  commercial  type,  large  cylinder,  containing 
244  cubic  feet  of  oxygen  under  2,200  pounds  pres- 
sure should  be  used.  Smaller  tanks  are  too  costly 
for  I’outine  use.  There  are  many  ways  and  means 
of  administering  oxygen,  but  only  three  methods 
will  be  brieflj'  mentioned  here,  as  they  are  most 
commonly  used  and  therefore  better  understood 
by  the  greater  number  of  physicians  and  nurses 
having  occasion  to  administer  oxygen  therapy. 

1.  Alask-Xasal  and  Oro-N'asal  — Best  for  high 
concentrations  and  the  only  method  Iw  which 
near  100%  oxygen  may  be  given.  Alost  suitable 
for  providing  high  concentration  for  short  periods 
up  to  a day  or  two.  Requires  constant  supervision 
to  be  effective,  may  be  irritating  to  patient  and 
produce  pressure  sores. 

2.  Nasal  Catheter  — Best  for  general  use,  pro- 
viding concentration  up  to  60%.  It  is  safe,  inex- 
pensive, requires  minimum  of  equipment  and  is 
easiest  of  all  methods  to  administer.  Does  not  re- 
quire constant  supervision.  May  be  irritating  to 
naso-phaiyngeal  mucosa  after  week  or  two.  IMust 
be  removed  every  12  hours,  cleaned,  lubricated, 
and  reinserted  in  opposite  nostril.  Is  only  method 
other  than  oxygen  room  which  need  not  be  inter- 
rupted in  providing  patient  nursing  care,  medica- 
tion or  food. 

3.  Oxygen  Tent  — Very  good,  but  cost  exceeds 
that  of  mask  or  catheter;  oxygen  concentration 
provided  patient  is  less  than  mask  and  may  be 
equal  to  catheter  if  properly  set  up  and  constantly 
supervised.  Oxygen  concentration  is  interrupted 
in  providing  nursing  care  and  food.  May  be  dan- 
gerous if  oxygen  supply  or  ice  runs  out  unnoticed. 
Excellent  in  providing  a temperature  conti’olled 
atmosphere  plus  oxygen  to  the  patient  and  thus 
best  indicated  in  the  heat  of  the  summer  or  in 
the  presence  of  high  fever. 

.Administration 
A.  Mask  Alethod: 

1.  Equipment 

a.  Tank  of  oxygen 
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b.  Pressure  reducing  valve  and  flow  regu- 
lator 

c.  Mask  with  bag  and  connecting  hose 

2.  Procedure 

a.  Have  orderly  bring  tank  of  oxygen, 
fasten  it  to  head  of  bed  with  strap  and 
attach  regulator  to  tank. 

b.  Attach  hose  connections  from  mask  to 
flow  meter  and  tui  n on  oxygen  tank. 

c.  Turn  on  oxygen  flow  to  about  four  liters 
per  minute. 

d.  Place  mask  firmly  on  face  making  sure 
it  fits  smoothly  with  no  leaks  and  hold 
in  place  with  head  strap. 

e.  Adjust  oxygen  flow  to  patient’s  respira- 
tory volume  — the  bag  should  be  not 
quite  empty  at  the  end  of  inspiration. 

B.  Catheter  Method  4L/min-.30%;  5L/min-40%; 

8L/min-50% 

1.  E(iui]5ment 

a.  Tank  of  oxygen 

b.  Pressure  reducing  valve  and  flow  regu- 
lator with  humidifier 

c.  Nasal  catheter,  vaseline,  adhesive  tape 
and  scissors 

1.  Procedure 

a.  Same  as  with  mask 

b.  Fill  humidifying  jar  to  proper  level  and 
attach  to  flow-meter 

c.  Attach  hose  to  outlet  of  humidifier  and 
attach  catheter  to  opposite  end. 

d.  Measure  approximate  length  of  catheter 
to  be  inserted  and  mark  with  small  piece 
of  tape — from  tragus  of  ear  to  lateral 
side  of  nostril. 

e.  Turn  on  oxygen  flow  to  about  4 liters 
per  minute  and  lubricate  catheter  the 
length  of  insertion  with  thin  film  of 
vaseline  (not  water-soluble). 

f.  Insert  catheter  into  nostril  towards  floor 
of  the  mouth  up  to  mark  made  in  (d). 
Tip  of  catheter  should  be  visible  just 
behind  uvula. 

g.  Run  catheter  up  over  tip  of  nose,  across 
bridge  onto  forehead  and  tape  in  place 
across  bridge  of  nose  and  on  forehead, 
and  adjust  oxygen  flow,  4,6,8  Liters/ 
min  for  30,40,50%. 

h.  Every  10-12  hours  insert  clean  catheter 
into  opposite  nostril  in  .same  manner  and 
remove  old  one,  clean  it  and  have  it 
read}'  for  next  change. 

C.  Tent  Method 

1.  Equii)ment 

a.  Oxygen  tent 

b.  Pressure  reducing  valve  and  flow  regu- 
lator 

c.  Oxygen  tank 

d.  Ice  — chopped  pieces  size  of  your  fist, 
not  crushed  ice. 

e.  Extra  rubber  sheets  to  cover  entire  mat- 
tress beneath  patient 

f.  Extra  bath  blankets. 

2.  I’rocedure 

a.  Have  orderly  bring  above  etjuipment  (a) 
to  (d) 

b.  Get  room  ready  to  receive  tank  and  tent. 

c.  Prepare  mattress  with  rubber  sheet  and 


patient  with  bath  blankets. 

d.  Have  orderly  place  tent  in  position,  at- 
tach regulator  to  oxygen  tank  and  tent 
and  fill  ice  chamber  of  tent  with  ice. 

e.  Adjust  tent  canoi>y  over  ])atient,  tucking 
it  under  mattre.ss  smoothly  a distance  of 
10-12  inches  on  top  and  sides  and  adjust 
it  snugly  across  i)atient’s  lower  abdomen 
holding  it  in  place  with  extra  blanket. 

f.  Flood  tent  w ith  oxygen  for  a minute  by 
holding  down  flush  valve. 

g.  Set  flow  of  oxygen  on  flow  meter  usually 
8 to  12  liters  per  minute. 

h.  Adjust  tem])erature  control  to  provide 
inoper  temiierature  usually  70=^F  or  dur- 
ing very  hot  weather  10°-15°  below  i-oom 
temperature. 

i.  Check  tent  constantlj’  for  oxygen  flow 
and  supjjly,  ice  content,  temi^erature  and 
leaks  around  cano]>y.  Empty  ice  water 
P.R.N. 

j.  Permit  no  electric  switches  or  buttons, 
matches,  lights  or  lighted  cigars,  cigar- 
ettes or  pipes  within  the  tent,  and  no 
smoking  in  the  room.  Place  signs  so  stat- 
ing on  door  of  room  and  in  the  room. 

k.  Modern  refrigerated  tents  do  not  rcxjuire 
the  frequent  addition  of  ice  and  removal 
of  water. 

General  Remarks 

Oxygen  is  not  explosive  and  does  not  burn  but 
it  does  support  combustion  so  readily  that  a light- 
ed cigarette,  for  example,  will  explode  into  flame 
in  the  presence  of  a high  concentration  of  it. 
Under  the  heat  of  pressure  it  maj'  cause  readily 
combustible  substances  such  as  oils  and  greases 
to  burn,  thus  no  oils  or  greases  are  used  on  the 
connection  of  the  oxygen  tank  to  the  regulator  or 
near  the  regulator. 

The  oxygen  within  the  tank  is  under  a pressure 
of  2,200  pounds  per  square  inch.  Although  the 
tanks  are  checked  frequently,  a flaw  could  de- 
velop. In  the  presence  of  such  a defect  should  the 
tank  be  subjected  to  a severe  blow  such  as  being 
dropped  it  might  blow  apart.  Handle  with  care! 
.Make  sure  they  are  placed  where  they  won't  he 
and  fastened  so  they  ran't  he  knocked  over! 

The  tent  canopy,  nasal  catheter,  face  mask  and 
bag  should  be  washed  with  green  soap  and  lysol 
solution  and  thoroughlj-  dried  before  being  sent 
back  for  storage. 

Before  starting  any  of  the  above  procedures  ex- 
plain to  the  rational  patient  what  you  are  going 
to  do  and  what  they  must  do.  A patient  who  un- 
derstands what  is  to  be  done,  and  is  assured  it 
will  not  hurt  and  is  for  his  benefit  will  cooperate 
readily. 

Chart 

1.  Time  administered,  method  used,  o.xygen  flow 
in  liters  and  temperature  within  tent  if  tent  is 
used. 

2.  Patient’s  reaction,  especially  i)ulse  and  respi- 
ration fre(|uently. 
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CORTICOTROPIN  AND  CORTISONE 
THERAPY  IN  DERMATOLOGY 

Ali.ax  1).  King,  JL.  J).’* 

Wilmington,  Del. 

In  i\lay,  1949,  Kendall  and  his  co-workers 
llench,  Slocum  and  Policy,  ]>resented  to  the 
Staff  ^Meeting  of  the  i\layo  Clinic,  their  obser- 
vations on  the  effects  of  a hormone  of  the 
adrenal  cortex  ( 17-hydroxy-ll  dehydrocorti- 
costerone), and  of  a pituitary  adrenocortico- 
trophic  hormone  on  Rheumatoid  arthritis.  The 
experimental  cortisone  had  been  supplied  by 
Merck  & Co.,  and  the  corticortropin  (ACTH) 
by  Armour  & Company,  where  the  i\Iedical 
Director,  John  R.  i\Iote,  had  ])erfected  its 
isolation  and  purification  from  the  jiituitary 
glands  of  slaughtered  animals.  In  two  and 
one  half  years  rapid  progress  has  been  made 
in  the  clinical  evolution  of  the.se  drugs.  This 
is  also  true  of  their  commercial  production, 
so  that  both  drugs  are  available  in  sufficient 
quantities  and  lowered  price  to  the  medical 
profession. 

Cortisone  is  one  of  several  allied  steroids 
known  to  be  secreted  by  the  adrenal  cortex.  It 
was  isolated  by  Kendall  in  193(i.  Reichstein 
of  Switzerland  described  it  independently. 
Merck's  reseaivh  department  .synthesized  the 
compound  in  1946.  Its  chemical  formula  is 
ll-dehydro-17-hydroxycorticocosterone. 

Corticotropin  (ACTll)  is  a biological  of 
undetermined  chemical  structure,  currently 
extracted  in  commercial  quantities  from  the 
pituitary  gland  of  .slaughtered  animals. 

Cortisone  has  several  direct  physiological 
actions  upon  the  tissues  of  the  human  body. 
Corticotropin  cau.ses  a primary  stimulation 
and  increased  functional  activity  of  the  ad- 
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renal  cortex,  with  increased  production  of 
cortisone. 

Thus,  both  cortisone  and  corticotropin  ])ro- 
duce  the  same  ultimate  iihysiological  respon- 
,ses,  the  former  by  sub.stitution,  the  latter  by 
stimulation  of  increased  production.  These 
main  physiological  resiion.ses  are: 

1.  Regulation  of  distribution  of  sodium, 
potas.sium  and  chlorides. 

2.  Regulation  of  the  water  balance. 

J.  Regulation  of  the  body  chemistry  of  car- 
bohydrates, jii'oteins,  and  fats. 

4.  They  are  concerned  in  the  formation  of 
blood  cells  and  lymphoid  tissue. 

5.  They  are  involved  in  sexual  anatomy  and 
physiology. 

6.  They  affect  the  cutaneous  pigmentation. 

RESPONSE  TO  CORTISONE  IN  VARIOUS 
SKIN  DISEASES 

Beneficial  to 
Curative 
Pemphigus 

Exfoliative  Derm- 

Allergies 

Contact  Dermatitis 
Drug  Sensitivities 
Serum  Sickness 
Angio  Neurotic  edema 
Extensive  Burns 
Dissem.  L.  E.  (early) 

Erythema  Multiforme 
Erythema  Nodosum 

Undesirable  side  effects  occur  in  a certain 
number  of  cases  under  therapy  with  the.se 
drugs.  Most  of  them  occur  when  heavy  doses 
are  administered,  or  over  a long  iieriod  of 
time.  Fortunately,  all  of  these  are  transient 
and  reverse  readily  when  the  use  of  the  drug 
is  discontinued.  Some  of  these  side  effects 
are : 

1 —  Various  mental  changes — usually  mild, 
transitory. 

2 —  Di.sturbance  of  electrolyte  balance — re- 
tention of  sodium  and  water. 

3 —  Hypertrichosis.  Rounding  of  face  (moon 
face) . 

4 —  Increase  in  blood  pressure. 

5 —  Interference  with  menstrual  function. 

6 —  Disturbance  of  carbohydrate  metabo- 
lism. 

7 —  Increased  blood  coagulability. 

8 —  Increa.se  in  pigmentation  of  the  skin. 

It  is  uncommon  for  all  of  these  to  be  ob- 
served in  the  same  individual,  but  one  or  more 
may  be  when  the  dosage  is  heavy  or  treatment 
protracted. 

While  there  may  be  no  absolute  contraindi- 
cations to  the  use  of  these  drugs,  certain  dis- 
eased states  make  their  use  unwise,  except 


Encouraging  Transient 

Dermatomyositis  Scleroderma 
(early) 

Sarcoidosis  Periarteritis 

Nodosa 
(early) 
Psoriasis 
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utidei-  enicr<>:ency  and  under  most  ea re- 

fill oliservat ion.  Some  of  these  relative  eon- 
traindieations  are: 

1 -Active  tuliereulosis.  I’l-ohahly  latent  and 
susiieetetl. 

2 —  -Myoeordial  t'ailun*  or  diminished  eordiac 
reserve. 

3 —  Hypertension  of  severe  »rade. 

4 —  History  of  psychotic  slate. 

5 —  Sc'veie  diabetes  mellitus. 

() — Seviu'c  pyouenie  infections. 

7 .Mai-ket  renal  insiiffieieney. 

8 — Thrombotic  phenomena  — coronary  in- 
farction, cerebral  thiombosis,  pulmo- 
nary embolus,  thromboiihlebitis. 

!) — I’eptie  ulcer. 

Corti.sone  is  sup|)lied  in  tablets  of  25  m<iin. 
for  oral  use,  and  in  aipieous  solution  for  intra- 
muscular in.jection.  The  oral  route  apjiears  to 
b(‘  as  effective  as  the  intramuscular  and  lias 
the  advantage  of  adaptability  to  ambulatory 
jiatients.  There  is  no  set  dosaiic  schedule.  Tlie 
nature  and  severity  of  the  dermatosis  are  im- 
jHUtant  factors  in  the  initial  dosage  while 
later  phases  of  dosage  are  governed  by  the 
response  of  the  patient's  disease.  A recom- 
mendeil  .schedule  for  many  dermatoses  is  one 
similar  to  that  used  in  rheumatoid  arthritis: 
1st  day  ion  mgm.  every  8 hours  for  3 doses. 
2nd  day  100  mgm.  eveiy  12  hours  foi-  2 do.ses. 
3rd  day  100  mgm.  every  24  hours  for  7 to  14 
days. 

( 'ortieotropin  (ACTll)  is  prejiared  as  a 
sterile  powder  to  be  mixed  with  water  for  in- 
t I'amuscular  in.jeetion.  Recently,  it  has  been 
incori)oi-ated  in  a Hel  suspension  (dela.ved  ab- 
.sorption),  making  it  possible  to  give  a daily 
dos(>  with  one  intramuscular  in.jeetion.  It  has 
also  been  found  that  small  amounts  of  corti- 
cotiopin  may  be  administered  safely  by  the 
intravenous  drip  route. 

In  view  of  the  fact  that  metabolic  altera- 
tions are  to  be  avoided  if  jiossible,  the  initial 
do.sage  level  should  b(“  such  as  not  to  eau.se  a 
metabolic  shift  in  most  individuals.  Accord- 
ingly an  initial  do.se  of  10  mgm.  of  ('ortico- 
tropin,  four  times  daily  for  a few  days,  is 
desirable  in  most  eases.  Where  higher  dosage 
levels  are  needed  to  ju'oduce  a clinical  effect, 
it  should  be  borne  in  mind  that  metabolic 
changes  are  apt  to  occur  and  generally  the 


therapeutic  management  of  such  ca.ses  must 
be  individualized. 
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CORTISONE  AND  CORTICOTROPIN 
IN  THE  TREATMENT  OF  ACUTE 
INFLAMMATORY  SKIN  ERUPTIONS* 

.Marvin  II.  Dorpii,  .M.  I).,** 
and 

Lawrence  K atzen.stei.n,  .M.  1).*** 

During  the  past  year  there  have  been  ar- 
ticles di.seussing  the  treatment  of  iiemphigus 
and  dis.seminat(“  lupus  erythematosus  witli  the 
corticosteroids.  We  have  also  been  im])res.sed 
with  the  value  of  these  drugs  in  the  treatment 
of  severe  acute  inflammatory  eruptions;  for 
dermatologic  experience  demonstrates  that 
when  eruptions  are  allowed  to  become  chronic 
eczematous  lesions,  the  treatment  is  often  time- 
eonsuming,  difficult,  and  expensive. 

The  seven  cases  ])resented  in  the  chart  dem- 
onstrate the  value  of  these  drugs  in  the  treat- 
ment of  severe  acute  inflammatory  .skin  dis- 
ease. 

Dlscc.ssion 

•\I1  of  these  patients.  e.xee|)t  one,  were  lios- 
pitalized  and  followed  to  the  conclusion  of 
therajiy.  In  our  use  of  the  steroids,  no  toxic 
effects  were  observed,  as  the  drug  in  most 
eases  was  stopped  within  five  days.  The  dosage 
schedule  was  routine  and  the  intravenous 
ACTH  was  usually  given  over  a six  to  eight 
hour  period.  We  leel  now  that,  with  the  ad- 
vent of  oral  cortisone,  and  the  short  period  of 
usage  in  these  cases,  most  of  them  could  liave 
b(>en  trmited  at  home  (piite  safely. 

It  has  been  shown  that  these  drugs  do  not 
diminish  sensitivity  to  an  allergen  as  shown 
by  patch  test  in  serial  dilutions';  however, 
they  do  diminish  the  inllammatory  reaction 
which  characterizes  the  acute  eruption.  In  so 
doing,  they  abort  the  eruption  and  prevent  the 
subseipient  development  of  .secondary  infec- 
tion with  sensitization  to  bacteria  and  their 

•Read  before  Staff  Meeting.  Wilmington  General  Hos- 
pital. November  12,  1951. 

••Medical  Resident.  Memorial  Hospital. 

•••Chief  in  Dermatology.  Wilmington  General  Hospital. 
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Sex 

.Age 

Diagnosis 

Duration 

of 

F 

32 

Severe  Contact  Der- 

Disease 
2 wks. 

F 

23 

matitis  (Poison  Ivy) 
Eczema  Herpeticum 

24  hrs. 

M 

31 

(Herpes  Simplex  in- 
fection of  Atopic 
Eczema) 

Severe  Contact  Der- 

24 hrs. 

F 

40 

matitis  (Creosote) 
Severe  Generalized 

48  hrs. 

F 

56 

Contact  Dermatitis 
(Poison  Ivy) 

Severe  Contact  Der- 

48 hrs. 

M 

58 

matitis  (Poison  Ivy) 
Acute  Exfoliative 

1 wk. 

M 

25 

Dermatitis  (Hodgkin’s 
Disease) 

Urticaria  (Unknown) 

2 wks. 

♦Cortisone  used  was  oral  in  all  cases. 

Iirodiicts.  It  is  enijihasized  that  these  drugs 
are  of  no  value  where  the  etiologic  agent  is 
still  persisting.  In  common  dermatoses,  such 
as  hand  eruptions  due  to  soap  and  secondary 
infection,  the  corticosteroids  seem  to  accele- 
rate the  severity  of  the  eruption,  perhaps  be- 
cause of  their  adverse  effect  on  a bacterial  in- 
fection. 

It  is  imiiortant  to  note  that  in  the  presence 
of  infection  an  antibacterial  agent  should  be 
given  with  the  steroids.  It  is  obvious  that  an 
accurate  diagnosis  must  be  made  and  routine 
bland  dermatologic  therapy  applied  to  the 
lesions. 

Finally,  we  do  not  suggest  that  steroids  be 
used  in  every  active  inflammatory  eruption 
of  the  skin ; hut  in  our  opinion  they  are  indi- 
cated in  those  eruptions  in  which  the  etiologic 
agent  can  probably  be  removed  and  the  erup- 
tion is  so  severe  that  it  will  ])robably  go  into 
a chronic  eczematous  .state  unless  aborted 
quickly. 

Summary 

1.  Corticosteroids  were  used  successfully  to 
abort  seven  cases  of  acute  intiammatory  skin 
eruptions. 

2.  \o  toxic  effects  were  observed  in  the 
short  space  of  time  that  these  drugs  were  used. 


Initial 

Daily 

Dose 

Dose 

Response 

Cortisone* 

100  mgm. 

Good 

200  mgm. 

for  5 days 

ACTH  20  mgm. 

Gradually 

Excellent 

i.  m.  q.6  hrs. 

reduced  over 
4 ds.  to  10 
mgm.  q.6  h. 

Cortisone 

and  stopped 

200  mgm. 

100  mgm.  for 

Good 

ACTH  15 

3 days 

mgm.  I.  V. 

10  mgm.  for 
4 ds.  I.  A’,  and 

Excellent 

Cortisone 

stopped 

200  mgm. 

100  mgm. 
daily  for 

Excellent 

.ACTH  I.  V. 

3 days 

20  mgm. 

ACTH  I.  V.  10 

Marked  relief 

mgm.  daily 

of  itching  and 

for  9 days 

clearing  of 

ACTH  I.  V. 

eruption 

20  mgm. 

Gradually  re- 
duced over  4 
ds.  to  5 mgm. 
I.  V.  dailj- 
and  stopped 

Good 

3.  It  is  felt  that,  with  further  experience, 
most  of  these  ca.ses  could  have  been  treated  as 
out-patients. 

4.  It  is  stressed  that  the  use  of  these  drugs 
is  indicated  only  where  the  etiologic  agent  of 
the  erui)tion  has  })robably  lieen  eliminated;  or, 
as  in  the  case  of  Hodgkin 's  di.sease,  temporary 
symi)tomatic  improvement  is  urgently  needed. 
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DERMATITIS  RESULTING  FROM 
TOPICAL  DENTAL  THERAPY^ 

Elmer  K.  Gross,  i\I.  1). 

Wilmington,  Del. 

A plea  is  made  to  dentists  to  desist  in  the 
practice  of  employing  energetic  .shotgun  anti- 
biotic and  sulfonamide  therapy  topically  and 
locally. 

The  majority  of  dentists  routinely  employ 
a variety  of  shotgun  antibiotic  and  sulfona- 
mide preparations  topically  following  extrac- 
tions and  in  the  treatment  of  septic  conditions 
of  the  mouth. 

These  pi’eparations  are  detailed  to  them 
with  ever  glowing  rejiorts.  Unfortunately 
they  are  not  aware  of  the  dire  consequences. 

•From  the  Department  of  Dermatology,  Temple  Univer- 
sity School  Medicine,  Dr.  Carroll  S.  Wright,  Chief;  Dr. 
Gross,  Assistant  Chief. 
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Local  use  ol'  sult'oiiainides  are  tabu  in  the 
derma t()l()<ric  field.  Many  antibiotics  tall  in 
this  cate<rory.  They  have  definitely  been 
lU'oven  to  be  sensitizin<>:  afients.  Wlien  they 
are  employed  locally  they  are  capable  not  oidy 
of  producin';  a dermatitis,  but  of  sensitizin'; 
patients  so  that  the.se  therai)entically  import- 
ant preparations  may  prove  dangerous  when 
administered  enterally  and  |)arenterally  when 
a critical  medical  need  arises. 

The  topical  dental  ])rei)arations  that  I refer 
to  are  available  commercially  in  a variety  of 
forms,  from  a sulfonamide  j)aste  to  compound 
l)astes,  sprays  ainl  i)acks  containin';  sulfona- 
mides, penicillin,  anreomycin,  and  other  aiiti- 
biotics. 

In  my  i)rivate  practice  I have  had  occasion 
to  treat  34  patients  with  a multiform  type  of 
eruption  which  originates  primarily  as  a gen- 
eralized i>ruritis  followed  by  a multiplicity  of 
lesions  which  simulate  a contact  dei'matitis. 
The  eruption  usually  begins  on  the  palmar 
surfaces  as  a non-intlammatory  vesicular  erup- 
tion similating  a dermatophytid. 

Soon  thereafter  an  erythemato-papulo-ve- 
sicular  eruption  presents  itself  on  the  U])per 
e.xtremities  and  face,  with  scattered  lesions  on 
the  trunk,  lower  extremities  aiul  the  i)lantar 
surfaces. 

It  is  an  explosive  type  of  reaction  simu- 
lating an  “id"  eru])tion  rather  than  a derma- 
titis medicamentosa.  The  dermatitis  is  ex- 
tremely ])ruritic  and  the  patients  that  1 have 
observed  varied  in  their  coui-se  from  a mild 
to  a severe  bout  which  was  directly  propor- 
tional to  the  number  of  topical  dental  treat- 
ments with  the  offending  agents. 

The  following  is  a typical  case  history: 

1>.  S.,  white,  female,  age  23,  wife  of  a phy- 
sician, consulted  her  dentist  for  the  treatment 
of  an  abscessed  tooth.  A preparation  contain- 
ing a sulfonamide,  penicillin  and  anreomycin 
was  ai)plied  topically.  She  i-eturned  to  the 
dentist  a week  later  and  leceived  a similar 
treatment. 

That  evening  the  patient  had  a generalized 
pruritis  and  she  developed  a lineal'  vesicular 
eruption  on  both  forearms,  scattered  pa])ules 
on  the  face,  and  a non-intlammatory  vesiculai' 


palmar  eruption.  Her  husband  phoned  me 
ami  said:  “^ly  wife  has  oak  iioi.soning,  will 
you  treat  her?” 

After  examining  the  patient  I suspected  a 
contact  dermatitis  but  could  not  elicit  a clue. 
There  was  no  history  of  drug  ingestion.  I 
asked  her  to  retrace  her  steps  twenty-four 
(24)  hours  prior  to  the  erujition  to  its  onset. 
During  the  course  of  (piestioning,  she  inform- 
ed me  she  had  consulted  her  dentist  twice  and 
that  he  had  a])plied  the  aforementioned  toji- 
ical  therapy.  This  was  the  solution  to  her  der- 
matitis. 

She  was  tieated  empirically  and  advised 
never  to  have  a ilentist  employ  topical  sul- 
fonamide and  antibiotic  prejiarations,  caution- 
ing her  that  future  attacks  would  be  of  a 
greater  severity  ami  that  the.se  ineparations 
may  be  contraindicated  enterally  and  jiaren- 
terally. 

Another  example : 

A ilentist  telephoned  me  recently  and  asked 
me  to  suggest  treatment  for  a patient  that 
was  sensitive  to  novoeaine,  stating  that  he  ex- 
tracted a tooth  employing  novoeaine  as  a local 
anaesthetic  in  the  morning.  That  evening  the 
jiatient  telephoned  him  stating  that  she  was 
itching  and  “broke  out  in  a rash." 

On  (luestioning  the  denti.st  he  informed  me 
that  he  sprayed  the  socket  with  a preparation 
containing  penicillin  ami  sulfonamides. 

I told  him  that  the  latter  was  the  offending 
agent.  “ Imi)ossible, " he  stated,  “1  used  such 
a small  amount  of  the  spi'ay  - - I cau- 
tioned him  not  to  repeat  the  procedure  on  this 
I'atient  again. 

I caution  all  dentists  to  avoid  topical  shot- 
gun sulfonamide  antibiotic  preparations.  The 
sulfonamides  are  especially  incriminating. 
From  a dermatologic  staml])oint  the  i>rei)ara- 
tions  that  have  the  lowest  sensitizing  index 
are  anreomycin  and  terramycin. 

My  experience  with  terramycin  locally  has 
shown  no  ca.ses  of  sensitivity  and  from  my 
dermatologic  experience  I would  subscribe  to 
the  u.se  of  this  prepai'ation  as  a topical  dental 
agent  when  indicated. 
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MISCELLANEOUS 
Medical  Education  Financing 

Problems  of  medical  education  and  licensure 
were  discussed  thoroughly  at  the  4Sth  annual 
Congress  on  iMedical  Education  and  Licensure 
in  Chicago  Februaiy  10-12.  The  gathering 
drew  nearly  500  medical  educators,  state  board 
officials  and  members  of  advisory  i)oards  in 
medical  specialties. 

Si>eakers  reported  progress  in  the  move- 
ment to  raise  private  funds  for  medical  edu- 
cation, and  confidence  was  expre.ssed  that 
hard-pre.ssed  schools  will  not  be  subjected  to 
possible  federal  control  l)y  accepting  govern- 
ment aid  to  meet  mounting  instruction  costs. 

Dr.  John  W.  Cline  of  San  Francisco,  presi- 
dent of  the  American  ^ledical  Association, 
announced  a new  plan  which  ])romises  to  be 
a substantial  source  of  private  funds  for  med- 
ical education.  Dr.  Cline  also  wai'ned  medi- 
cal schools  against  becoming  “ pei'i:)etually  de- 
pendent on  'Washington  handouts.'' 

He  .said  that  the  A.iM.A.  Board  of  Trustees 
lias  approved  in  principle  a plan  whereby  the 
association,  as  a corporation,  would  accept 
patents  for  medical  discoveries  made  by  mem- 
ber physicians.  All  royalties,  he  said,  would 
be  turned  over  to  the  American  Medical  Edu- 
cation Foundation  for  distribution  to  medi- 
cal schools. 

“The  A.M.A.  has  appointed  a committee  to 
study  the  technicalities  involved,”  he  said. 
“Provided  no  legal  barrier  is  encountered, 
the  proposed  plan  shortly  will  become  a 
reality.  ” 

Dr.  Cline  also  said  that  in  supporting  one- 
time federal  grants  to  medical  schools  for  con- 
struction and  renovation,  the  A. 51. A.  believes 
them  to  be  reasonably  free  from  the  hazard 
of  federal  control. 

An  increase  in  medical  school  enrollment 
of  students  from  small  towns  ]>robably  would 
result  in  a larger  supply  of  doctors  in  such 
areas,  according  to  Dr.  H.  G.  'Weiskotten  of 
Skaneateles,  X.  Y.,  chairman  of  the  A. 51. A. 
Council  on  5Iedical  Education  and  Hospitals. 
A recent  study  of  the  present  location  of 
physicians  who  graduated  from  medical 
schools  in  1930,  1935  and  1910  showed  that 
residence  before  admission  to  medical  college 
is  in  general  the  most  potent  factor  in  de- 


termining the  place  of  practice.  Dr.  Weiskot- 
ten said. 

Contributions  to  the  American  5ledical 
Education  Foundation  are  gaining  in  mo- 
mentum, it  was  reported  by  Dr.  Donald  G. 
Anderson  of  Chicago,  secretary-treasurer  of 
the  foundation  and  .secretary  of  the  council. 
During  1951,  contributions  totaling  $745,000 
were  received  fi'om  1,811  individual  phy- 
sicians, 33  organizations  and  33  lay  friends 
of  the  medical  profession.  Dr.  Anderson  said. 

“It  is  hoi)ed  that  by  concentrating  fund 
raising  activities  in  the  spring  of  this  year, 
the  foundation  will  have  a substantial  sum 
available  to  turn  over  to  the  Xational  Fund 
for  51edical  Education  for  distribution  to 
medical  schools  on  or  about  July  1,”  he  add- 
ed. 

Dr.  Anderson  also  said  that  under  a re- 
cently adopted  policy,  contributions  by  doc- 
tors who  specify  a particular  medical  school 
will  be  added  to  the  school 's  full  .share  from 
the  unearmarked  funds  raised  by  the  founda- 
tion and  the  national  fund. 


American  College  Of  Allergists 

The  next  annual  meeting  of  The  American 
College  of  Allergists  will  be  held  this  year 
at  the  William  Penn  Hotel  in  Pittsburgh, 
Pennsylvania,  on  April  7-8-9.  The  College  is 
offering  an  unusually  practical  program  for 
its  fellows,  members  and  guests. 

An  innovation  for  meetings  of  allergists 
will  be  a .se.ssion  devoted  to  the  ])roblems  of 
the  allergic  patient  as  met  in  modern  indus- 
trial medicine.  All  re]jutable  physicians  are 
welcome  to  attend.  For  more  particulars, 
write  the  College,  LaSalle  51edical  Building, 
51inneapolis  2,  5Iinne.sota. 


American  Congress  Of  O & G 

The  American  Congress  on  Gbstetrics  and 
Gynecology  will  meet  in  Cincinnati,  Ohio  on 
51arch  31-April  4,  1952.  Begi.stration  is  $5 
for  members  of  the  American  Committee  on 
51aternal  Welfare,  $10  for  non-members. 
Send  advance  registrations  or  inquiries  for 
details  to  11(1  S.  51ichigan  Avenue,  Chicago  3. 
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Troffic  Safety 

( >iie  of  tlie  sorriest  syml)ols  of  our  times  is 
Amerieo's  outoinohile  aeeideiit  reeord. 

The  summiii<>'  up  for  1 {).')()  has  just  reached 
us  from  The  Travelers  Iiisuraiiee  ('om])auies 
wlio  eaeli  year  puhlisli  an  almanac  of  crash 
data.  Of  all  the  facts  about  auto  accidents  in 
their  booklet,  the  most  sifjnifieant,  it  seems  tc 
us  is  this: 

Almost  oOO, ()()()  casualties  in  IMoO  were  the 
diiect  I'csult  of  speeding'.  One  out  of  every 
three  Amei'ieans  who  lost  their  lives  iu  last 
year's  wrecks  met  death  Ix'cause  someone  was 
driving  too  fast. 

Speed  has  been  causing  a greater  pei'cent- 
age  of  accidents  year  after  year.  In  1950, 
speed  was  a greater  factor  in  traffic  casualties 
than  at  any  time  in  history. 

Traffic  laws  and  law  enforcement  are  part 
of  the  answer.  Kngineering  will  help  some, 
lint  with  i)erfect  I'oads  and  j)erfeet  police 
work,  the  man  behind  the  wheel  can  continue 
to  exceed  the  speed  limit  if  he  wants  to  or  if 
he  isn't  thinking. 

Keep  this  in  mind  when  you  drive.  Stay 
within  s]>eed  limits  and  you'll  be  doing  your 
full  part  in  a crusade  to  reduce  automobile 
accidents  by  one  third. 

Hx])eriencc  can  be  dangerous — even  deadly. 

This  may  suri)i'ise  you,  but  statistics  comj)iI- 
ed  by  The  Travelers  Insurance  ('omj)anies 
show  that  more  than  9S  percent  of  last  year's 
fatal  traffic  accidents  were  caused  l)y  drivers 
with  at  least  one  year's  exi>erience. 

liCaining  how  to  drive  is  relatively  easy. 
The  mechanics  of  driving  IxM-ome  .second  na- 
ture soon  after  a student  ‘‘solos.'’  At  this 
critical  i)oint,  attitudes  begin  to  take  over. 
The  super  caution  of  the  beginner  is  diluted 
by  an  ever-increasing  confidence  rei)laced  by 
indifference,  carelessne.ss. 

The  skill  of  expci'icnce  can  .sometimes  get 
you  out  of  trouble  on  the  highway.  But  the 
ehances  are  your  over-confidence,  your  iudif- 
fei’ence  got  you  into  the  ti'ouble  in  the  fii'st 
place. 

The  moial  is  clear  and  uigent.  Those  of  us 
who  are  expeiienced  drivei-s  must  also  be 
humble  diivers. 

In  their  1951  booklet  of  sti'cet  and  highway 
accident  data.  The  Travelers  Insurance  Com- 


jianies  recoi'd  a total  of  35,500  fatalities  last 
year  compared  with  31,S00  in  1949. 

This  di.scouraging  picture  reverses  a post- 
war trend  during  which,  although  the  num- 
bers of  registered  motor  vehicles  increa.sed 
steatlily,  the  number  of  persons  killed  annual- 
ly decreased. 

In  1950,  there  were  3,700  more  i)er.sons  kill- 
ed than  in  1949  and  there  were  ‘235,800  more 
persons  injured  last  year  than  in  1949.  Among 
that  number  of  injured  i)ersons,  no  one  knows 
how  many  more  might  have  died  were  it  not 
for  expert  medieal  attention  given  i)romptly. 
Nor  does  anyone  know  how  many  of  those  in- 
jured will  spend  the  rest  of  their  lives  under 
l)hysical  handicaps  which  rival  death  it.self 
as  ti'agedies. 

The  Travelers  report  indicates  that  1950 's 
toll  of  killed  is  the  highest  since  1941 's  all- 
time  record  of  40,000.  It  is  not  a ])roud  rec- 
ord. 

We  who  drive — and  walk — along  the  na- 
tion's highways  and  streets  are  responsible  for 
the  record.  We  are  the  record.  We  must  ac- 
cept this  resixnisibility  by  driving  and  walk- 
ing carefully. 


“Social  erosion  in  the  emergency  days  ahead 
of  us  could  a.ssume  the  proportions  of  a laiul- 
slide.  We  must  be  prepared  for  taut  nerves 
and  distraught  lives.  Above  all  else,  no  mat- 
ter what  hai)pens,  we  must  safeguard  our 
youth — continue  to  train  them  in  good  citizen- 
shij);  we  must  be  eagle-eyed  against  circum- 
stances defrauding  them  of  that  normal  birth- 
right of  all  Americans.  To  this  end.  I know 
of  no  bcttei'  life-net  than  the  Red  Feather 
.services.’'  Staidey  ('.  Allyn,  president  of  the 
National  Cash  Register  Company  and  presi- 
dent of  Community  Chests  and  Councils  of 
America.  I ncor])orated. 

The  .National  .\utomatic  .Merchandising  As- 
sociation. in  an  all-out  public  service  ])rogram 
for  united  Red  Feather  campaigns  through- 
out the  countiy,  di.stributed  in  1950,  a total 
of  40  million  Red  Feather  match  books.  1‘2 
million  Red  Feather  ]>aper  beverage  cups  and 
100  thousand  Red  Feather  acetate  tape  mes- 
sages through  their  local  members.  The  i)ro- 
ject  was  done  at  no  cost  to  the  Community 
( 'bests. 
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The  a.  :\I.  E.  F. 

There  are  79  four-year  ami  7 two-year  med- 
ical schools  in  the  United  States,  most  of 
which  have  needed  financial  support  very 
liadly  during'  the  last  several  years.  There  is 
a probability  that  unless  aid  is  given  by  the 
alumni  of  these  schools  there  will  be  federal 
government  aid  and  control.  Two  years  ago 
mo.st  medical  school  Deans  wanted  money 
from  anywhere.  This  year  they  can  see  the 
potential  dangers  of  government  aid  and  want 
no  part  of  it.  There  have  been  many  times  ir 
the  i>ast  when  each  of  us  have  wanted  to  dc 
something  to  “save  our  freedom"  and  have 
.said,  “But  what  can  I do?“  This  is  a prob 
lem  of  the  medical  profession  and  must  bt 
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solved  by  the  medical  profe.ssioii.  It  is  our 
o])portunity  to  do  something. 

The  American  51edical  Education  Founda- 
tion is  now  completely  organized  with  a na- 
tional head<iuarters  and  state  and  county  com- 
mittees which  will  solve  the  problem.  Prior  to 
1951  there  were  86  alumni  associations  con- 
ducting camiiaigns  to  raise  money.  Through 
the  A.  51.  E.  F.  there  is  one  organized  pro- 
gram which  will  accomplish  much  more  than 
the  sum  of  86  units.  The  state  societies  of 
every  state  are  pushing  this  program.  The 
medical  .school  alumiu  a.ssociations  and  the 
Deans  are  heartily  sujijiorting  it  and  will  soon 
announce  this  fact. 

Our  Alma  Maters  lost  at  least  .^1,000  a year 
on  each  of  us,  a total  of  .$4,000.  51any  doctors 
feel  that  they  .should  repay  at  least  a part  of 
this  original  investment.  However,  do  not 
consider  it  a debt,  but  a responsibility  to  be 
met  and  an  opportunity  to  aid  your  Alma 
■Mater  and  prevent  government  control. 

Every  jibysician  in  the  U.  S.  will  be  jierson- 
ally  contacted  and  asked  to  give.  Begin  to 
consider  how  much  you  can  give  — not  just 
this  year  but  every  year  for  three  or  more 
years.  You  will  be  asked  to  pledge  ! 

Every  cent  donated  will  go  to  medical 
schools — every  cent.  The  A.  51.  A.  will,  each 
year,  i)ay  all  overhead  expenses  of  the  na- 
tional headquarters.  State  societies  are  meet- 
ing the  costs  of  any  state  expense.  What  you 
donate  goes  to  medical  school  aid.  This  is 
probably  the  greatest  single  project  ever  spon- 
sored by  our  Association. 

But  when  you  are  asked  to  give  be  sure  to 
give  directly  to  the  A.  51.  E.  B\,  and,  if  you 
desire,  specify  which  medical  school  you  wish 
to  receive  the  money.  Within  one  month  you 
will  get  verification  from  your  5Iedical  School 
Alumni  Association.  The  advantage  of  this  is 
that  there  are  to  be  larger  contributions  from 
lay  organizations,  corporations  and  individ- 
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iials,  aiul  their  fjil'ts  will  l)e  in  i)ro|)ortion  to 
what  the  doctors  «:ive.  lint  the  i)ereeiita<je 
jrivin>>'  is  inoi'e  important  than  the  amount 
<>iven.  We  must  make  it  100  pei'  cent,  even 
1hou<rh  tile  contribution  is  small.  And  remem- 
her,  it’s  tax  deductible. 

The  Delaware  chairman,  ajipointed  by 
President  Stamhau'ih,  is  Dr.  ('.  L.  lludihur<i:, 
who  will  soon  .set  up  the  state-wide  machinery 
and  f>et  thinjjs 

Additional  inl'ormation  about  the  A.  51.  E. 
F.  will  be  found  in  an  editorial  in  the  .1.  A. 
M.  A.  for  February  2,  1952,  pa<ie  d75. 


A.  51.  A.  Exempt  51emheks 
Followin<>’  our  editorial  and  li.sting  in  the 
.January  Issue  on  A.  51.  A.  dues,  we  have  re- 
ceived a reply  from  the  A.  51.  A.  51ember.ship 
Division  statin”'  that  “we  have  marked  each 
doctor’s  record  here  exempt  from  iiayment  of 
membershii)  dues.  In  all  instances  when  the 
Journal  A.  .1/.  *1.  has  been  mailed  it  will  be 
discontinued  for  these  exempt  members.” 
That  .Journal  can  be  suli.scribed  for  at  the 
rejj'ular  jirice  of  -tlo  jier  annum,  but  the.se 
exempt  members  will  still  receive  the  Dela- 
ware State  Medical  Journal.  Those  members 
who  attain  the  a«'e  of  70  in  1952  will  become 
A.  51.  A.  exempt  next  .Januai'y  1st,  and  if 
they  also  have  been  membei's  of  the  51edical 
Society  of  Delaware  for  80  years  they  will 
also  become  exemi)t  from  Delaware  state  and 
county  dues,  as  honoraiy  (II)  members. 

The  list  of  Delaware  members  now  exempt 
is ; 

New  Fastee  CorxTV 

Hanton,  Conwell,  Wilmington 
Chi])man,  1.  Lewis,  Sr.,  Wilmington  (11) 
Compton,  Arthur  (!.,  Wilmington 
Downes,  .John  IF,  Newark  (11) 

lAlejrood,  Robert  E.,  Wilmington  (11) 

Ellis,  Walter  W.,  Delawaie  City  (11) 
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Creetixus 

To  the  Marifland  State  Medical  Journal. 
Vol.  I,  No.  1,  .January,  1952  has  reached  our 
desk,  ami  we  welcome  with  open  arms  this 
newcomer  in  the  lanks  of  the  state  medical 
.journals,  which  conforms  in  contents  and 
format  with  the  other  state  .journals  and  is 
a “beautiful  .job,’’  with  the  highest  standards 
exemi)lified.  The  editor  is  our  old  friend.  Dr. 
Ceorge  11.  Yeager,  of  Baltimore,  .secretary  of 
the  5ledical  and  Chirurgical  Faculty  of  the 
State  of  51ar.vland,  and  to  this  new  skipper 
and  his  associates  the  Delaware  editor,  now 
the  .senior  in  the  field  of  state  medical  .jour- 
nalism, wishes  long  life  and  i)ros])erit.v. 

To  the  Journfd  of  the  Student  American 
Medical  A.'<.sociation.  This  is  tlie  official  organ 
of  the  year-old  SA51  A,  ami  is  designed  to  pro- 
vide information  on  the  .scientific  and  socio- 
economic sides  of  medicine,  independent  of 
partisan  i)olitics  and  oi'ganizational  domina- 
tion. Published  at  the  A51A  headtiuarters  in 
(’hicago  (October  through  .June),  the  i)rice  is 
^3. .5(1  per  year,  but  it  is  distributed  free  to 
American  medical  students  and  internes,  some 
88.(100  of  them.  This  mav  .seem  costl.v,  but  if 
it  succeeds  in  educating  medicall.v  and  in 
indoctrinating,  especiall.v  in  good  PR  tech- 
ni(pi(“s,  our  doctom  of  tomorrow,  we  will  .say 
it  is  one  of  the  smaitest  moves  the  A51A  has 
made  in  manv  years. 
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BOOK  REVIEWS 

Introduction  to  ^Medical  Science.  By  Julius 

Jensen,  Ph.D.  and  Henry  W.  Xoller,  M.  D. 

Cloth.  Pp.  533.  Price,  .$5.75.  St.  Louis:  C.  V. 

IMosby  Compan}',  1951. 

This  book  is  intended  to  introduce  student 
nurses  to  medical  science.  General  review 
questions,  projects  and  references  are  given 
at  the  end  of  each  unit  with  the  intention  of 
helping  the  student  master  the  material. 

It  may  be  useful  as  a general  review  text ; 
it  certainly  is  not  organized  for  teaching  imr- 
])oses  because  it  does  not  discuss  in  any  sys- 
tematic and  complete  way  any  of  the  branches 
of  medicine  as  it  would  be  taught  by  the  nurs- 
ing arts.  This  book  will  be  of  value  to  instruc- 
tors in  the  biological  sciences  as  a source  of 
general  information  in  health,  disease,  and 
])ublic  health. 


Rehabilitation  Nursing.  By  Alice  B.  IMor- 
rissey,  B.  S.,  R.  N.  Cloth.  Pp.  299.  Price, 
$5.00.  New  York:  G.  P.  Putnam’s  Sons,  1951. 

This  book  is  very  complete  on  the  methods 
of  handling  disabled  and  incapacitated  pa- 
tients in  the  hospital  and  in  the  out-})atient 
departments.  It  concentrates  upon  the  nurs- 
ing care  of  individuals  with  specific  disabil- 
ities. i\Iany  illustrations,  both  photographic 
and  diagramatic,  enhance  the  explanations  of 
the  text. 

This  should  be  a very  useful  text  in  the 
physical  therapy,  rehabilitation  and  occupa- 
tional therapy  departments  where  the  nurse 
receives  her  practical  experience  in  handling 
incapacitated  patients. 

The  general  increase  in  disabilities  result- 
ing from  war  and  civilian  accidents,  as  well 
as  from  the  incapacities  of  old  age,  has  placed 
an  increased  responsibility  in  the  nursing  pro- 
fe.ssion  in  the  teaching  of  their  students  to 
care  for  the  physical  and  mental  restoration 
of  the  physically  handicapped. 

The  poor  quality  of  paper  used  to  print  this 
book  detracts  from  its  importance. 


An  Introduction  to  Materia  Medica  and 
Pharmacology.  B3'  Elsie  E.  Krug,  R.  N.,  M.  A. 
and  Hugh  Alister  AIcGuigan,  Ph.  D.,  M.  D. 
Sixth  edition.  Cloth.  Pp.  612,  with  37  illus- 
trations and  10  color  plates.  Price  $4.25.  St. 
Louis:  C.  V.  Mosby  Company,  1951. 

This  text  book  for  nurses  has  been  brought 


up  to  date  in  accordance  with  changes,  ter- 
minology and  dosage  in  the  United  States 
Pharmaco])eia  XIV  and  Xational  Formulary 
IX.  The  material  is  very  well  organized,  and 
each  cha])ter  ends  with  a number  of  review 
questions  and  a number  of  references  to  the 
literature.  A glossary  is  alphabetically  ar- 
ranged at  the  end  of  the  book. 

The  first  section  of  the  book  covers  the  ori- 
entation of  the  study  of  pharmacology;  this 
is  followed  by  the  ]fiiysiological  and  thera- 
peutic action  of  drugs,  and  finally  the  phar- 
macology as  it  is  related  to  each  of  the  body 
.systems  is  discu.s.sed. 

The  text  is  written  for  the  nurse  in  under- 
standable and  concise  terminology. 


Penicillin  Decade.  By  Lawrence  Weld  Smith, 
M.D.,  and  Ann  Dolan  Walker,  R.  N.  Cloth. 
Pp.  122.  Price,  $2.50.  Washington,  D.  C.:  Arun- 
del Press,  Inc.,  1951. 

This  is  a review  of  the  literature  I'egarding 
the  principal  published  data  relating  to  any 
untoward  effects  of  penicillin  therapy  over  the 
first  decade  of  its  clinical  use.  Three  hundred 
and  forty-two  references  are  given  which  have 
been  published  between  1941  and  January 
1951.  IMost  of  the  reactions  occurred  with  the 
older  impure  forms  of  the  drug  and  with  the 
topical  forms.  However,  the  suggestion  made 
by  the  authors  that  “antibiotics  ax’e  only  of 
value  for  the  treatment  of  infections  due  to 
organisms  sensitive  to  the  specific  antibiotics 
being  employed"  cannot  be  overlooked.  A 
careful  iiniuiry  into  the  history  of  allergy  in 
the  patient  is  a wise  ])reeaution  before  peni- 
cillin injections  are  given. 

Fxcept  for  its  historical  value  in  the  field, 
this  book  is  of  no  importance  to  the  clinician. 


The  Changing  Years.  By  ^Madeline  Gra}'. 

Cloth.  Pp.  224.  Price,  .$2.75.  Garden  Citj^  N. 

Y.:  Doubleday  and  Company,  Inc.,  1951. 

This  book  is  intended  for  the  woman  faced 
with  the  problems  and  the  superstitions  of  the 
menoiiause.  The  erroneous  theories  that  meno- 
pause will  bring  cancer,  insanity,  or  a decrease 
in  sexuality  are  explained  plainly  and  intel- 
ligently. Women  will  find  this  a very  valuable 
book  in  understanding  the  physiology  of  their 
bodies  concerned  with  menstruation,  reproduc- 
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tion,  tMiiot  ions,  nu*  no  pause  ami  s(*x.  The  vari- 
ous hormones  of  the  female  ami  male  are  dis- 
cussed in  sim|)le  lan<>ua<>e  so  tliat  the  usual 
fears  whieli  uninformed  ])ersons  have  re<rard- 
inj>'  the  female  and  male  “ehan<>es”  are  sue- 
eessfully  I'emoved  from  their  minds.  Cliapters 
are  devoted  to  “How  Vour  Doctor  (Jan  llelj) 
You”,  “What  to  Do  About  Your  Sex  Life’’, 
“What  to  Do  Al)out  Your  Fi^fui-e  “ and  “Love 
After  Forty." 

A bihlioo-raphy  of  doctors,  books,  and  ar- 
ticles used  as  references  is  also  given. 

This  is  certainly  a very  u.seful  book,  not 
only  for  i)ersons  approaching  forty,  but  also 
for  physicians  who  act  as  family  advisers.  It 
is  written  in  an  infonnal  lively  style,  giving- 
ease  histories  and  (pioting  medical  sources  for 
soientifie  statements.  The  author  has  made  an 
important  contribution  to  a veiw  important 
and  practical  life  problem. 


Statistics  for  Medical  Students  and  Investi- 
gators in  the  Clinical  and  Biological  Sciences. 
By  Frederick  .1.  Moore,  M.  D.,  Frank  B. 
Cramer,  and  Robert  G.  Knowles,  all  of  the 
Dei)artment  of  Experimental  Medicine,  Uni- 
versity of  Southern  California  School  of  Medi- 
cine. Pp.  viii  -j-  113.  Cloth.  Price,  $3.25. 
Philadelphia:  The  Blakiston  Company,  1951. 

This  attractive  book  contains  the  essentials 
of  those  stati.stical  methods  most  needed  by 
clinical  invest igatoi's,  together  with  some  use- 
fid  numei-ical  tables.  The  treatment  of  all  sub- 
jects is  moi'c  concise  than  that  usually  found 
in  texts,  but  the  style  and  foiTuat  ai-e  unusu- 
ally clear. 

After  a i)i‘eliminaiy  discu.ssion  of  experi- 
mental variation  and  its  ]>ossible  causes,  the 
authors  discuss  the  mean,  the  standai-d  devia- 
tion, and  how  these  and  other  statistics  may 
be  used  to  charactei'ize  experimental  data. 
Fxamiiles  from  clinical  I'csearch  are  used  to 
illu.sti'ate  the  methods.  It  is  in  this  section 
that  the  ;iuthoi-s  inti'oduce  ;i  new  and  simi)le 
gi-aphical  method  for  desci-ibing  a body  of 
data,  which  should  be  extrcunely  helpful  to  the 
clinical  investigatoi' : this  is  the  method  of  the 
“noiinal  ecpiivalent  deviate."  If  the  expeii- 
mental  obsei-vations  are  noi'inally  disti-ibuted 
and  ai-(“  plotted  on  a grai)h  by  this  method, 
they  will  fall  on  a sti-aight  line,  from  which 
the  mean  and  standai'd  deviation  may  be  de- 
termined by  inspection.  If  the  data  are  not 


normally  disti-ibuted,  the  non-normality  can 
!)('  detected  by  the  same  graphical  method;  in 
this  way  the  usual  tedious  comiiutations  of 
skewness  and  kurtosis  may  frecpiently  be 
avoided.  The  “ normal-eiiuivalent-deviate'’ 
method  has  been  derived  from  Finney's  pro- 
bit concejit,  now  widely  u.sed  by  tenants  of 
dosage-mortality  relationships;  it  reiu'e.sents  a 
valuable  contribution  to  the  methodology  of 
clinical  research. 

The  autiiors  now  introduce  the  three  most 
commonly  used  small-sample  technics  for  test- 
ing the  significance  of  differences  between  ex- 
perimental tri'atments,  beginning  with  the 
variance  ratio,  F.  They  emphasize  that  the 
other  sampling  distributions  (chi-square  and 
“student's''  t)  are  special  cases  of  F.  These 
tests  of  significance  presuppose  normally  dis- 
tributed data.  The  authors  indicate  that  most 
“raw''  data  are  not  normally  distributed,  and 
suggest  several  ways  for  iirocessing  or  “trans- 
forming" the  data  so  that  normality  may  be 
achieved.  The  ‘ ‘ normal-equivalent-deviate ' ’ 
method  described  above  may  be  employed  for 
the  iireliminary  diagnosis  of  non-normality, 
and  the  transformation  of  “raw”  data  to  com- 
mon logarithms  is  usually  indicated.  The  log- 
arithmic transformation  is  perhai)s  less  often 
justified,  however,  than  the  enthusiasm  of  the 
authors  would  indicate.  1 feel  that  intimate 
familiarity  with  the  gathering  of  data  in  field. 
cliiHc,  and  laborafory  is  probably  the  best 
guide  to  judgment. 

The  final  section  is  concerned,  almost  too 
brietly,  with  the  general  aspects  of  the  design 
of  experiments  and  i)resentation  of  results. 
Here,  as  throughout  the  text,  one  is  pleasantly 
suri)rised  by  the  ability  of  the  authors  to  ex- 
piess  themselves  clearly  and  concisely.  One 
could  wish  for  more  illusti-ative  exami)les  in 
this  .section  and  thi'oughout  the  book,  but  it 
appeared  to  be  desirable  to  authors  and  pub- 
lishei-  to  i-etain  brevity. 

The  book  is  lithoprinted  on  goo<l  i)aper,  but 
the  binding  is  ilimsy  and  takes  fingermaiks, 
and  the  light-hand  margins  are  not  justified. 
These  minor  defects  do  not,  however,  detract 
from  the  generally  good  format  and  content. 
This  work  may  be  recommended  as  the  most 
useful  treatment  of  its  kind  that  has  appeared 
in  recent  years. 
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THE  DIAGNOSIS  AND  TREATMENT 
I OF  CORONARY  ARTERY  DISEASE 

BY  THE  GENERAL  PRACTITIONER 

I A.  HeNKY  (’l.A(iETT,  -Jr.,  M.  1).,** 

I Wilminotoii,  Del. 

Coroiiaiy  artery  disease  is  a large  and  im- 
])oi'tant  portion  of  that  No.  1 killer,  heart  dis- 
ease. Kxee])t  for  an  oeeasional  i)atient  who 
; ])i'e.sents  a diagnostic  i)rohlem  or  one  in  whom 
I the  poor  i)rognosis  makes  eonsnltation  desir- 
able, these  ])atients  are  handled  throughout 
their  entire  eourse,  and  rightly  so,  by  the  fam- 
I ily  ])hysieian.  llis  intimate  knowledge  of  the 
; family,  their  ]>ast  and  hereditary  illnesses  and 
their  drug  idio.synerasies,  i>laees  him  in  an 
enviable  position  whieh,  by  its  very  nature,  is 
denied  the  speeialist.  < )n  the  other  hand  it  is 
! his  responsibility  to  keep  informed  regarding 
I the  latest  developments  in  diagnosis  and  treat- 
i ment. 

Ivri()L()(;v 

I With  the  exception  of  an  oeeasional  ease  due 
I to  .some  rare  eondition,  disease  of  the  coronary 
I artei'ies  is  due  to  athei-oselerosis.  While  it  in 
I tui'n  a])pears  to  he  related  to  fat  metabolism, 

' this  is  not  yet  ])roven  beyond  doidit  and  the 
cau.se  of  atherosclerosis  admittedly  is  un- 
known. 

I TEHMiXOI.OUV 

I With  the  voluminous  lit(‘ratiire  existing  on 
j this  subject,  it  is  understandable  that  con- 
fusion exists  in  terminology.  The  following 
nomenclature,  while  not  original,  has  been 
I hel])ful. 

1 ('oro}i(trn  A state  in  which 

j the  corona ly  blood  su])ply  is  inadeipiate  to 
I meet  the  metabolic  needs  of  the  myocai'dium. 

This  is  Tuanifested  by  subjective  sym|)toms 
I and  f)r  objective  signs.  While  the  basic  condi- 

I tion  may  well  be  of  long  standing,  the  actual 

I maidfestations  are  tyi)ically  of  short  dui'ation, 
nevei'  over  a few  minutes;  bi'ought  on  bv  some 
I 

I 'Presented  at  the  Staff  Meeting  of  the  Beebe  Hospital, 

I Lewes,  Delaware,  January  17,  1952. 

*^Chief,  Medical  Service,  V.  A.  Hospital. 


lactor — usually  exercise  or  emotion — and  re- 
lieved immediately  tipon  removal  of  the  exist- 
ing cause.  Angina  of  effort  is  the  best  examiile 
of  this  condition. 

VoroHuni  failure.  This  state  (called  coro- 
nary insufficiency  by  Ma.ster)  differs  from 
coronary  insutficiency  in  the  dui'ation  whieh 
is  mueh  greater.  Objective  signs  and  sub- 
jective sym|)toms  ])ersist  over  a ])rolonged 
period  but  there  is  no  evidence  of  tissue  ne- 
crosis as  found  in  myocardial  infarction. 

M ftocurdial  infarcfion.  The  end  |)oint  of 
coronary  insufficiency  and  coronary  failim*  is 
infarction  and  necrosis  of  the  myocardium. 

1 ilAUXOSIS 

('nronarn  iusu fficiciie if.  The  descri])tion  of 
angina  of  effort  by  Ileberden  remains  a classic 
in  that  there  has  been  none  bettiu'  to  date.  The 
pain — freipiently  described  as  a choking  sen- 
sation or  a mi.sery — ty])ically  occurs  substern- 
ally  following  a certain  amount  of  exertion. 
Le.ss  exertion  is  necessary  to  |)roduce  the  dis- 
tress following  a heavy  meal  or  in  walking 
against  a cold  wind.  When  the  patient  is  emo- 
tionally upset,  very  little  or  at  time's  no  exer- 
tion at  all  precedes  the  jiain.  The  jiatients 
usually  are  middle-aged  men.  Kelief  of  the 
pain  by  rest  or  i))U)ic<liatc  relief  by  the  sub- 
lingual administration  of  nitroglycerine  or  the 
inhalation  of  amyl  nitrile  contirms  the  diag- 
nosis. 

iMost  ])atients  who  seek  the  advice  of  the 
family  physieian  do  so  because  they  desire  re- 
lief from  some  sym])tom.  In  such  an  instance 
the  diagnosis  of  coronary  insufticiency  (an- 
gina pectoris)  can  be  established  iiiion  the 
history  alone.  This  is  helpful  because  the 
condition  is  remarkable  by  the  absence  of  ob- 
jective signs.  While  other  evidence  of  cardiac 
disease  may  be  [iresent,  coronary  insufticiency 
freiiiiently  exists  in  a iiatient  with  normal 
blood  ])ressure,  normal  heart  size,  no  mur- 
murs, and  a normal  elect I'ocai'diog  ram  fECG). 

It  thei'efore  is  a])parent  that  the  family 
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physician's  liiio\vlc(l<r(‘  nl'  his  patient's  hack- 
^lound  is  most  impoitant.  In  eases  involvin;: 
compensation,  liowovei-.  ol).jt‘ct  ive  (‘videnee 
would  he  highly  desirable.  Physicians  t'ortu- 
mite  (‘iiou^ii  to  ohserv(‘  a |)atient  diiiiii”:  an 
attack  notiec'd  that  some  showed  K('(!  changes 
w'hi<di  eleaied  up  with  the  relief  from  paiu. 
Souk*  physicians  went  so  far  as  to  have  the 
patient  (‘xereise  to  the  point  of  |)rodnein>r  i)ain 
and  thmi  takini*  an  Kt'tl.  Wldle  tliey  fre- 
(piently  were  snee(*ssfnl  in  ohtainiiii*:  an  ah- 
nonnal  record,  they  soon  found  that  it  was 
danj>(‘roi’.s  to  piodnee  snel>  an  attack  at  will. 
.Ma't(>i'  has  devi.sed  a ”radnat(‘d  exercise  of 
deiiree  insufficient  to  cause  liarm  hut  which 
lre<piently  can.ses  K('(i  clianiies  if  the  coi'o- 
nary  aitei'ies  art*  diseas(*d.  This  test  sometimes 
is  (d'  help  l)ut  it  must  he  remembered  that 
whih*  a positive  test  is  diasiiiostic  of  coi'onary 
insufficiency,  a ne«>ative  test  l\v  no  means  ex- 
cludes the  diajiiiosis. 

The  K('(l  changes  consist  of  a dejti-ession  of 
the  ST  M*”inents  and  or  inversion  of  the  T 
waves  in  the  epicardial  leads.  Klevat(*d  ST 
semnents  and/or  Q waves  are  not  seen  in 
these  leatls  in  uncomplicated  coronary  insnf- 
fici(*ncy.  'I'he  chansres  are  evanescent. 

('oronanj  failure.  This  condition  is  a state 
of  prolon>i'(>d  coronary  insufficiency.  The  pain 
and  Krti  chan»es  last  for  hours  or  even  days. 
It  is  differc'iitiated  from  myocardial  infarction 
by  the  lack  of  si<>ns  of  myocardial  neci-osis  and 
tin*  K('(l  chanties  which  are  those  of  coronary 
insufficiency  rather  than  infarction.  I’nlike 
coronary  insufficiency,  coronaiw  failure  usu- 
ally has  no  d(*monstrahle  i-(*lationshii)  to  exer- 
tion. 

A fonn  of  coronary  insufficiency  or  failure 
is  som(*times  seen  in  patients  with  anemia. 
Whih*  technically  a r(*lative  coronaiy  insnf- 
ticiency  (normal  coionaiy  aiteries — the  defect 
h(*in»  in  the  oxy<icn  carryinii  capacity  of  the 
blood  '.  th(*se  patients  probably  have  nnderly- 
iiiii  coionai-y  dis(*ase  which  r(*mains  asympto- 
matic as  loiiii  as  the  ln*mo<rlohin  level  is  satis- 
factory. This  suspicion  is  hacked  liy  the  facts 
that,  with  tin*  exc(*ption  of  acute  massive  hem- 
orrhaire.  this  condition  nsnally  is  seen  in  el- 
derly individuals  and  that  tln*?e  is  no  (pian- 
titativ(*  eori*(*lation  l)(*twe(*n  the  hemo»:lohin 
lev(*l  and  tin*  K( '( I chansit*s. 

Mijocardial  iu  fan  timi.  This  dis(*ase  olten 


was  mistak(*n  in  the  past  for  acute  indi^e.stion 
l.ecansi*  it  fn*(|nently  oeenrs  follow in<t  a heavy 
iin*al.  the  pain  typically  snhst(*inal  may  he 
epigastric,  and  vomitin**  combined  with  a cold 
clammy  skin  is  common.  The  jiain  nsnally  in- 
ci(*a.'(*s  in  se\(*i  ity.  fre  n'.(*ntly  hecominir  nn- 
h(*arahle.  and  tin*  pat.t*nt  restlessly  moves 
about  in  ay;ony  until  r(*liev(*d  In  the  adminis- 
tiation  of  a narcotic.  This  is  in  sti-ildny:  con- 
trast to  tin*  pati(*nt  with  co’diiary  insufficiency 
who  stops,  fixed  in  one  position,  with  the 
knowled<>e  that  any  motion  will  d(*lay  the  snh- 
sid(*nc(*  of  his  |)ain. 

Whih*  tin*  K(’(I  may  show  atypical  chaiifies. 
this  is  less  lik(*ly  since  tin*  almost  universal 
adoption  of  multiple  »*xploratory  l(*:ids.  It  is 
now  nsnally  po.ssihle  to  diaitno.sc*  with  a<*cn- 
racy  tin*  ]ire.sence  or  ah.s(*ne(*  of  infarction. 

A most  import.int  differential  jioint  is  the 
prc*s(*nc(*  of  siirns  of  myocardial  in*ci’osis.  It 
is  lai”(*ly  the  intensity  and  duration  of  these 
siiiiis  that  jtivc*  the  most  aecnrat(*  indication  of 
tin*  size.  s(*v(*rity,  and  |)io«:n().sis  of  the  infarct. 
< )n  or  about  the  thii'd  day.  tin*  n(*crosis  will 
can.se*  slight  fev(*r.  h*ncocytosis.  and  increased 
s(*dinn*nt:ition  rate*.  The  size*  of  the  infarct 
ca  1 1 (*  esti:nal(*d  by  corielati<»n  of  the  dej^iee 
of  ahnoiinality  of  tln*S(*  t(*sts  with  tin*  P('(J; 
its  healiii”'  by  the  tinn*  reepiired  foi*  their  re- 
turn to  or  towaid  noianal.  In  sreneral.  fever, 
lencocytosis.  or  tachycardia  p(*isistiiif>:  ener 
oin*  wei*k  is  a poor  proitnostic  sistn.  ( )n  tin* 
otln*r  hand,  tin*  s(*dinn*nt;ition  rate,  while  oc- 
casionally retnnun^  to  noiinal  in  a week  or 
t(*n  days,  fieepiently  remains  elevated  f(»i'  a 
p(*iiod  siieatly  exceedinir  tin*  abnormality  of 
tin*  other  tests.  ,\  |)atient  should  not  he  kejd 
in  bed  or  a poor  prognosis  e;iv(*n  solely  on  tin* 
basis  of  an  (*levat<*d  sedinn*ntati»»n  rate. 

Trkatmknt 

Ambulatory  jeatients  with  coronary  artery 
disease  should  ohseiwa*  .some  basic  rules  of  ffen- 
eral  hysiiene.  They  shonhl  obtain  an  ahnn- 
danc(*  of  rest,  both  |)hysical  and  nn*ntal.  They 
should  he  properly  clothed  and  should  avoi«l 
all  (*xtrenn*s  of  temi)eratnre.  They  should 
especially  avoid  cold  weather  and  cold  hath- 
in«i.  Theii-  diet,  whih*  halaneed  and  nutritions, 
should  he  such  as  to  prevent  oh(*sity  and  con- 
stipation should  he  avoided.  While  in  <;eneral 
they  should  avoid  |)hysical  exertion,  each  ])a- 
tient  should  he  a law  unto  himself  and  shoiild 
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1)6  allowed  activity  to  a i)oint  short  of  that 
amount  known  to  cause  pain.  Shoveling  snow, 
cutting  grass,  and  changing  a tire  should  he 
defiiutely  prohibited. 

The  following  therapeutic  notes  are  adinit- 
tetlly  incom])lete.  Furthermore,  their  scoi>e  is 
general  in  nature  and  each  patient  mn.st  be 
treated  in  an  individual  manner. 

Voronani  insufficienc;/.  If  the  coi'onary  in- 
.snfhciency  is  due  to  anemia,  it  is  obvious  that 
the  anemia  should  be  immediately  coi'rected. 

The  time  honored  treatment  of  nitioglyce- 
rine  under  the  tongue  is  still  by  lar  the  best 
treatment  for  the  pain  of  angina  pectoris, 
^lany  ])atients,  and  even  i)hysicians.  have  a 
fear  of  taking  “too  many  nitroglycerine  tab- 
lets". Fortunately,  there  is  no  cumulative 
effect  and  the  ])atient  should  be  reassured  that 
it  is  perfectly  .safe  for  him  to  take  as  many 
tablets  as  neces.sary  to  give  him  relief.  Some 
])atients  complain  of  the  side  effects  of  the 
drug,  notably  the  severe  headache.  As  a gen- 
eral rule  if  the  patient  would  rather  have  the 
chest  pain  than  the  headache,  the  coi'onary 
disease  cannot  be  too  severe. 

Nitroglycerine  also  may  be  used  to  advan- 
tage prophylactically.  Patients  who  know  that 
jiain  will  follow  a certain  amount  of  exertion 
but  who  have  an  urgent  reason  to  nmlergo 
this  exertion  may  take  a nitroglycerine  tablet 
immediately  prior  to  its  performance.  By  this 
means,  many  people  are  able  to  carry  on  a 
more  normal  existence.  Nitroglycerine  should 
not  be  given  on  a regular  schedule  but  only 
when  needed  for  pain  or  its  iirevention.  The 
dose  also  is  an  individual  matter  and  the 
smalle.st  amount  that  produces  relief  .shmdd 
be  used. 

The  longer  acting  nitrites  are  ineffectual. 
Alcohol  is  of  (ine.stionable  value  as  a coronary 
dilator;  symptomatically,  however,  it  is  of 
definite  value.  Fare  must  be  taken  in  its  use 
as  it  is  very  easy  for  the  treatment  to  be  more 
incai)acitating  than  the  disease  from  the  .stand- 
point of  employability. 

Other  vasodilator  drugs  have  had  their  run 
of  po])ularity.  Recently,  Khellin  has  been  the 
subject  of  conflicting  reports.  While  appar- 
ently of  benefit  to  a few  ])atients.  such  good 
properties  are  over.shadowed  by  its  side  effects 
(nausea  and  vomiting)  which  are  present  in 
a majority  of  patients. 


Some  ])atients  who  have  been  incapacitated 
due  to  severe  and  fretpient  attacks  of  coi'onai  y 
insufficiency  have  obtained  relief  fi'om  i-adio- 
active  iodine.  This  is  a continuation  of  the 
thesis  which  accounted  in  the  past  for  treat- 
ment by  thyroidectomy  and  the  anti-thyi'oid 
drugs.  This  obviously  is  not  a method  to  be 
n.sed  by  the  genei'al  jn-actitioner  and  it  should 
be  noted  that  its  most  enthusiastic  j)roi)onents 
realize  its  limitations  and  that  it  certainly  is 
not  a treatment  for  all  patients  with  angina 
l)ectoris. 

Some  authors  claim  a vasodilatoi'  action  for 
dicnmarol.  Whether  or  not  this  is  true,  the 
fact  I'emains  that  i)atients  have  obtained  dra- 
matic relief  from  its  use.  The  usual  ])i'ecan- 
tions  must  be  taken  and  though  ambnlatoi'y. 
the  i)atient  must  have  frecpient  i)i'othrombin 
determinations. 

IMort'  recently,  heparin  has  been  recom- 
mended in  doses  of  bO  mg.  inti'amnscnlarly 
two  days  weekly,  lls  use  is  suggested  follow- 
ing the  observation  that  heparin  can.ses  a de- 
ciease  in  alimentary  li])emia.  Its  use  certainly 
is  safer  than  that  of  dicnmarol  and  it  can  be 
pre.sci'ibed  with  safety  without  unusual  labo- 
ratory tests. 

Surgery  aimed  at  cutting  the  nerve  path- 
ways of  cardiac  pain  has  been  snccessfid  in 
some  ])atients.  It  should  be  considered  in  those 
who.se  pain  is  severe  enough  to  be  iuca])acita- 
ting.  It  should  be  exi)laiued  to  the  patient 
before  oi>eration  that  the  di.sease  still  will  be 
present  and  that  the  patient  will  continue  to 
receive  a seu.satiou  as  a waridng  and  that  he 
shoidd  obey  that  sensation  as  though  it  were 
the  ]>aiu.  The  onhi  effect  of  surgery  is  the 
lelief  of  unbeai'able  ])ain;  the  patient  should 
not  ex])ect  to  increase  his  activities  [)ost-opei-- 
atively. 

Corauani  f(til)u'e.  Rest  in  bed  is  practically 
the  only  addition  to  the  above-mentioned 
thera])y.  If  foi-  no  other  reason,  this  is  justi- 
fied on  the  basis  that  the  diagnosis  of  myo- 
cardial infarction  may  not  be  immediately 
luled  out  and  it  is  .safest  to  keei>  the  patient 
at  bed  rest.  If  this  bed  re.st  is  to  be  ab.solute, 
anticojigulant  therapy  should  be  given  if  pos- 
sible. 

MlloranUnl  infarction.  The  patient  should 
be  at  absolute  bed  rest  foi-  a minimum  of  two 
weeks;  ambulation  .should  be  gradnal  and 


l)i;i-A\VAKK  State  Medical  Jocknal 


Makcm.  1J)52 


()2 

slioiild  hc^iii  niter  tlie  K('(!  niul  otlicr  Inbora- 
t(ir\  f<‘sts  sliow  <“vi(l»>iic(“  of  stnl)ilizntion.  'I'ln! 
mic  cxc(*|)t  ioii  is  the  sediiiK'iitntioii  rate;  it 
would  he  unwise  to  keep  the  |)atieut  at  lied 
n‘st  until  the  sediiuentat ion  ralt'  returns  to 
iionual. 

Morphine  or  otlier  nareoties  sliould  he  used 
in  doses  surtieieut  to  eoutrol  tlie  pain  and  later 
to  keep  tlie  patient  (piiet  during  the  first  two 
w(“(‘ks.  ()xy>ren  is  desiraltle  during'  the  first 
f(‘W  days.  The  physieian  should  take  into  ae- 
eonnt  the  psychic  effect  of  the  oxyuen  adminis- 
tration upon  the  |)ati(*nt  and,  knowin»>'  his  pa- 
tient, should  decide  in  tin*  milder  attacks 
wliieli  would  do  the  least  harm,  tlie  lack  of 
oxy<i»‘U  or  the  psyeliie  (‘fleet  of  its  administra- 
tion. In  the  more  seveie  eases  oxy<>en  sliould 
he  used  without  hesitation. 

.\ntieoai>ulant  therapy  is  dc'finitely  indi- 
eat(‘d  and  ideally  heparin  and  dieuniarol 
should  he  started  eoiieomitaiitly,  the  heparin 
heiii"'  diseontiiiued  when  there  is  evidence  of 
the  dietimarol  takiii”  effect.  In  hosjiitals  where 
the  lahoiatory  is  unable  to  perform  an  accu- 
rate prothromhiii  time  or  in  the  home,  hejiarin 
should  h(‘  used  without  dieuniarol.  Ilejiarin 
is  by  far  the  safer  of  the  two  dru<rs  and,  ex- 
eept  for  its  expense,  could  well  displace  di- 
eumarol.  The  ipiestion  frecpieutly  arises  as  to 
when  file  antieoa*>ulant  drujrs  .should  lie  dis- 
eoiitinued.  The  answer  is  simple:  when  the 
jiatii'iit  reaches  a staire  of  ambulation  where 
it  is  .safely  felt  he  will  not  return  to  absolute 
bed  rest,  the  dnijrs  can  be  <fradually  with- 
drawn. 

Coronary  dilator  dru”s  are  recommended 
by  .some  authors.  Of  the.se,  the  one  most  likely 
to  be  effective*  is  iiapaveriue  hydrochloride. 
'I'lie  intravi'iious  route  is  preferable  and  the 
dose  is  from  1 to  I'o  strains  diluted.  After 
the  aeut(‘  phase,  1 l/h  to  If  ‘ri'ains  may  be  <riven 
by  mouth  every  four  hours. 

The  diet  duriiifi  the  acute  stafre  should  be 
v(‘ry  ti<rht  and  for  the  most  part  liipiid.  The 
patient  should  not  be  allowed  to  feed  himself 
diiriiifr  the  first  few  days. 

The  eai-e  of  the  bowels  is  most  important 
as  any  strainiiifr  on  tin*  jiart  of  the  patient  is 
to  be  stiietly  avoided.  This  bowel  care  asiaiii 
is  an  individual  niatt(*r  d(*|)(*ndiii<j;  upon  the 
patient  and  the  treatin<r  team.  The  physieian 
should  palpate*  the  abdomen  daily  and  should 


pieseriln*  an  (*m*ma  or  laxative-  that  which  in 
his  opiiuon  will  1)C  U*ss  disturbiiifr  to  the  ]>a- 
tient — only  wln*n  tln*r(*  is  evidence  of  disten- 
tion. The  fact  that  the  |)atieut  has  not  had  a 
bow(*l  mov(*meid  daily  is  not  an  indication  for 
int(*rvention. 

All  pati(*nts  with  acute  myocardial  infaie- 
t ion  should  havt*  absolute*  b(*d  ••(‘st  for  a jeeriod 
of  two  wee*ks  because*  it  is  dui'insr  this  time 
that  the*  e()m|)lieations  are*  most  likely  to  occur. 
l-'ollowin<>  this,  however,  each  patient’s  care 
should  be*  individualized.  Those  with  a mild 
infarction  (minimal  fevei*,  leueeM-ytosis,  and 
s(*dime*ntation  late)  can  stait  <jra(lual  ambu- 
lation imm(*diately  followin<i  the  minimum 
two  W(*eks’  peiiod;  tho.se*  with  severe*  infai'c- 
tion  oi-  complications  should  be  kept  at  re*st 
iiidil  siiiiis  of  stabilization  aiv  obvious. 

Co.MI’LICATIO.VS 

While*  sti  ietly  spe*akinsr  not  a comiilieatiou, 
myoeaielial  infarction  is  the  most  feared  and 
most  common  end  jioint  of  coronary  insuffi- 
ei(*ney  and  failure.  This  is  merely  another  rea- 
son for  the  favorable  attitude  toward  the  aiiti- 
eoafiulant  druirs  in  the  tivatment  of  coronary 
insufficiency  and  failuie. 

CoMPl.K’ATIOXS  OK  MyOCAKDIAL  1 .N'EAKCTION 
Hill  It  re  df  I he  miiocardiiim.  This  fatal  eom- 
l»lieation  oeeiirs  in  severe  infarcts  involvin<r 
the  entire  thiekne*ss  of  the  myocardium.  It  is 
most  likely  to  occur  durinsr  the  first  two  weeks 
and  followiii”:  some  exertion.  The  losrieal  treat- 
ment is  prevention  and  this  is  done*  by  keepiiijr 
the  jeatient  at  absolute  bed  rest  durins;  the 
dangerous  iieriod. 

/Iciirl  fiiiliirc.  This  is  a most  di.seourafriii}! 
complication  as  the  jero^nosis  is  extremely 
poor.  It  should  be  treated  by  bed  rest,  low 
sodium  diet,  and  mercurial  diure*ties.  If  the.se 
methods  after  fail*  trial  have  been  ineffectual 
disritalis  should  be  used  despite  its  dan«:ers. 
Diiritalis  is  a dru<>:  known  to  cause  hyiierex- 
eitability  of  the  myocardium  and  should  be 
used  with  <ireat  care.  In  uncomplicated  mas- 
sive infarction,  a few  basal  rale's  freepiently 
are*  h(*ard  on  the  first  and  se'cond  day.  The.se 
jirobably  are  due  to  the  severe  onset  of  the 
condition  and  ele*ar  up  once  circulatory  bal- 
ance has  been  re<ia ineel.  They  alone  .should 
not  be  interiireted  as  cause  for  treatment  of 
heart  failure. 

Arrlniflimitis.  The  irritable  myocardium  is 
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su])jec-t  to  various  arrhythmias.  iNlany  of  these 
are  ])eni»n  l)ut  tho.se  of  ventricular  orio'in  are 
serious  due  to  the  tendency  of  i)rogression 
from  ventricular  i)remature  beats  to  j)aroxys- 
mal  ventricular  tachycardia  to  ventricular 
fibrillation,  the  latter  being  a fatal  complica- 
tion. 

If  a patient  develops  an  occasional  ventric- 
ular i>remature  l)eat  following  infarction, 
small  doses  of  (jiunidine  should  be  given  by 
mouth  (3  grains  t.i.d.).  This  dose  shoidd  be 
increa.sed  as  necessary  until  the  ventricular 
premature  beats  are  controlled.  1 1 the  })a- 
tient's  rhythm  is  ventricular  tachycardia 
when  first  seen,  a dose  of  12  grains  of  (piini- 
dine  may  be  given  by  mouth  but  if  there  is 
no  api)arent  effect  within  an  hour,  the  severity 
of  the  condition  calls  for  dra.stic  treatment 
and  ({uinidine  .should  be  given  intravenously. 
The  ])racti1ioner  should  be  aware  of  the  haz- 
ards and  additional  risk  of  this  extreme  pro- 
cedure. While  ]>rocaine  amide  is  enjoying  a 
wave  of  i>opularity,  the  published  data  do  not 
supi)ort  the  i)opular  claim  that  it  is  a safer 
drug  than  ([uinidine  and  it  is  felt  that  ([uini- 
dine  in  the  hands  of  one  ex]ierienced  in  its 
use  is  the  drug  of  choice. 

(toxcLusroxs 

A brief  summary  of  the  pre.sent  thoughts  in 
the  diagnosis  and  treatment  of  coronary  artery 
disease  has  been  presented.  This  grave  disease 
is  one  with  which  the  family  physician  should 
be  intimately  ac(|uainted  as  it  is  he  who  treats 
the  vast  majority  of  cases. 


THE  ROLE  OF  THE  GENERAL 
PRACTITIONER  IN  THE  DIAGNOSIS, 
TREATMENT  OF  FRACTURES  OF  THE  HIP 

d.  llrxTER  Smith,  11.  M. 

Wilmington,  Del. 

Fracture  of  the  hi])  in  an  elderly  individual, 
until  recently,  was  a serious  condition  with 
a grave  inognosis  due  to  com[)lications,  usu- 
ally pulmonary,  which  developed  during  the 
])rolonged  period  of  bed  rest  incident  to  im- 
mobilization of  the  fracture.  The  marked  im- 
])rovement  in  the  outlook  is  due  primarily  to 
the  imjiroved  orthopedic  surgery  which  })er- 
mits  early  ambulation  and  .secondarily,  but 
eipially  important,  the  improved  state  of  an- 

*Chief,  Orthopedic  Section,  V.  A.  Hospital. 


esthesiology  which  permits  major  surgery  to 
be  ])erformed  upon  persons  ordinarily  looked 
upon  as  poor  operative  risks. 

I tiAGXOSIS 

Fracture  of  the  hip  should  be  suspected  in 
every  elderly  patient  who  sustains  a fall. 
There  freipiently  will  be  but  minor  comjilaints 
referable  to  the  hip  and  it  actually  is  jiossible 
for  a jiatient  with  an  imiiacted  fracture  to 
bear  weight  on  the  injured  limb.  A minor  fall 
or  merely  slijiping  on  a rug  may  be  sufficient 
to  cau.se  such  a fracture  as  the.se  bones  may 
lireak  due  to  the  tortional  .stress  laid  upon 
them  during  the  fall  rather  than  the  actual 
impact  of  the  body  against  the  floor. 

The  cardinal  jiliysical  signs  of  fracture  of 
the  hip  are  shortness  of  the  affected  leg.  ex- 
ternal rotation  with  the  knee  held  in  flexion, 
and  discrejiancies  in  Xelaton's  Test  Line  and 
Bryant 's  Triangle.  The  trochanter  is  near  the 
anterior  suiierior  spine  of  the  Hum  and  swel- 
ling may  be  present. 

While  the  above  findings  are  classical  and 
diagnostic,  it  must  be  remembered  that  many 
variations  occur  and  that  the  signs  are  notori- 
ously absent  if  the  fracture  is  impacted.  There 
may  be  very  little  shortness  and  the  swelling 
may  obscure  other  findings. 

The  absence  of  disability  does  not  rule  out 
fracture  and  the  threshold  of  suspicion  should 
be  high  in  elderly  individuals  following  a fall. 
■\ll  such  patients  should  have  an  x-ray  exami- 
nation of  the  hij). 

Treatmext 

The  first  item  in  the  ])ropei-  treatment  is  an 
early  diagnosis.  Once  made,  the  jiatient  .should 
immediately  be  hos])italized  so  that  prepara- 
tion can  be  made  for  internal  fixation  as  .soon 
as  the  initial  shock  has  worn  off  and  the  i>a- 
tient  has  been  ])roperly  prepared  for  anes- 
thesia. This  treatment  is  without  (piestion  a 
surgical  emergency  and  the  patient  deserves 
attention  eipial  to  one  with  an  acute  abdomen. 

The  operation  consists  of  alignment  of  the 
fragments  and  immobilization  with  metallic 
nail,  screws,  or  plate  and  is  accomplished  un- 
der x-ray  guidance. 

The  ])atient  is  allowed  out  of  bed  or  at  least 
allowed  to  sit  on  the  side  of  the  bed  on  the 
first  or  second  po.st-operative  day.  Ambidation 
with  crutches  but  without  weight  bearing  usu- 
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ally  is  |i()ssil  lc  by  tlia  tliiid  or  rourth  post- 
o|)cia1  i\ (*  (lav. 

I )iscrssioN 

l‘aii  ly  ambulation,  ixMinittcd  by  |»ro|»(.M-  sur- 
i*ical  treatment,  has  been  the  laetor  to  eanse 
the  (leei-eas(‘  in  mortality  in  ehl(‘rly  patients 
snlTeriii'i  from  a fraetnie  of  the  hii».  The  eom- 
plieations  so  t're(|nently  seen  beldre  this  mode 
ol  tia'atment  hypostatic  pnenmoina,  aseend- 
iiiii  urinary  iniVetion.  and  deenbitns  nle(‘fs — 
are  piaetieally  nidieard  ol'  it  the  |)foper  diay:- 
nosis  is  mad(“  immediately  and  the  {(roper 
t real  ment  is  inst  itnted. 

Sr.M  M AKV  AND  < 'ONCU  SIONS 

l•’raetnre  of  the  hip,  a »-(*riatrie  disease  with 
a hijih  mortality  in  the  past  due  to  eom|)liea- 
tions,  is  now  aimmable  to  snr<iieal  treatment 
with  the  advanta,i><“  ol'  early  andnilation  and 
eonse(pient  elimination  ol'  the  hypostatic  com- 
plication ol'  the  jtast.  To  be  efi'(‘etive.  the  pro- 
pen-  Ireatmeiit  should  la*  instituted  immedi- 
ately and  it  is  the  lesponsibility  ol'  tin*  eeinnal 
practitioner  who  Hist  s(‘cs  tin*  patient  to  tnake 
the  diariiiosis  without  nndne,  and  (.leadly, 
delay. 


DELAYED  SPLENIC  RUPTURE 
FOLLOWING  TRAUMA 

b’lCIlAKD  KkKDASIIA.  .M  . I)..* 
Wilminiiton,  Del. 

Splenic  i-nptnre  with  intra-abdominal  hem- 
orrhage is  a sei-ions  problem  which  is  rela- 
tively common,  partienlarly  with  Ihe  “reat 
increase  in  pre.seiit  day  travel.  The  subject  ol' 
delayeel  splenic  rupture  I'ollowin”  trantna  is 
presented  because'  ol'  the*  maenitnde  in  the 
number  ol'  accidents  sustained  and  to  keep  it 
ever  prominent  in  the  mind  of  the  jiliysieian 
and  snr,i»;eon  who  may  be  called  njam  to  ad- 
minister sneh  a ease*. 

( 'l.ASSlI-ICATION,  1 NCIDK-NCK  AND  Tvi'IC 
()|-  AcriDKNT 

This  syndrome  can  be*  divided  eliideally  into 
two  types,  (a:  the  imme'diate,  and  (hi  the 
delayed.  Immediate  hemorrhasie  can  be  con- 
sidered as  that  which  oeenrs  under  4S  hours, 
and  delayed  that  which  oeenrs  after  4S  honrs. 
This  injury  can  oeenr  at  any  a»:e  but  is  most 
commonly  noted  betwe'cn  the  ayu's  of  ten  and 
Hfty  years.  Delayed  hemorrhage  oe'enrs  in 

•SurRical  Service.  V.  A.  Hospital. 


about  14  percent  of  all  eases  of  splenic  rn]>- 
tnre. 

Fifty  per  cent  of  these  show  sifiiis  in  le.ss 
than  7 days  and  “ib  |)er  ee'iit  in  the  .second 
week  after  trauma.'''"  Hyrne-'-'  has  reported 
a series  of  101  eases,  .seveiity-fonr  were  o])er- 
ated  within  24  honrs  followin*r  trantna  and 
were  considered  imme'diate;  howe'ver,  twenty- 
.s(*v(*n  w(*re  o|)(*rat(*d  upon  from  4S  honrs  to 
21  days  follow  intr  trantna,  and  we*re  eonsid- 
(*reel  to  have*  de'layed  hetnorrha<je. 

The*  ty|»(*  of  ae*e*i(h*nl  may  re*ve*al  a fall,  kick, 
bleiw.  |ie*netratin,u  wenind  eir  ve*hie*le  aee-ielent. 
The*  latter;  that  is,  injnrie*s  sustained  in  or 
Irom  aiitomobih*  accidents  either  as  a pedes- 
trian (»r  pa.ss(*n“(*r,  rank  Hrst  in  the*  list  e»f 
e-an.se*s  of  this  injury.  Snbe-ntaneenis  itijtirie*s 
prodne-eel  by  iiidire*e*t  eir  dire*e*t  vie)le*ne*e  are* 
iiine-h  more*  e-enninon  than  e)|)e*n  wemnels.  In 
e*ertain  e*ase*s.  a histeny  e>f  tranina  e*annett  be 
e*lie*ite*el,  there'fene*,  it  is  im|»e)rtant  to  mentieni 
that  ease's  of  ‘■spontaneons  rn|)titre*"  can  oe- 
enr wh(*n  the*  s])h*en  is  the*  site  eif  e*one*emiitant 
dise'a.se*,  siie*h  as  e.xistinjr  eir  |)re-(*.\istin<:  ma- 
laria, typheiid.  le*nkemia.  in fe*et ienis'-'’  motie)- 
nneleeisis.  e*te. 

SleiNS,  Sv.Ml’Tei.MS  AND  DlAei.NOSlS 

It  shentld  be  evielent  freitn  the  eintse't  there- 
I'ene  that  diagnosis  {neseiits  many  elififieulties 
anei  pitfalls  be*e-ansp  eif  the  ee>-e*xistene*e  of  iitnl- 
ti|)h*  injuries,  fraetnre's,  lae-eratiems  and  eem- 
tnsienis  whie-h  re*epiire*  immeeiiate  attentiem, 
anel  the*  po.ssibility  eif  an  intra-abelominal 
eme*r<re*iiey  is  ned  e-enisideieel.  Slme-k  in  vary- 
in<i  deiiiee's.  aiiel  aleedmiie*  intoxie*at ieiii  may 
anel  e*an  mask  the  |)ie*tnre*. 

In  (h'laye'd  nt|»tnre*  si»ns  and  .sympteims  be- 
e-onie*  ap|)are*nt  after  the*  intraspleiiie  bh*edin<: 
ie*ae*h  sne*h  pro|tortions  tei  brin>i  abeiiit  a bre*ak 
in  the*  eapsnh*  with  intra-abdominal  he'inorr- 
hai'e*.  'I'his  tindin<:  paralh'ls  that  eh'seribed  by 
.Melndoe."  Whe'ii  this  oeenrs  follow  ing  trauma, 
tlie'ie*  may  be*  abelotninal  pain,  tenderiu'.ss  and 
loe*al  rijiidity  in  the*  left  tippe*r  einaeirant,  jilns 
re*fe*r(*ne*e*  of  the*  |(ain  te»  the*  left  shonider 
(Ki'hr's  si<rn).  The*se*  are  the*  tlire*e*  meist  e-emi- 
meni  e*linie*al  Hndin<>:s  in  the*  ine'se'iiee  of  a 
I ranmati/.(*d  sph*en.  With  intra-abdominal 
he'inorrha^e*.  symptotns  of  blood  loss  and  shock 
oeenr.  Tlie'se*  may  and  can  vary  in  defjree,  as 
was  |)i(*vionsly  mentione'd.  .\s  blood  aeenrnn- 
late's  in  the  abdominal  cavity,  dullness  to  per- 
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eussion,  due  to  lai-u'e  clots  is  elicited,  es])ecially 
in  the  splenic  area  associated  with  a shitting' 
dullness  in  the  right  Hank.  This  accumulation 
of  blood  lends  itself  to  the  use  of  abtlominal 
l)aracentesis  as  an  additional  means  of  diag- 
nosis. Extreme  caution  must  be  exercised  in 
]>erforming  this  procedure,  and  multiple  ta])s 
are  recommended  as  a single  tap  may  be  mis- 
leading. Its  use  should  be  reserved  for  ques- 
tionable cases.  Byrne^"'^  in  his  series  had  oc- 
casion to  iLse  abdominal  tap  in  12  (pie.stionable 
cases  with  ])ositive  results  and  confirmation  of 
diagnosis  in  11,  and  in  the  other  ca.se,  a false 
positive  result  was  obtained.  Wrigbt  and 
Prigot"  have  reported  similar  success  in  their 
cases. 

X ray  findings  on  scout  film  examinafion  of 
the  abdomen  reveal  an  increased  density  in  tbe 
left  upper  (luadrant,  obliteration  of  the  .splenic 
shadow,  elevation  of  the  left  diaphragm,  dis- 
placement of  the  stomach  toward  the  right 
and  suggestion  of  serrations  along  the  greater 
curvature  side  of  the  fundus  and  evidence  of 
free  licpiid  (blood)  between  loops  of  intes- 
tines.*^ 

Blood  ])ressure  readings  are  not  consistently 
lowered  in  these  cases  and  follow  variations 
in  the  degree  of  shock  pre.sent. 

The  laboratory  results,  particularly  of  the 
blood  are  often  suggestive  and  helpful.  Eryth- 
rocyte count  and  homeglobin  are  low,  leuko- 
cyte count  is  increased  up  to  and  above  18,000 
])er  cubic  millimeter.  Hematocrit  shows  hemo- 
concentration  due  to  blood  loss.  Serial  or  re- 
peated  blood  counts  and  blood  ])ressure  de- 
terminations are  recommended  in  following 
the.se  cases  of  delayed  hemorrhage. 

Pathology 

In  ru])ture  of  the  spleen,  the  gross  path- 
ology may  consist  of  fragmentation  of  the 
spleen,  detachment  of  the  ])edicle,  numerous 
deep  lacerations  or  a single  rent,  small  ]>eri- 
l)heral  tears  that  may  be  plugged  by  hema- 
tomas or  omentum  and  subcapsular  hemor- 
rhage. The  latter  two  may  be  silent  for  from 
twenty-four  hours  to  two  weeks  or  more,  at 
which  time,  massive  hemorrhage  may  occur. 
This  is  called  “delayed  rupture’'.'* 

In  101  cases  of  s])lenectomy  rei)orted  from 
the  Los  Angeles  County  Deneral  Hospital 
from  193(1  to  194(1,  the  types  of  lacerations 
according  to  gross  pathology  were  as  follows: 


single  laceration  — lo,  multiple  or  stellate 
lacerations  — 22,  upper  ])ole  injury  — 17, 
lower  ])ole  injury — 17,  hilar  or  i)edicle  lacera- 
tion — 5,  bisected  si>leen  — 10,  macerated 
spleen  — 9,  si)lenic  tumor  with  rupture  of  the 
capsule  — 1(1.^"*^ 

Delayed  rupture  occurs  then,  in  tho.se  cases 
in  which  the  laceration  is  in  the  parenchyma 
of  the  organ  without  injury  to  the  capsule. 
This  hemorrhage  is  intra-s]denic  or  intra-cap- 
sular  and  may  form  single  or  multiple  hema- 
tomas and  a tumor  mass.  With  inci eased  pres- 
sure from  within  or  trauma,  the  hemorrhage 
continues  until  such  time  as  the  capsule  dis- 
tends and  ruptures.  (Microscopically,  the  cap- 
sule will  show  evidence  of  having  been  strip- 
peil  from  the  underlying  i)arenchyma  by  the 
intra-splenic  hemorrhage;  other  than  for  hem- 
orrhage, the  sjdenic  tissue  is  normal  micro- 
scopically. 

Treatmext 

Prompt  diagimsis,  plus  supi)ortive  therapy 
for  shock,  adeciuate  blood  replacement  and 
immediate  surgery  with  splenectomy  is  the 
treatment.  There  is  no  jdace  for  delay  or  con- 
sei'vatism.  Without  treatment,  the  moi'tality 
in  subcutaneous  injuries  of  the  spleen  is  vei'y 
high,  over  90  per  cent  according  to  most  re- 
ports. --'■•-I'j 

The  method  of  approach  and  type  of  in- 
cision is  a matter  of  i)ersonal  choice,  whether 
it  be  via  the  abdomen  and/or  the  chest.  An 
ample  left  rectus  inci.sion  is  recommended  be- 
cause it  atfords  adequate  exposure  and  permits 
thorough  exploi'ation  of  the  abdominal  cavity 
for  possible  concomitant  injuries.  The  si)leen 
should  l)e  delivered  into  the  wound  by  rota- 
tion of  the  organ  as  this  ])ermits  easier  acce.s- 
sibility  of  the  ve.ssels  and  prevents  injury  to 
other  structures,  particularly  the  tail  of  the 
pancreas. 

The  post  operative  mortality  has  been  re- 
])orted  in  the  neighborhood  of  17  j)er  cent.-"*^ 
Various  figures  have  been  reimrted  between  40 
per  cent  by  Buy,  33.2  per  cent  by  (Michelson, 
lb. 8 j)er  cent  by  Byrne  and  9.5  per  cent  by 
Reciuarth.^’^ 

The  improvement  in  these  results  has  fol- 
lowed in  recent  years  the  availability  and 
greater  use  of  blood,  improved  and  i)romp1 
diagnosis  plus  immediate  surgery. 
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Cask  Kki’okt 

II.  S.  No.  2SS(i.  A 22-y(*ar-ol(l  white  Navy 
V(“t(‘i-an  was  iiijuied  in  an  automobile  aeeident 
on  5 15  51  at  12:20  a. in.  lie  was  rendered 
iineon.seious  and  was  taken  to  a loeal  hosjiital 
wlnu’e  the  patient  received  einerfreney  treat- 
ment and  was  admitted.  A |)proximately  eleven 
houis  later,  he  re<jained  consciousness  and 
complained  of  pain  in  his  alxlomen  and  left 
shouhh'r.  Ib'cause  ot  multiple  contusions  and 
lacerations,  his  pain  was  attributed  to  a I'rae- 
ture  of  his  left  shoulder  and  fracture  of  left 
ribs.  After  4S  hours  he  was  entirely  asymj)- 
tomatic  and  on  5 22/51  the  patient  was  dis- 
charged. 

( >11  5/24/51,  the  patient  presented  himsidf 
at  this  hospital  because  of  pain  in  his  risrht 
knee;  however,  examination  and  x-rays  were 
rc'ported  as  neuative. 

On  5/29/51  at  !)  :20  a.m.,  while  walkinfi: 
alon<>-  the  street,  the  jiatient  felt  a severe  pain 
in  his  abdomen.  The  ]>ain  became  (piite  severe 
i-apidly  and  caused  the  jiatient  to  become  nau- 
seated but  he  did  not  vomit,  lie  returned 
home;  however,  the  jiain  became  most  severe 
and  was  now  accompanied  by  pain  in  his  left 
shoulder.  At  about  1 1 :20  a.m.,  the  patient  was 
broujfht  to  this  hospital. 

I’ast  nu'dical  history  was  non-cont ributoiw 
and  th(>  jiatient  denied  ever  havin.si’  had  mal- 
ai'ia,  tyjihoid,  etc. 

< )n  jihysical  examination,  the  jiatient  aji- 
jieared  acutely  ill  and  in  the  state  of  shock: 
T-97°;  P-S4;  HP  90/50  (rifrht  arm).  His  .skin 
was  moist,  dusky  and  clammy.  The  left  clav- 
i(de  ajijieared  jirominent  and  felt  irre*>;ular  on 
jialjiation.  iuinjis  were  clear  but  exjiansion 
was  limited  in  the  hd't  side  and  there  was 
evidenci'  of  a bruise  over  the  left  lower  ribs 
with  associated  tenderness.  Heart  and  .sounds 
were  normal,  abdomen  was  tender  throufihout 
but  esjiecially  .so  in  the  left  ujijier  (juadraid. 
'I'heie  was  rigidity  ov<*r  the  entire  left  abdo- 
men. Peristalsis  was  audible  but  hyjioactive. 
There  was  dullness  to  jiercussion  in  the  left 
ujijier  abdonnm. 

A diajrnosis  of  rujiture  of  the  sjdeen  of  the 
delayed  tyjie  was  made.  Kmerjjency  labora- 
tory studies  revealed:  red  blood  count — 2,290,- 
00(),  hemojflobin  12.5  };ms.,  white  blood  count 
— 1 1,200,  jiolymoi-jihonuclear  cells  7(i  jier  cent. 


of  which  20  jier  cent  were  stabs,  hematoerit 
2<S  Jier  cent,  prothrombin  time  90  jier  cent, 
blood  tyjie:  A,  l\h  jiositive.  X-rays  of  the 
chest  and  clavicles  were  negative  for  fractuies. 

A scout  film  of  the  abdomen  showed  an 
elevation  of  the  left  diajihrafiin,  serrations 
alonij  the  <>Teatei'  cui-vatuie  of  the  stomach 
and  a jirominently  outlined  sjileeii. 

The  Jiatient  was  jirejiared  for  emer«reney 
siufreiy  and  at  ojieration,  usin>i  a left  rectus 
incision,  the  abdomen  was  found  to  be  filled 
with  considerable  amount  of  fresh  blood  with 
numei’otis  lar<>e  clots.  I-'ui'thei-  invest i>ja1  ion 
levealed  an  enlarj;ed  sjileen  containin<r  a 
hematoma  about  the  size  of  a ba.seball  in  its 
sujiei  ioi'  jiole,  with  an  associated  .severe  lacera- 
tion across  the  hilai'  area  involviii”;  many  of 
the  vessels  which  were  bleedinj;  freely.  The 
sjileen  was  rajiidly  frecnl,  lotated  medially 
and  delivered  into  the  ojierative  field.  The 
vessels  wer<‘  i.solated  and  clamjied  in  two 
•rroujis  and  doubly  lijrated  and  the  sjileen  re- 
moved. The  Jiatient  received  1,000  cc’s  of  5 
Jier  cent  "lucose  in  water  durinjj  surjiery,  fol- 
lowed by  1,000  cc's  of  tyjie  A Hh  jiositive 
blood.  On  the  second  jiost  ojierative  day,  his 
red  blood  count  was  5,490,000,  hemoglobin  14 
Jims.,  white  blood  count  22,500,  — jiolymor- 
jihonuclear  cells  S7  jier  cent,  of  which  20  jier 
cent  were  stabs.  On  the  sixth  jiost-ojierative 
day,  the  red  blood  count  was  5,S20,000,  hemo- 
"lobin  Hi. 5 iiins.,  white  blood  count  Hi, 700, 
jiolymorjihonuclears  57  jier  cent,  of  which  2 
Jier  cent  were  stabs.  His  jiost  ojierative  cour.se 
was  uneventful.  The  sutures  were  removed 
i-outinely  and  his  wound  healed  well. 

On  (i/7/51,  the  jiatient  was  dischar<red 
cured  and  to  the  care  of  his  family  doctor.  A 
recent  six  month  follow-uji  revealed  the  jia- 
tient  to  be  in  >rood  health  and  workinj;. 

.Si 'MM  ARY 

Traumatic  lujiture  of  the  sjileen  with  intra- 
abdominal hemorrhaf>:e  is  a serious  surgical 
jiroblem  reijuiriu};  jiromjit  diafinosis,  sur<rical 
intervention  and  sjilenectomy.  The  condition 
is  relatively  common.  Hemorrha>re  can  be  di- 
rect or  immediate,  and  delayed.  A discussion 
of  the  delayed  tyjie  is  jiresented  includinti  a 
ca.se  rejiort.  Diafinosis  and  treatment  must  be 
jiromjit.  There  is  no  jilace  for  conservatism. 
Sjilenectomy  is  the  treatment  of  choice. 
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KIDNEY  CHANGES  IN  GOUT 

Harold  W.  Keschner,  31.  D.* 
Wilmiiioton,  Del. 

Dout  i.s  a disorder  of  imriiie  metabolism 
characterized  by  hy])eruricemia  and  recurrent 
acute  arthritis  eventually  associated  with  urate 
deposits  in  cartihiii’e,  .joint  sjiaces.  bursae,  ten- 
dons, kidneys  and  other  tis.sues. 

Kxtensive  studies  of  the  clinical  manifesta- 
tions of  this  disease  have  been  made  by  Tal- 
bott,^ Bauer  and  Klemperer,-  and  Hench.^ 
Tbe  association  of  renal  dysfunction  with  oout 
is  mentioned  in  all  the  descriptions  and  the 
incidence  of  renal  impairment  ranges  from  22 
to  82  per  cent  of  the  cases.  The  nature  of  this 
frequent  renal  damajie  has  been  controversial 
and  confusing-  for  many  years.  The  following- 
case  report  illustrates  the  specific  renal  lesion 
of  gout  and  the  accessory  factors  in  the  pro- 
duction of  renal  failui'e. 

Case  Report 

C.  L.  (A-393).  A 65-year-old  Negro  was 
admitted  to  the  Veterans  Administration  Hos- 
pital with  complaints  of  shortness  of  breath, 
swelling  of  his  legs  and  jiains  in  all  .joints  of 
his  extremities.  He  had  five  prior  admissions 
over  a jieriod  of  two  years  for  recurrent  arth- 
ritis involving  his  elbows,  wrists,  hands,  knees 
and  great  toes,  (.'olchicine  therajiy  had  given 
conspicuous  relief  of  his  symptoms,  but  there 
was  residual  ])ain  and  .stiffness  of  the  joints 
between  attacks.  ( )ther  significant  findings  on 
])revious  admissions  were  x-ra.v  evidence  of 
demineralization  of  the  bones  of  the  ankles, 
feet  and  hands  with  hypertrophic  changes  in 
the  joints.  The  blood  pressure  was  155/105; 
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Sedimentation  rate  of  -lO  mm.  in  one  hour; 
blood  urea  nitrogen  ranging  from  25  to  35  mg. 
])er  100  cc. ; and  uric  acid  10.6  mg.  to  13  mg. 
])er  100  cc.  The  urine  had  a maximum  spe- 
cific gravity  of  1.015  and  gave  a test  for 
albumin.  The  .sediment  contained  numerous 
casts  and  white  blood  cells. 

On  this  final  hospital  admission  the  eye 
grounds  showed  a -| — 1--|-  retinopathy.  Tophi 
were  present  on  the  joints  of  the  hands  and 
elbows.  There  was  massive  edema  of  both  legs 
and  there  was  evidence  of  phlebothrombosis 
of  the  left  saphenous  and  femoral  veins.  The 
urine  had  a specific  gravity  of  1.007 ; 
albuniin  and  10  white  blood  cells  and  1 to  5 
erythroc.vtes  per  high  power  field.  Urea  nitro- 
gen was  27  mg.  and  the  uric  acid  10.5  mg.  i>er 
100  cc.  Blood  pre.ssure  was  150/110. 

The  patient  was  given  routine  anticoagulant 
therap.v  and  two  da.vs  later  developed  cardiac 
failure  and  pulmonary  infarction  in  the  right 
lung.  This  was  accompanied  by  severe  ab- 
dominal distention  and  vomiting.  Blood  urea 
nitrogen  rose  to  <S4  mg.  and  uric  acid  to  11.2 
mg.  ]>er  100  cc.  He  developed  severe  dyspnea 
and  pulmonai-y  edema  and  died  on  the  tenth 
hos])ital  day. 

PosT-mortem  examination  revealed  fibrinous 
jileuritis ; pulmonary  infarction  and  pneumo- 
nia in  the  right  lung;  coronary  artery  .sclerosis 
with  focal  myocardial  fibrosis;  cardiac  hyper- 
trophy and  dilatation ; and  thrombosis  of  the 
lett  .sajihenous  vein  extending  into  the  femoral 
and  iliac  veins.  There  were  extensive  urate  de- 
])Osits  in  the  joint  surfaces  of  the  knees,  el- 
bows, wrists,  fingers,  ankles  and  great  toes. 

The  right  kidney  weighed  210  grams  and 
the  left  210  grams.  The  cai»sules  stripped 
with  difficulty  and  the  kidneys  were  similar 
in  appearance.  There  were  numerous  2 mm. 
to  .)  mm.  in  diameter  cysts  throughout  a mark- 
edly red,  coarsely  granular  surface  in  which 
there  were  scattered  large  dejiressed  scai-s.  ( )n 
section  the  cortex  was  irregular  in  thickness. 
The  pyamids  stood  out  ])rominently  due  to 
yellow-brown  linear  gritty  streaks.  The  pelves 
and  uretei's  were  thickened  and  congested. 

-Microscopic  examination  revealed  deposits 
of  sodium  acid  urate  crystals  most  conspicuous 
in  the  medulla.  The  crystals  conformed  to  the 
sha])e  and  direction  of  the  tubules  and  only 
fragments  of  tubular  ejdthelium  were  ])re- 
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served.  The  eIy^tals  were  dispu-setl  in  sheaves 
witli  t'oreijrii  body  fjiant  eells  at  the  ])eriphery. 
Tliei(*  was  an  aeeompanyin*!  infiltration  of 
inononuelear  eells,  fibroblasts  and  surroundins; 
interstitiid  fibrosis.  ( Fi<r.  1 . In  other  ai-eas 


Fig.  1.  Urate  Crystals,  Tubular  Destruction,  Giant 
Cells  and  Granulomatous  Reaction. 


the  crystals  had  disinterirated  into  aniorjthous 
urates  surrounded  by  polyniorphonuelear  leu- 
eoeytes  and  formintj:  ea.sts  fillinr;  the  lumen 
and  di.stoitin»r  the  eolleetinrr  tubules.  The  ad- 
jacent parenchyma  contained  discrete  absces- 
ses. ( Fisi.  2i.  Throufihout  the  remainder  of 


Fig.  2.  Urote  and  Polymorphonuclear  Costs  ond 
Surrounding  Interstitial  Inflammatory  Reaction. 


the  kidney  theie  was  hyaline  de<reneration  and 
thickeidn<r  of  the  arterioles;  cortical  clusters 
of  tibrotic  jilomeruli;  '‘colloid  ca.sts''  in  the 
tubules  and  interstitial  fibrosis. 

(.’OM.MENT 

The  ]>atho<renesis  of  renal  dysfunction  in 
srout  has  been  a subject  of  much  dispute.  The 
work  of  Mrown  and  .Mallory^  emi)hasizes  the 
obstriu-tive  effect  of  deposits  of  urate  crystals 
in  the  kidney.  Tin*  mas.ses  of  urate  crystals 
collect  in  the  a])ices  of  the  pyramids  which 
are  critical  bottlenecks  in  tin*  uiinary  outflow. 


The  stasis  i>roduced  in  the  eollectinjr  tubules 
leads  to  sui)erimpo.sed  localization  of  i)yo*renie 
organisms  with  sub.se(iuent  development  of 
acute  pyelonejihritis.  Repeated  episodes  of 
acute  |)yelonephritis  may  occur  in  the.se  kid- 
neys made  vulnerable  by  obstruction  until 
renal  failure  ensues.  ( )ther  patholo<rical  de- 
scriptions have  stres.sed  the  contracted  frran- 
ular  kidney  of  nephrosclei osis  as  the  lesion 
found  in  ^out.  Recently,  Allen'  is  of  the  opin- 
ion that  the  renal  dysfunction  in  •rout  is  not 
the  specific  efl'ect  of  the  abnormal  metabolism 
of  uric  aci<l,  but  mentions  that  it  would  be 
incorrect  to  conclude  that  urate  dei)osits  in  the 
kidney  are  not  detiimental.  Accordin':  to  him, 
the  renal  dama<re  commoidy  |>resent  in  kid- 
neys of  <routy  |)atients  are  tho.se  incidental  to 
the  obesity,  arteriosclerosis,  hypertension  and 
ajre  which  characterizes  such  patients.  As.soci- 
ated  vascular  disease  of  the  kidney  is  one  of 
the  major  accessory  comixments.  The  specific 
obstructive  i)yelonephritic  element  caused  by 
the  urates  is  merely  one  of  several  factors  in 
the  renal  imi)airment. 

The  renal  lesions  in  our  case  of  chronic  "out 
rej)oited  above  were  of  particular  intere.st  in 
that  it  tends  to  supimrt  both  concepts  of  patho- 
"enesis  as  elaborated  in  the  i)recediii‘r  state- 
ments. The  effect  of  the  j)ersistent  elevated 
uric  acid  level  in  the  blood  and  increased  ex- 
cretion over  a period  of  yeais  was  revealed 
by  the  dei)osition  of  urates  and  obstruction  in 
the  collectin':  tubules.  It  has  al.so  showed  the 
sub.se(|uent  healed  and  chronic  pyelonephritis 
with  deposits  of  urates  in  small  absces.ses. 
Arterioscleiosis  and  ',:out  which  have  a cause 
and  effect  as  well  as  hereditary  constitutional 
relationship  manifested  it.self  as  nephroscle- 
rosis accentuated  by  hypertension.  The  i)atho- 
"cnesis  of  the  renal  impairment  in  our  ca.se 
can  be  conjectured  on  the  factois  of  obstruc- 
tive nephiopathy  due  to  urate  deposits  in  the 
tubules,  pyelonephritis  and  the  a.s.sociated 
"eneralized  vascular  disea.se. 

Summary 

A ca.se  of  chronic  "out  with  detailed  descrip- 
tion of  the  kidney  patholo"y  is  pre.sented.  The 
sl)ecific  obstructive  renal  lesion  (»f  "out  is  il- 
lustrated. Acce.s.soiy  factors  in  the  production 
of  renal  tailure  in  j»at;ents  with  "out  are  dis- 
cus.sed. 
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RHEUMATOID  SPONDYLITIS 
A Report  Of  Thirty  Coses 

Ralph  31.  3Iyersox.  31.  1).,* 
Wilmin<itoii,  Del. 

The  iTequeney  with  wliich  rheumatoid  spon- 
dylitis is  encountered  in  young-  adult  males  is 
surprisingly  high.  Eighteen  per  cent  of  pa- 
tients admitted  to  an  Army  general  hospital 
with  complaints  referable  to  the  low  back  re- 
gion were  found  to  have  rheumatoid  spondy- 
litis.' In  a three-year  jicriod  thirty  patients 
have  been  observed  at  this  hospital  with  this 
disease.  Since  treatment,  e.specially  roentgen 
therapy,  has  been  found  effective  in  alleviat- 
ing symptomatology  and  apparently  inter- 
rui>ting  the  progress  of  the  disease  in  an  ap- 
preciable number  of  cases,  a prompt  diagnosis 
is  im])ortant. 

Although  rheumatoid  spondylitis  is  the  des- 
ignation for  this  disease  recommended  by  the 
American  Kheumatism  Association,  many 
synonyms  frequently  are  encountered.  These 
include  Von  Bechterew's  disease,  ankylosing- 
spondylitis,  31arie-Strumpeirs  disease,  spon- 
dylitis ossificans  ligamentosa  of  Knaggs,  ado- 
lescent or  juvenile  siiondylitis,  spondylo-arth- 
ritis  and  spondylitis  ankylopitica. 

Pathology 

Rheumatoid  s])ondyliti.s  is  a chronic,  usually 
progre.ssive  disea.se,  the  fundamental  lesions  of 
which  occur  in  the  synovial  joints  of  the  spine 
and  adjacent  areas.  The  process  almost  always 
begins  in  the  sacro-iliac  joints  and  then  may 
spread  cephalad  to  involve  the  .synovial  joints 
of  the  lumbar,  thoracic  and  cervical  spine  and 
tlie  costovertebral  articulations.  The  interver- 
tebral discs  are  not  affected  and  the  vertebral 
bodies  are  sjiared  except  for  secondary  demin- 
eralization. Calcific  and  later  osseous  changes 
develoj)  in  the  ])araspinal  ligaments  with  re- 
sulting contractures,  deformities  and  anky- 
losis. 

In  aiiproximately  20  per  cent  of  patients. 
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typical  rheumatoid  arthritis  of  the  peripheral 
joints  co-exists.  This  occurred  in  five  of  this 
group  of  thirty  ca.ses. 

Etiology 

The  etiology  of  rheumatoid  spondylitis  is 
unknown.  31ost  investigators  favor  the  con- 
cept that  it  is  not  a separate  ])athologic  entity 
but  simply  an  exitression  of  rheumatoid  arth- 
ritis as  it  involves  the  spine.  Several  patients 
dated  their  first  symjitoms  to  i>revious  injury, 
but  it  is  probable  that  in  these  ca.ses  trauma 
merely  served  to  call  to  their  attention  a con- 
dition ah'eady  exi.sting.  Focal  infections,  gon- 
orrhea and  emotional  .stress  cannot  be  incrimi- 
nated as  etiological  factors.  Although  brucel- 
losis may  produce  a .sacro-iliac  arthritis,  this 
disease  has  no  relationship  to  rheumatoid 
spondylitis.  A .strong  hereditary  factor  is 
claimed  to  be  ])resent  and  it  is  said  that  the 
familial  incidence  is  almost  100  times  that  of 
the  general  population.-  In  none  of  these 
thirty  cases,  however,  could  a family  hi.story 
of  rheumatoid  siiondylitis  be  elicited. 

IXCIDEXCE 

All  observers  stress  the  preiiondei'ance  of 
rheumatoid  spondylitis  in  males.  In  this  series 
only  one  patient  was  female,  but  due  to  the 
dis])arity  in  the  admission  rates  between  the 
two  sexes  in  a Veterans  Administration  Hos- 
pital, no  valid  conclusion  can  be  drawn  from 
this  observation. 

( )nly  one  of  the  thirty  iiatients  was  a Negro. 
This  ajipears  statistically  significant  since  15 
per  cent  of  admissions  to  this  hospital  are 
Negroes. 

The  vast  majority  of  jiatients  develop  svinji- 
toms  of  rheumatoid  s]mndylitis  during  the 
third  decade.  In  26,  or  86.6  per  cent  of  this 
grouj),  symjjtoms  had  their  on.set  between  the 
ages  of  20  and  30;  in  3.  or  10  per  cent,  they 
occurred  before  the  age  of  20;  and  in  1.  or 
3.3  per  cent,  symptoms  began  after  the  age  of 
30.  The  age  span  in  this  resjiect  was  18  to  34 
years.  These  figures  coincide  with  the  findings 
of  others. 

SiGxs  AXD  Symptoms 

Although  the  pattern  of  symptomatology  in 
rheumatoid  spondylitis  is  fairly  characteristic, 
it  may  vary  depending  on  the  severity  of  the 
disease,  its  duration  and  the  rate  of  progres- 
sion. 

The  onset  is  usually  insidious  and  the  first 
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complaints  aiv  I'clVi’ahlc  to  the  lower  part  of 
the  hack.  Pain  is  tin*  most  li'e(pieiit  presenlin>i 
complaint  and  is  commonly  (h'sci-ihed  as  an 
acli(>.  ( tccasioiially  it  may  he  lancinatin<>  and 
have  a sciatic  disti  ihution.  Ty|)ically  the  |)ain 
vari(>s,  heiiiii  worse  in  the  morniii”,  at  times 
even  awakenin'*  the  ])atient  from  sleep,  and 
tending  to  east*  as  the  day  profii’t'sses  and  ac- 
tivities increase*.  Symptom-tree*  p(*riods  last- 
ing tor  days  may  occur. 

.\s  the*  dis(*as(*  pro”r(*sse“s.  the  |)ain  hecomes 
more*  e*e)iistant  anel  se*\e*re*,  and  the*  patie*nt  nee- 
tie*e*s  ine*re*asiii”  stif't‘ne*ss.  first  eet'  the  lower 
spine*  anel  hiter  eel'  the*  e*ntire*  hack.  Stiffness 
is  se*e*e)nela ry  tee  heeth  mnse*le*  spasm  anel  ae*tii;d 
e)r<>anie*  changes  whie*h  resnlt  in  seeme*  ele*»re>e 
e>r  tixatieen  of  the  jeeints. 

With  further  oxte*nsie)n  e>f  the  elisease*  pre>- 
ce*ss  in  the  linnhar  spine,  this  peertieen  e>f  the 
hae*k  assnme*s  a tlatte*neel  eei-  ‘ ' irenieel-eeut  " ap- 
])e*arane*e  with  h)ss  of  the*  neeinial  liimhai- 
e*nrve.  The*  patient  tenels  tee  lle*x  his  heeely  at 
the*  hips,  the  spine  re*maininj>'  immeehile.  It  he*- 
e*e)me*s  nee*e*ssary  feer  him  tee  sepiat  insteael  e>f 
steeeep  te)  reach  eehjee-ts  at  tleeeer  level.  Others 
e)fte*n  hee-eeme*  eiware  e>f  chan<*es  in  jeeesture  e>r 
meetieni  eef  the  spine  he*fe)re  they  are*  neeticeel  hy 
the*  patient. 

When  the*  e-osteevertehi'al  jeeints  anel  theei-acic 
spine  heceeme  inveelveel.  riyielity  eef  the  theeracic 
e*a,<>e  re*snlts.  There  is  h)ss  e>f  expansieni  e>f  the 
e*ntiie  e*he*st  een  ins])iration,  vital  cai);ie*ity  ele- 
e-reases  ami  respii'atieeii  he*e*e)me*s  entirely  elia- 
|)hra“inatic.  The*  patie*nt  may  he*  a vie*tim  eef 
fre*epient  anel  iecurre*nt  episeeeles  e>f  plenre)- 
pnlmemary  elise*ase  anel  is  a peeeer  risk  feel*  anes- 
the*sia  anel  aheleeminal  eepei'atienis.'’ 

The*  e*e*rvical  s|)ine  usindly  is  last  tee  sinew 
e-han'*e*s.  Kveiitually  the*i-e  is  inability  tee  I'ee- 
tate*  the  he*;iel.  |»roelncin»  a ve*ry  e*harae*teristic 
me)ve*nie*nt  whe*n  the  patie*nt  eittempts  tee  leeeek 
te)  the*  siele*  anel  hae*kwarel  sine*e  the*  e*ntii*e*  teei'se) 
turns  with  the  he*ael. 

Inmdeai'.  theerae-ie*  ami  e-e*i*vie*;il  spine's  are. 
inve)lve*el  in  that  e)iele*r.  Uai'e'ly  is  that  se*epiene*e 
e)f  e*ve*nts  elistnrl)e*el  se>  that  the*  elisease  limits 
itse'lf  te)  the*  e*e*i’vie*al  e)i*  theerae-ie*  s|)ine*s  withe)Ut 
Inmhai’  in ve)lve*ment.  The*  re*ve*i'se  eloe*s  neet  a|)- 
ply  sine*e*  l■heumate)iel  sjeenidylitis  may  suhsiele 
s|)))iitam*e)nsly  e>r  as  the*  result  e)f  the*rai)y  any- 
whe*re  in  its  e-e)urse*  up  the  s|)ine*. 

(o*m*ral  systemie*  sympteems  sm*h  as  wei<iht 


leess,  weakness.  h)w  jrraele  level*,  anorexia  and 
insomni;i  may  eie-e-ur  hut  vary  »:re*atly  iu  the 
inelivielual  e*ase. 

L.\i!e)KA  re)Kv  Sti  diks 

With  the*  exce*|)tie)ii  e)f  the  x-ray  fimlinjfs,  the 
e*rythre)cyte  se*elimentation  rate*  is  the  mei.st 
helpful  ami  ceensistent  laheirateery  aiel  in  the 
elia'iiieisis  e>f  rheumatoiel  sjeeimiylitis.  It  is  ele- 
vate*el  in  appreeximately  SO  per  e*ent  e>f  cases. 
In  this  s*re)Up,  28  e>f  the  80  jeatients  (77  per 
ce*nt)  manife'steel  elevateel  .seelimentatiein  rates. 
In  the  entire*  se*ries  it  varieel  freim  a 8 milli- 
mete*r  te>  105  millimeter  fall  in  eine  lu)Ui*  (top 
neninal  20  millimete*rs.  Weste*r»:re*n  metheiel). 
with  an  avera<*e  elreep  of  4S  millimeters.  A 
meeelerate*  hypeichreemic  anemia  may  he  jire'sent. 

Re)KXTe;i:xoe;KAi’MK*  Fkati  uks 

The  chan‘*:e*s  e)ii  x-ray  are  the  meist  valuable 
fimlinys  in  establish inj*:  the  elia<*ne)sis  e>f  rheu- 
mateiiel  speimlylitis.  It  is  im|)e)itant  to  hear  in 
miml.  he)wever.  that  elefinite  sympteims,  jieisi- 
tive  physie-al  finelinjis  anel  elevatiein  of  the 
seelimentatie)!!  rate  may  he*  jiresent  he'tore 
structural  changes  can  he*  m)te*el  hy  x-ray. 

Almeist  invariably  the  first  chan<*:e*s  are 
ne)teel  in  the  sae*re)-iliac  jeiints  ami  are  bilat- 
eral. ( >n  the  basis  eif  the  i-oentfreimjiraphic 
fimlin^s,  patients  may  he*  elivieleel  intei  three 
iire)Ups : 

(ire)up  I — early  — (i  e*a.ses.  X-ray  chan«:es 
are  limiteel  te)  the  sacre)-iliac  jeiints.  There  is 
h)ss  e)f  elefiintie)!!  e>f  the  je)int  s|)ae-e,  elescrilunl 
:is  hazy  eer  “ >>:re)uml-silass " in  ap[)earance.  Al- 
the)Uiih  there*  are  ne)  e*han«>:e*s  in  the  vertebral 
he)elie*s.  a h)ss  in  the  mermal  lumbar  ciwve* 
may  he*  ne)te*el. 

Ore)U])  II  -meeelerately  aelvanceei — 14  case*s. 
The*  x-ray  fimlinijs  in  this  ,*rre)up  ceensist  e>f 
me)ie  rnarkeel  e*han“:)'s  in  the  sacre)-iliac  joints 
asse)ci;ite*el  with  elefinite  a|)e)physe*al  e*han^e*s 
e*s|)e*cially  in  the  liimhai*  spine*.  ( 'ale-ificatieen 
e)f  the*  spinal  li<iaments  may  he*  i)re*se*nt.  The 
sae*ie)-iliac  jeeint  canneit  he  elefineei  anel  may  he 
ce)mple*te*ly  e)hlite*rateel.  Hre)sie)ii  with  re)U*rh- 
e*inui>:  e)f  the  face*ts  eee-curs  in  the  ape)physe*al 
jeeints  ami  the  je)int  space's  he*e*e)mi*  narreiweel. 

(Ire)up  III  — far  aelvane-eel-  10  case's.  This 
jehase*  has  leeiiii'  he*e*n  st isjmat izeel  as  the  char- 
ae*teristie*  pie*tui*e  e)f  chreenie*  i*heumatoiel  speeii- 
elylitis.  There*  is  complete  ankyh)sis  e)f  the 
.sae*re)-iliac  joints  with  meielerate  tee  aelvane-eel 
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calcificatiuii  of  the  paTaveitebral  liji'aments 
and  establishment  of  the  true  “poker  spine’’. 

Diagnosis 

The  (lia<>nosis  in  the  moderately  advanced 
or  advanced  cases  witli  typical  findings  on 
physical  examination  and  x-rays  offers  no 
great  iirohlem. 

I'nless  a high  index  of  suspicion  is  main- 
tained, early  cases  may  be  easily  missed.  In 
this  group  of  jiatients  there  was  an  average 
time  lag  of  3.4  years  between  the  onset  of 
symptoms  and  the  establishment  of  the  diag- 
nosis. In  two  cases  an  eight-year  int(U‘val 
intervened. 

Treatment' 

In  general,  the  thera])y  of  rheumatoid  siion- 
dylitis  may  be  divided  into  four  categories. 

1.  General.  This  includes  measures  design- 
ed to  im])rove  the  patient’s  general  condition. 
Since  weight  loss  and  anemia  are  freipiently 
present,  adeijuate  measures  to  combat  them 
should  be  taken  in  the  form  of  a high  calorie 
diet,  vitamin  acce.ssories  and  hematinic  agents, 
such  as  iron  or  transfusions  of  blood. 

Acetylsalicylic  acid  or  its  related  com- 
pounds are  of  value  in  the  relief  of  pain  and 
in  enabling  the  iiatient  to  obtain  adequate 
rest. 

Removal  of  foci  of  infection,  fever  and  for- 
eign ])rotein  therapy,  vaccines  and  gold  have 
little,  if  any,  place  in  the  therajiy  of  rheuma- 
toid s])ondylitis. 

The  jiatient  should  be  advised  as  to  the  na- 
ture of  his  condition  and  attemiits  made  to 
allay  his  apprehensions  and  fears. 

2.  Orthopedic.  Therapeutic  measures  in 
this  category  are  aimed  ju-imarily  at  the  ])re- 
vention  and  correction  of  ]>ostural  deformities. 
Much  can  ’oe  accomiilished  along  these  lines 
hy  the  use  of  relatively  simjile  iiostural  exer- 
cises if  they  are  carried  out  regularly  and  dili- 
gently by  the  jiatient.  Deej)  breathing  exer- 
cises and  exercises  designed  to  stretch  the 
hamstrings  and  calf  muscles  should  be  done 
several  times  daily.  Frequently  they  are  facili- 
tated by  the  rise  of  heat  in  the  form  of  infra- 
red light  or  a hot  tub  bath  prior  to  the  exer- 
cises. The  importance  of  proper  posture  should 
be  stressed. 

The  patient  with  rheumatoid  s})ondylitis 
should  use  a firm  bed  without  a pillow  under 
the  head.  A soft  pillow  under  the  lumbar  re- 


gion may  help  to  mainlain  the  normal  lumbar 
curve. 

Spinal  braces  should  be  reserved  for  those 
cases  with  more  advanced  deformities  or  where 
the  simpler  measures  outlined  above  have  not 
been  successful  in  jireventing  the  development 
of  deformities.  If  a supiiort  is  necessary,  the 
Taylor  back  brace  with  metal  under-arm 
crutches  has  ])i'oved  most  satisfactory.  At 
times  a simple  sacro-iliac  belt  is  sufficient  to 
control  jiersistent  low  back  pain.  In  some 
cases  of  severe  deformities,  jilaster  half-shells 
may  aid  in  relieving  muscle  spasm  and  ])ain, 
esjiecially  at  night.  .Most  of  the  cases  reported 
here  were  seen  in  consultation  by  an  ortho- 
])cdic  surgeon  for  help  in  diagnosis  and  out- 
lining therapy,  esjiecially  in  the  a])]>lication 
of  splints,  casts,  braces  and  similar  appli- 
ances.* 

I)-tubocurarine  in  oil  and  wax  has  been 
recommended  for  relief  of  muscle  sjia.sm  and 
])ain.*  It  was  used  here  in  one  jiatient  with- 
out benefit.  In  several  cases  of  severe  jiain, 
intravenous  procaine  (4  mgm.  per  kilo,  of 
body  weight)  has  [iroved  helful  for  temporary 
relief. 

3.  Uoentpen  Therapp.  (Consistently  favor- 
able reports  regarding  the  results  of  roentgen 
thera])y  have  a])])eared  in  the  literature  since 
1930.  A large  series  of  cases  has  been  accumu-, 
lated  where  its  value  ap]>ears  undisjmted.  Ap- 
preciable improvement  has  been  noted  in  from 
50  to  90  pel"  cent  of  cases.  A bibliography  on 
this  type  of  therapy  may  lie  found  in  an  ar- 
ticle by  (^ueiw.'' 

The  actual  techniiiue  varies  but  usually  con- 
sists of  a total  of  600  r,  occasionally  800  r, 
given  in  200  r doses  every  two  days  to  each 
area  involved. 

It  cannot  be  determined  as  yet  whether 
roentgen  therapy  actually  alters  the  disease 
process  or  whether  it  simjily  ])roduces  an  anal- 
gesic effect.  The  latter  hypothesis  seems  un- 
likely as  the  improvement  may  last  for  years. 

In  the  event  that  no  imjirovement  takes 
place,  a second  course  of  treatments  may  be 
given  after  a rest  period  of  four  weeks  and 
a third  course  after  another  rest  jieriod  of 
twelve  weeks.  It  is  important  to  remember 
that  the  response  to  x-ray  may  be  delayed  and 

•The  author  is  grateful  to  Doctors  J.  Hunter  Smith 
and  Theodore  B.  Strange  for  their  orthopedic  consultations. 
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maximum  luMU'fits  may  not  occur  lor  several 
wei‘ks. 

Toxic  reactions  ai'c  faii-ly  common  l)ut  usu- 
ally mild.  Nausea,  v()mitin<>’,  anoi-exia,  and 
<>enei'al  malaise  may  In*  ti-ouhlesome  hut  are 
transient.  Leukopeida  may  develop.  Voun*; 
women  should  he  treated  with  less  individual 
and  total  dosa":e  hecause  of  the  possihility  of 
trauma  to  the  ovaries. 

Table  1 shows  the  results  of  ioent<>:en  ther- 
apy in  the  21  patients  who  I'eceived  this  treat- 
ment. Of  the  !)  patients  not  treated  with  x-ray, 
7 wei'e  considered  to  have  advanced  ‘‘hurned- 
out"  disease;  one  patient  refused  therapy; 
and  one  is  still  hosi)italized. 


Hleven  of  the  21  cases  treated  wiUi  x-ray 
showed  moderate  to  marked  henefit  as  mani- 
fested hy  iinpi'ovement  in  subjective  com- 
plaints. objective  findinjrs  on  physical  exami- 
nation and  hy  decrea.se  in  the  .sedimentation 
rate.  \Vei<<:ht  {rain  and  improvement  in  {reneral 
well-l)ein>r  were  consistently  noted.  In  some 
ca.se.s,  re<rarded  as  showii\<r  moderate  improve- 
ment, there  was  persistence  of  some  stiffne.ss 
and,  to  a le.sser  de>rree,  ])ain,  aj)parently  due 
to  ineversihle  chan<res.  When  improvement 
was  considered  .sli<rht  or  e<iuivocal,  therapy 
was  cla.s.sed  as  a failure. 

These  11  cases  have  been  followed  hy  letter 
or  per.sonally  for  i)eriods  up  to  three  years. 


Patient 

■\ge 

s 

r.  5 

Degree 

Tlici'apy 

Remarks 

0-4721 

.52 

2;5 

18 

Advanced 

X-ray 

Xo  improvement;  “burned-out”  case 

0-474S 

20 

2 

71 

Early 

X-ray 

.Marked  relief;  :5-year  follow-up 

0-4S84 

27 

:5 

to 

■Moderate 

X-ray 

.Moderate  imi)rovement;  :5  years 

O-.'jRi.') 

:54 

5 

11 

Early 

X-ray 

.Xo  imi)rovement;  sedimentation  rate  normal 

0-.')247 

2(i 

0 

00 

Advanced 

X-ray 

.Marked  improvement;  2V^  years 

()-.5(>8() 

.‘52 

8 

89 

Moderate 

X-ray 

.Marked  im])rovement;  2 years 

X-044 

20 

7 

.‘52 

Moderate 

X-ray 

Xo  improvement 

\-777 

41 

7 

22 

Advanced 

X-ray 

Xo  im])rovement;  boi-derline  sedimentation  rate 

X-288S 

:54 

4 

Moderate 

X-ray 

Xo  improvement 

X-289(i 

2!) 

0 

:50 

Early 

X-ray 

.Marked  relief;  (i-month  follow-uj) 

X-,2104 

;5.5 

0 

:58 

Moderate 

X-ray 

Marked  relief;  (>-month  follow-u]) 

X-.2708 

24 

1 

1.5 

Early 

X-ray 

Xo  impi'ovement;  normal  sedimentation  rate 

X-44 

2:5 

:5 

105 

Advanced 

X ray 
Cortisone 

Xo  im])rovement  with  X-ray 
Well  maintained  on  cortisone 

X-15!)0 

:5.-5 

!t 

51 

.Moderate 

X-ray 

Corti.sone 

Well  controlled  on  maintenance  cortisone;  this 
was  discontinued  without  relapse  after  X-ray 
therapy. 

.X-1702 

:52 

8 

15 

Moderate 

X-ray 

Cortisone 

.Aloderate  but  only  tempoi-ary  relief  from  X-ray; 
well  maintained  on  75  mgm.  oi'al  corti.sone  daily. 

X-178() 

:54 

8 

00 

.Moderate 

X-ray 

Cortisone 

Moderate  but  only  temporary  relief  from  X-ray; 
well  maintained  on  .50  to  75  mgm.  oral  cortisone 
daily. 

X- 18.50 

.51 

20 

14 

.Advanced 

X-ray 

Corti.sone 

Xo  relief  from  X-ray;  “burned-out”  case; 
moderate  relief  from  corti.sone. 

X-2441 

:52 

8 

105 

.Moderate 

X-ray 

Cortisone 

.Xo  im|)rovemcnt  with  X-ray  oi-  corti.sone 

X-2777 

:5o 

10 

40 

Moderate 

X-ray 

Corti.sone 

.Marked  improvement  with  corti.sone;  subseciuent 
c(|ual  effectiveness  from  X-ray;  cortisone  dis- 
continued. 

x-:r.5i 

27 

8 

00 

Advanced 

X-ray 

Cortisone 

ACTH 

Xo  res])onse  to  X-ray  or  corti.sone;  moderate  im- 
))rovement  while  on  .ACTH. 

X -2:52.5 

2.5 

4 

.50 

.Moderate 

AtTH 
X ray 

.Marked  relief  from  ACTH;  moderate  im])rovement 
with  sid)se(iuent  X-ray. 

o-:5;58o 

2.5 

:5 

98 

-Advanced 

('ortisone 

.Moderate  improvement  with  cortisone;  no  X-ray 
therapy  given. 

X-1.5(i8 

:57 

8 

45 

Moderate 

ACTH 

Cortisone 

.Moderate  imjn'ovement  with  both; 
Keratoderma  blennorrhagicum;  no  X-ray 

Table  I.  Results  of  Roentgen  and  Steioid  Tlieiapy  in  Rheumatoid  S])ond>  litis. 
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Nine  have  maintained  their  im])r()vement  after 
I'oento'en  thei'a])y.  Two  patients  who  rela})sed 
after  one  and  one  and  a lialf  years  subse- 
(piently  res])onded  well  to  cortisone. 

Of  the  ten  patients  in  wliom  x-ray  treatment 
was  considered  a failure,  two  (0-4721,  N-1850) 
were  advanced,  probably  “bui'iied-out"’,  cases 
of  20  and  25  years'  duration  and  with  normal 
sedimentation  rates.  One  of  these  (X-1850) 
was  maintained  subsecpiently  on  cortisone 
with  moderate  im])rovement.  No  ex])lanation 
is  available  for  the  failure  of  resi)onse  in  the 
other  8 cases,  although  oidy  one  in  this  group 
received  moi'e  than  one  course  of  therapy. 

4.  I'rcafment  with  cortisone  and  corticotro- 
pin)! {A('TH  ] : In  the  ever-increa.sing  volume 
of  literature  concerning  the  use  of  the.se  ste- 
roid hoi'inones,  rheumatoid  spondylitis  has 
been  included  among  the  diseases  which  re- 
spond favorably  to  their  use.  The  mechanism 
of  their  action  is  unknown.  The  improvement 
produced  is  temporary,  lasting  only  during 
the  ])eriod  of  administration  or  for  a shorf 
time  thereafter. 

Cortisone  was  administered  in  do.ses  of  100 
mgm.  every  8 hours  for  3 doses,  then  every  12 
hours  for  2 doses  and  100  mgm.  daily  there- 
after. The  daily  dosage  was  gradually  de- 
ci'eased  in  25  mgm.  amounts  until  the  lowest 
•satisfactory  maintenance  dose  was  established. 
Oral  coi’tisone  was  used  for  maintenance  after 
discharge  from  the  hos])ital  and  found  to  be 
e(}ually  effective  in  dosage  ecpiivalent  to  the 
parenteral  preparation. 

ACTIl  was  administered  in  25  mgm.  do.ses 
every  0 hours.  It  was  then  tapered  off  by  5 
mgm.  amounts  every  4 to  5 days  until  discon- 
tinued. 

Body  weight  and  blood  pressure  were 
checked  daily  and  urinalyses,  complete  blood 
counts,  blood  urea  nitrogen,  serum  proteins 
and  electrocardiograms  were  obtained  twice 
weekly.  No  untoward  effects  were  noted  in 
this  group  of  patients. 

Table  I .shows  the  results  of  thera])y  with 
these  preparations.  Bleven  of  the  30  ])atients 
were  so  treated,  8 with  cortisone  alone,  one 
with  ACTIl  alone  and  2 with  both.  Two  pa- 
tients (N-2441,  N-3151  ) showed  no  improve- 
ment with  cortisone.  Neither  of  these  received 
more  than  100  mgm.  daily  and  it  is  possible 


that  a favorable  lesponse  might  have  been  ob- 
tained with  largei'  doses.  Bosinophile  counts 
were  not  done  routinely.  It  is  iideresting  to 
note  that  neither  of  these  patients  had  had  a 
satisfactory  i-es]jonse  to  x-i'ay  thera])y  given 
])rio]'  to  cortisone. 

Six  patients  have  obtained  inoderate  to 
marked  improvement  on  maintenance  corti- 
sone in  doses  of  50-100  mgm.  daily.  Four  of 
these  (N-44,  N-1702,  N-178(i,  N-1850)  have 
been  controlled  in  comfort  for  periods  of  (1  to 
12  months.  Two  of  these  (N-17()2,  N-178(i)  had 
])i'eviously  rela])sed  from  x-i‘ay  treatment. 

In  patients  N-1590  and  N-2777,  cortisone 
was  di.scontinued  without  relapse  of  .symp- 
toms after  a course  of  i-oentgen  thera|>y. 

The  one  case  (N-2325)  treated  with  ACTIl 
and  sub.se(|uently  with  x-ray  obtained  greater 
relief  from  the  foianer. 

Included  in  this  .series  is  a j)atieid  with 
keratoderma  blennorrhagicum  (N-15(18)  who 
had  moderately  advaneed  rheumatoid  spondy- 
litis of  8 years'  duration.  Dui-ing  ACTIl  and 
corti.sone  therapy  of  fhe  keratoderma,  the 
si)ondylitis  showed  temi)orary  improvement. 

It  is  to  be  stressed  that  the  final  word  in  the 
i;se  of  these  steroids  has  not  been  written. 
Their  use  in  rheumatoid  .s])ondylitis  .should  be 
i'e.stri(‘ted  to  those  cases  where  roentgen  ther- 
a])y  has  failed,  and  where  there  is  progres- 
sively severe  defoianity  and  discomfort.  The 
])atient  should  be  made  aware  of  the  limita- 
tions of  the  therai)y  as  to  expense,  temporary 
nature  of  their  action  and  their  ])otential 
hazards. 

Summary 

Thirty  cases  of  rheumatoid  spondylitis  ob- 
■served  in  a three-yeai'  period  have  been  ]>re- 
sented  with  a di.scussion  of  the  clinical  and 
therapeutic  aspects  of  this  disease. 

The  importance  of  eai'ly  diagnosis  and  x-ray 
therapy  is  .stressed.  Eleven  of  21  cases  so 
treated  showed  moderate  to  marked  impi-ove- 
ment. 

ACTIl  and  cortisone  produced  tem])orary 
improvement  in  9 of  11  ca.ses  .so  treated.  Oral 
cortisone  therapy  has  been  effective  in  main- 
taining impi-ovement  in  4 patients  for  periods 
uj)  to  12  months.  The  limitations  of  treatment 
with  the  steroid  hormones  are  em])hasized. 
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CLINICAL 

ELECTROENCEPHALOGRAPHY 

S.WKORi)  (!.  Kotid,  -M.  I).* 
\Vilniiii‘*t()ii,  l)(“l. 

ill  1M2!)  Tilt*  work  of  Hans  Ht‘i'>:(M-  of  •Iona 
first  Oil  1110  to  soiontifio  attontion  (lonionstratinsj 
llio  tlion  (lisputod  lull  now  univorsally  ao- 
eoptoil  fact  that  llio  lininan  brain  is  jHissossotl 
of  a liiythinioal  olootrioal  boat  and  that  its 
various  anatoinioal  sub-divisions  i>;ivo  a fairly 
distinotiv(‘  bilatorally  syininotrioal  paltorn 
wlion  rooordthl  on  tlio  oloot roonooplialoy:rain. 
Tlio  initial  stunibling'  lilook  was  tin*  fact  that 
olootronio  o(pii])inont  was  not  sutfioiontly  ad- 
vjinood  thou  to  fully  utilizo  this  knowlod^o, 
sinoo  ail  aniplifioation  of  about  one  hundrod 
inillion  times  is  noodod  to  ])rovido  suitable 
traoiiii>s.  With  the  furthorinu'  of  o(|uii)inont 
devolopniont  to  its  jirt'sent  state  of  rofineniont. 
it  is  now  iiossiblo  for  us  to  take  an  olootrioal 
])otontial  of  about  l/lOOtli  that  of  the  lioart 
and  by  siiitalilo  amiilifioation  obtain  jiarallel 
traoiniis  on  a oontinuoiis  paper  .strip  revealing 
the  (dootrioal  activity  of  the  brain  cells  undor- 
lyiii”'  the  area  whore  the  olootrode  is  attached 
to  the  scalp,  and  by  moans  of  intorpretin<r 
tlio.se  traoiii,<*;s  obtain  much  information  re- 
liardiiiit  the  oondition  of  the  oorobral  ti.ssuo. 
All  of  this  is  .soniowliat  analauoiis  to  olootro- 
oariliosiraphy,  in  which  by  moans  of  suitably 
spaced  olootrodos,  the  olootrioal  activity  of  the 
heart  is  outlined  on  a pa]x“r  strip  in  the  form 
of  continuous  waves. 

()ur  toohniquo  at  the  Veterans  llos|)ital  in 
Wilniin<rton  is  to  attach  with  collodion  small 
metallic  electrodes  to  the  seal]).  In  the  usual 
1 eeordiii't.  these  overlay  the  frontal,  parietal. 
oeei|>ital,  and  temporal  areas.  The  machine  is 
then  started  and  a eontinuous  traein*>:  is  taken 
on  reeordinit  paper  until  we  feel  we  have 
eiiousth  information  to  enable  a dia":nosis  to 

•Chief,  Neuro-psychiatric  Service,  V.  A.  Hospital. 


be  formulated.  Naturally,  trained  personnel 
and  eipiipment  are  reipiired. 

With  KKHs  |)erformed  by  various  workers 
ill  the  fi(*ld  on  a lar>te  itroui)  of  individuals 
and  their  sub.seipieiit  statistical  analyses,  we 
have  developed  certain  criteria  for  elassifiea- 
tion  of  lh(“.se  records  as  normal  and  abnormal, 
with  a further  breakdown  of  the  abnormals 
to  elinieally  correlated  iiatterns.  It  is  in  this 
ai'ca  that  the  KK(J  becomes  useful.  allowin<r 
us  to  dia>rnos(‘  |»roblems  of  brain  tissue  fime- 
tioii.  comparable  ao;;iin  to  the  relationship  be- 
tween the  eleetroeardioitram  and  cardiac  path- 
olo>>y. 

Since  obviously  the  brain  tissue  is  always 
in  a state  of  physiolojrieal  alteration,  the  re- 
eordino's  demonstrate  continuous  ehaiifies. 
varyin<i  in  a normal  pei-son  aeeordin«r  to  the 
dcitree  of  wakefulne.ss  and  attention  paid  to 
external  surroundinjis,  ehan>;es  of  blood  su<rar. 
fati«nie,  oxytren  tension,  etc.  If  these  eleetro- 
jihysioloirieal  conditions  are  abnormal,  they 
are  shown  in  the  traeiii”:,  since  in  essence  it  is 
only  a rejiroduetioii  of  the  cerebral  electrical 
currents.  Thus  an  abnormal  traeintr  in  an 
ejiileptic  condition  does  not  nece.ssarily  indi- 
cate structural  disease  within  the  brain  but 
does  show  that  the  electro-physiological  state 
is  abnormal. 

Some  of  the  conditions  in  which  electroeii- 
ceiihalo^rams  prove  clinically  valuable  are 
brain  tumoi-s.  developmental  defects,  and  va.s- 
eiilar  h‘sions  as  cerebral  embolism,  hemor- 
rhatte.  or  thrombosis.  In  traumatic  conditions 
to  which  all  of  us  are  becomin<i  increasintrly 
ex|)osed  in  a profe.ssional  sense,  .serial  tracintrs 
are  of  inestimable  value  in  allowiii”:  us  to  ob- 
tain an  id(‘a  of  the  extmit  of  dama<re.  jiroffuo- 
sis,  and  the  possibilities  of  seizure  develoi»- 
ment  eventually  oecurriiii;.  Peculiarly  enou<rh. 
the  usual  |iost -concussion  .syndromes  which  we 
encounter,  with  a multiplicity  of  complaints 
followinii  the  initial  trauma  do  not  usually  re- 
veal any  traein<t  abnormalities.  Thus  reinforc- 
ing: in  a semse.  a *:ood  deal  of  jiresent  feelin*: 
that  the  headaches,  etc.,  which  are  complained 
of  post-traumatically  are  based  on  jisycho- 
itenic  causes.  Hpilepsy  and  the  pro<rress  made 
in  the  study  of  this  convulsive  disea.se  owe  a 
iireat  deal  to  (deetroeiicephalo>rraphy.  The 
various  epileptic  classifications  usually  have 


March,  195'^ 


Delaware  State  Medicai,  .Jourxai. 


tlieiv  own  (.'liaracteristically  alRiormal  electro- 
encephalooTam  and  often  allow  us  to  differ- 
entiate this  condition  from  others,  such  as 
tumor,  trauma,  hysteria,  etc.  Diffuse  diseases 
of  the  cerebral  tissue,  such  as  toxic  states,  both 
endogenous  and  exogenous  affect  the  function- 
ing cell  and  consecjuently  furnish  us  with  trac- 
ings varying  from  those  which  are  considered 
normal. 

The  following  case  history  will  clearly  show 
the  value  of  electj'oencephalographic  studies 
on  conditions,  whose  diagnosis  would  othei'- 
wise  remain  obseiu’e. 

Case  1 

A twenty-nine  year  old  male  was  admitted 
July,  1951,  with  a com]daint  of  “attacks  of 
unconsciousne,ss  for  the  past  year."  The  pa- 
tient .stated  he  had  three  severe  attacks  dur- 
ing his  work  at  a mill  in  the  last  year.  These 
ei>isodes  were  preceded  by  “a  brief  feeling  of 
light-headedness.  “ He  has  no  memory  for  the 
attack  and  does  not  know  from  reports  of  ob- 
servers whether  he  had  twitching,  convulsions, 
or  foaming  at  the  mouth.  He  cut  his  tongue 
on  one  occasion  and  struck  his  head  on  ajiother. 
He  had  been  hospitalized  last  year,  skull 
x-rays  were  taken  l)ut  nothing  was  found.  He 
stated  “People  tell  me  1 try  to  fight  during 
these  spells  but  I have  no  memory  of  it.” 
Thei’e  was  no  loss  of  bowel  or  bladder  control 
during  these  ejnsodes.  The  family  history  is 
iiegative  for  epilep.sy.  Physical  examination 
was  essentially  negative  with  no  .significant 
neurological  findings  i)resent.  Laboratory  ex- 
aminations, including  spinal  fluid  studies  were 
all  within  normal  limits.  In  view  of  the  pa- 
tient's repeated  seizures  with  onset  at  the  age 
of  28  and  no  history  of  head  trauma,  it  was 
felt  that  further  examination  was  warranted, 
and  an  electroencephalogram  was  performed. 
This  was  consistent  with  a diagnosis  of  epi- 
lepsy, grand-mal  type.  With  the  positive  elec- 
troencephalograph findings  obtained  and  in 
view  of  the  other  factors  it  was  felt  a pneu- 
moencephalogram was  warranted.  This  did  not 
reveal  any  pathology.  A discharge  diagnofsis 
of  epilepsy,  grand-mal,  idiopathic  type,  was 
made  and  the  patient  put  on  suppressive  medi- 
cation. A follow-u])  electroencephalogram  done 


aftei'  four  mouths  of  medication,  dui'iiig  which 
time  th('  patient  was  sym[)tom  fi'ce.  have  not 
shown  sn  abnoi  inal  a i»attern. 


l.eft  Frontal 

l .‘'v 

Rirht  Frontal 


Left  Temporal  a * 

Sirfct  Temporal  , 

Left  Parietal  | 


Cardiac 

— r 


T 


M H(  i 1 XTERPRETATION 

This  LI'KI  shows  fi'eipient  i.solated  spikes, 
maiidy  in  the  left  temporal  area  with  sinne 
s|)i'cad,  both  anteriorly  and  posteiiorly.  A car- 
diac lead  was  used  to  rule  out  the  possibility 
of  this  spiking  activity  being  considered  as  an 
artefact.  This  KM(i  is  consistent  with  a diag- 
nosis of  (irand-nial  epilepsy. 

The  electroencephalogram  has  not  been  of 
much  help  in  the  pure  psychiatric  conditions, 
such  as  the  psychoses  and  psychoneuroses,  based 
as  they  usually  are  on  p.sychogenic  factors. 
The  electroence])halogram  is  u.seful  in  a nega- 
tive way,  however,  in  that  it  does  help  us  to 
rule  out  organic  causes  for  the  above  diseases. 

As  we  progress,  the  present  wide  value  of 
the  EECi  will  undoubtedly  increase.  As  we 
are  at  this  moment,  it  is  already  an  indispens- 
able instrument  in  our  coni2)lete  and  pains- 
taking ])atient  care.  Indeed,  a patient  with 
any  form  of  cerebral  complaint  cannot  be  said 
to  have  received  adecjuate  study  if  the  diag- 
nostic value  of  the  EEG  is  not  used  when  in- 
dicated in  conjunction  with  whatever  else 
we  do. 


Tli 


1 )KI.A\V AKK  Statk  Mkdicai.  .Ioi  knai, 


.Maucm.  19")2 


D.  A.  M.-A.  A.  G.  P.  SYMPOSIUM 

Tlio  1 )(“la\v:ir(*  Academy  of  Medicine  is  pu*- 
sentiii”  a Symposiimi  on  ()l)stc1rics  and  ( ffl'ice 
( IynccoIo"y  to  1k‘  licid  in  tin*  Acatlciny  of 
Medicine  r.nildin>>',  Wilininuton.  in  April, 
May.  and  early  dune,  19d2.  'I'lie  s|»eakeis  will 
he  \Vilinin<»t(»n  obstetricians  and  <iynee()lo«:ists, 
and  at  (‘aeh  session  time  will  he  allowed  for 
open  discussion  and  (piestions  to  the  spt'akei's 
and  to  a pamd.  All  meetin<js  will  start  prompt- 
ly at  S:0()  I>.  .M. 

This  symposium  is  eo-sponsored  l)_v  the 
Delaware  (’liaptcu-  of  American  Academy  of 
(Jenci'al  Practice,  and  is  open  to  all  interested 
physicians,  residents  and  inteins.  P.ecause  of 
the  interest  already  dis|)l;iyed  the  |)ro‘>ram 
will  he  presented  in  its  entirety  on  both  Wed- 
nesday and  Thurstlay  nights  as  indicjited. 
Thursday,  April  10  and  Wednesday,  April  IB,  19.')2; 

A.  Prenatal  care,  including  Uh  factor.  Dr.  Wil- 
lard Preston; 

It.  Fundamentals  of  clinical  pelvimetrj'.  Dr.  An- 
drew (lehret; 

C.  Difficulties  freiiuently  encountered  during 
labor.  Dr.  O.  X.  Stern. 

Wednesday,  .April  2.‘5  and  Thursday,  April  24: 

.A.  .Aledical  complic-ations  of  i>regnancy.  Dr. 
Thomas  Pennock; 

li.  X'ewer  concepts  of  to.xemia  of  early  i)reg- 
nancy.  Dr.  Isadore  Slovin; 

C.  Pre-eclampsia  ;md  eclampsia.  Dr.  (leorge  Gar- 
rison. 

Wednesday,  .Ajiril  20  and  Thursday,  .May  S: 

.A.  P.leefling  in  earl\'  pregnancy.  Dr.  .Junius  Giles; 
It.  P.leeding  in  kite  pregnanev’.  Dr.  Iticliard 
Ihiyden; 

C.  .Analgesia,  anesthesia,  and  fetal  resuscitjition, 
Drs.  Richard  .Mien  and  Stanle\  Hassler. 

Wednesday,  .Ma\  7 and  Thursda>,  .May  1.7 

A.  Pelvii-  examination  tmd  eviduation.  Dr.  .Allen 
Seeger; 

It.  A'ulvitis,  vaginitis  and  jiruritus  ani.  Dr.  Phyl- 
lis Gallaliei" 

Diseases  of  tlie  cervig  uteri.  Dr.  Sylvester 
Rennie. 

Wednesday,  .Ma_\  21  tind  Thurstkiy,  .M;iy  22; 

•A.  Dysmenorrhoeti,  Dr.  .Morton  Keyser; 

H.  I’terine  maliiositions,  including  prolapse.  Dr. 
.Stevens-Young; 

C.  The  climacteric.  Dr.  William  Gallaher. 


Wednesday,  .June  4 and  Tlnirsday,  .June  5: 

Odiopathic  utei  ine  lileeding.  Dr.  Itakoff  (.Jeffer- 
son .Medical  College) 

There  will  he  a legist r;it ion  fee  of  .$3.(10 
for  those  jihysieians  who  art*  not  memht*rs  of 
the  Delawtire  Aeiidemy  of  Medieine.  For  fui‘- 
ther  inforimition  tiddress  the  Dehiware  Aca- 
demy of  Medicine,  Lovei  ing  and  Fnion  Sts.. 
Wilmington,  I )el;iw;ire. 


Teachers,  Like  Doefors,  Find  FSA 
Troublesome 

The  nation's  educatoi's,  like  the  doctors,  are 
finding  Mr.  Fwing's  Federal  Sectirity  Agency 
a pain  in  the  neck. 

An  Inditinapolis  teacher.  Fr<mk  lliimilton. 
who  sja'iit  a year  in  Britain  as  tin  e.xchange 
teacher  tinder  the  Ftilhright  Act,  Inis  been 
“warned"  because  he  came  home  to  tell  Amer- 
ietiiis  that  socialism  in  Kngland  is  mert*ly 
“doctored  up  eommtinism."  Hamilton  ex- 
pit'ssed  his  views  in  lectures  ;ind  newsiiaper 
interviews. 

“Fwing,"  said  the  Chictigo  Tribune,  “hail 
one  of  his  fat  hoys,  -I.  Iltirold  ( Joldthoi])e,  of 
the  FS.\  office  of  eilueation,  write  Hamilton 
threatening  that  :i  continuation  of  the  teach- 
er's expressions  wotild  result  in  cutting  off 
opporlunitit's  for  Indiancijiolis  teachers  to  re- 
ceive Ftilhright  .junkets  to  Furoiie. " 

“When  this  (FSA)  outfit,"  said  the  edi- 
torial, “arrogates  to  itself  the  authority  to 
circtimscrihe  the  t>xereist*  of  free  speech,  it 
ma.v  well  ht*  womh*red  what  liberty  of  expres- 
sion it  would  p(*rmit  tt'iiehers  to  retiiin  if  it 
(‘V(*r  succt*eded  in  its  ambition  of  obtaining 
control  over  the  juihlie  school  s.vstt'iii  of  the 
Fnited  States." 

•\.MA  St*eretary's  Letter,  Feb.  (i, 


.\  “new  FSO"  was  horn  -lanuarv  31,  IfJol. 
Like  its  World  War  II  |iredecessor,  it  is  called 
FMTFd)  SKIx’VK'K  niBi  ANIZATIONS. 
INF.  It  gives  service,  travel  aiil,  and  coun- 
■selling  to  st'rvieemen  and  their  fjimilies,  will 
operate  programs  for  defen.se  workers,  ami 
will  proviile  entertainment  for  servicemen 
though  FSO-('amp  Shows. 
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Pr  I N c'l  I ’Lp:s — N ( )T  Pr  I X ( ' 1 1 ’a  i „s 

Now  tliat  the  C'ity  Solicitor  of  Wilniiii>*ton 
has  ruled  that  the  ])roinotion  of  two  eni])loy- 
ees  of  the  \Vilmin«>tou  Health  I )ei)artnuuit  by 
the  Wilmiuoton  Board  of  Health  rather  than 
on  the  nomijiation  of  the  Health  roniniissioner 
is  legal  and  valid,  what  next?  At  its  meeting 
a couple  of  nights  ago  the  County  .Medical 
Society  adopted  unanimously  this  resolution  : 

“In  the  event  that  the  city  solicitor  either 
continues  to  delay  making  a ruling,  or  rules 
that  the  Board  of  Health  was  within  its  rights 
in  appointing  a ])rofessional  employe  of  the 
Board  to  a new  position  over  the  objection  and 
])rotest  of  the  health  commissioner,  I move 
that  the  officers  of  the  New  Castle  County 
Medical  Society  be  directed  to  instruct  our 
attorney  to  take  such  measures  as  are  neces- 
sary to  obtain  a ruling  from  the  city  solicitor 


or  a judicial  review  of  the  ndiiig  of  the  city 
solicitor. ' ’ 

A])parently  the  next  move  is  uj)  to  the  iMed- 
ical  Society,  and  will  of  cour.se  dei)end  upon 
the  advice  given  it  by  its  attorney.  He  may 
agi'ee  with  the  lengthy  and  .seendngly  well- 
documented  decision  of  the  City  Solicitor,  in 
which  case  the  idea  of  a court  determination 
of  the  matter  may  be  abandoned.  If,  on  the 
otluM'  hand,  he  disagrees  with  the  City  Sol- 
icitor, a court  review  of  the  matter  may  well 
be  in  order. 

Regrettable  as  are  the  two  ])i'ofessional  re- 
signations from  the  Board,  the  Medical  So- 
ciety is  not  concerned  piimarily  with  their 
]»ublic  health  careers;  it  is  concerned  not  with 
personalities,  with  principals,  but  with  ideas 
of  I'ight  and  wi'ong,  with  principles. 

Pending  the  future  course  of  action,  it 
should  be  stated  that  all  that  the  medical  men 
want  is  the  toj)  assurance  that  things  are  be- 
ing done  according  to  law  and  not  according 
to  whim,  no  mattei'  whose;  that  the  immediate 
coidrol  of  public  health  matters  re.sts  with 
medical  men  and  not  with  laymen;  and  that 
the  putrid  ]>aws  of  politics,  if  they  be  messed 
up  in  our  public  health  administration,  be 
pulled  out  and  kept  out!  Public  health  and 
politics  don 't  mix  ! 


A (loon  Doctor  Is  a Hood  Hittzex 
The  physician  who  consistently  fails  to  at- 
tend hos])ital  .staff  meetings,  oi-  who  takes  no 
active  part  in  the  affairs  of  his  .Medical  Soci- 
ety, is  hardly  in  a good  i>o.sitiou  to  criticize 
either  the  hospital  or  the  Medical  Society.  By 
failing  to  make  his  voice  heard,  he  must  share 
the  blame  for  any  faults,  failures  or  defi- 
ciencies. 

Likewise,  the  physician  who  fails  to  rcpi.sfcr 
and  vote  is  not  in  a good  i)ositiou  to  complain 
about  corruption,  taxes  or  governmental  ])oli 
cies  which  he  finds  obnoxious.  By  failing  to 
fulfill  one  of  the  vital  duties  of  citizen.ship,  he 
must  .share  the  blame  for  any  black  spots  in 
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tlif  afViiirs  of  tin*  comnimiity,  flu*  state  oi-  the 
nation. 

The  ri^ht  to  nifisUr  and  rote,  which  is  l)oth 
a |)i  iviletre  and  a duty  in  a nation  of  free  men. 
was  never  more  important  llian  it  is  ri*>:ht  now. 
h'uiulamental  i.ssues  wliicli  transcend  the  usual 
party  i>olitics.  and  which  will  affect  the  future 
of  every  American,  call  for  a clear-cut  de- 
cision hy  the  entire  votin**-  population.  I>e 
sure  that  you  play  your  rightful  part  in  that 
historic  American  decision. 

'I'o  lx*  a ji'ood  doctor — first  he  a i»(iod  citizen. 
liefiister  and  then  \'ote.  And  of  etiual  imi)or- 
tance,  sec*  that  yoin'  family  do(*s  likewise*. 


Most  ra|)id  ofowth  of  the  Community  Chest 
i(l(*a  has  been  in  the  last  decade  with  a 100 
per  cent  increase  in  both  the  number  of  cities 
conductiu"-  Wed  Feather  cam|)ai<>’ns  and  the 
total  amount  of  money  raised. 

.Milwaukee.  Wis.,  and  Pittsbiir<ih,  Pa., 
established  ('ouncils  of  Social  A<>:encit*s  in  190!) 
for  united  planning’  of  cotnmunity  health  and 
welfare*  .service's.  There  are*  now  over  400 
Councils  in  the  Fniteel  States. 

The*  first  united  fund-raisin«:  campai<rn  to 
be*  held  in  the  I’nited  State's  was  conducte*el  in 
1SS7  by  the*  Associate*d  ('harities  in  Denver, 
Colorado,  the*  forerunner  of  the  Denver  Com- 
munity Che*st.  It  ine-luded  2d  health  and  wel- 
fare se*rvie‘e*s. 

In  19 Id,  Cleveland,  < )hio,  established  the 
fir.st  united  fund-raisino;  campai«>:n  to  include 
both  budfretin**-  and  ])lannino-  feu’  he*alth  and 
welfare*  services. 

‘‘The*  se-arce*  commodities  in  a defense  ef- 
foit  are*  the  time*,  the*  effort,  the  blood,  the 
mone*y,  the*  tah'iits  of  pe*ople",  says  .Mrs.  (’.  If. 
li.  Pennoe*k,  e-haii'inan.  National  Advisoiw  Com- 
mitte*(*  on  Citizen  Partieijeat ion.  Community 
Chests  and  Councils  of  Amerie*a,  Ine*oi  i)orated. 
and  the  National  Social  Welfare*  Asse*mbly. 

The  Pennsylvania  Hospital  in  Philadelphia, 
e*stablishe*d  in  17d2,  was  the*  first  hospital  in 
the*  Cnite'd  State's.  The*  corne'istone  was  laid 
by  Benjamin  l*'i'anklin.  It  is  mtw  a Ued 
I-'eathei-  servie*e*  of  the*  Community  Che*st  of 
Philade*lphia. 


MISCELLANEOUS 
P.  R.  Program,  1952 

A me*e*tin‘i  of  the*  Me*ilie-al  Sei  vice*  and  Pub- 
lic* I\e*Iatioiis  Committe*e*  of  the*  Medical  Society 
of  Dc'laware*  was  he*lel  on  February  24.  19.V2. 

The*  followiii”^  plan  was  adopted: 

(1)  To  ui.sje*  all  me*nd)e*rs  and  their  families 
to  ie*»:iste*r  and  vote,  and  the*y  in  turn  try  to 
inte*re*st  theii*  friends  and  patients  to  do  the 
same*.  re*sra rdh'ss  of  jeolitie-al  affiliation. 

(2)  Fr<>:e*  leaeleis  of  both  major  i)artie*s  to 
e*le*e-t  de*Ie,*;ate*s  to  their  re'spective  conventions 
who  aie*  opposed  to  socialism  and  socialized 
medicine.  This  should  be*  done  on  the  local 
level. 

(2)  IT'^e  all  members  to  join  civic,  social, 
and  chure*h  orsfanizations,  and  to  |)articipate 
actively  in  their  projects. 

(4 1 Fr<>:e*  membeis  to  join  the  Delaware* 
Chamber  of  Commeire  or  at  least  the*ii'  local 
Chand)e*rs  of  Commerc*e.  To  show  appre'cia- 
tion  for  what  the  National  Chambe*r  of  Com- 
mei  ce  is  doin«:  foi*  us. 

(5)  Fisje  each  County  Society  to  set  up  a 
plan  for  takin<>:  care  of  emertjeucy  work,  holi- 
days and  Sundays.  The  doctor  to  make  sure* 
if  away  or  not  available  foi*  any  reason,  that 
the*  |)atie*nts  are  adeepiately  e-overed. 

(ti)  Frire  each  County  Society  to  set  up  a 
(liie*vaue*e  ('ommittee  to  handle  all  cases  in 
their  I'c'spective  counties.  If  they  are  unable* 
to  properly  elis|)o.se*  of  the*  complaints,  refer 
to  the  State*  Crie*vaue*e*  Boai'd. 


YOUR  VOTE 


CAN  HELP  MAKE  HISTORY 


BUT  NOT  UNLESS 


YOU’VE  REGISTERED! 
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DWINDLING  RESOURCES 

In  tlie  swift  development  ot  cui'rent  world 
events  the  citizen-taxpayer  is  aware  of  va«ue 
menaces  in  the  futuie  amid  the  more  active 
assaidts  upon  his  present  way  ot  life.  Perha])s 
j)rofe.ssional  men  and  women  feel  this  nneasi- 
ne.ss  to  a greater  extent  than  others,  and  more 
particularly  doctors  of  medicine,  since  many 
of  these  events  of  the  last  fifty  years  have  now 
he<>un  to  affect  their  profe.s.sional  associations, 
their  i>ractices,  and  their  status  in  the  com- 
munity. The  i-ealization  is  growino-  apace  that 
the  concei)t  ot  the  “American  way  ot  life”  is 
undergoing  change. 

Beneath  all  its  specific,  detailed  components  is 
the  single  comprehensive  idea  of  ))ersonal  liberty, 
of  individual  opportunity,  of  room  for  the  expan- 
sion of  each  person's  activities  and  thoughts  and 
the  winning  of  his  rewards  to  the  limit  of  his 
capacity.  Included  also  by  many  persons  who 
envisage  this  American  way  of  life  are  the  ideas 
of  decency,  of  friendliness,  of  neighborliness,  and 
even  of  certain  spiritual  qualities  flourishing  in 
a land  of  economic  abundance  as  well  as  of  scenic 
acceptability.! 

The  student  of  history  is  aware  of  the  extra- 
ordinary growth  of  European  ])opulations 
from  1800  to  1914  and  of  the  more  recent  ex- 
jtan.sion  of  the  A.siatic  peoples.  IMere  poi)ula- 
tion  ])ressure  has  engendered  severe  economic 
and  political  problems  affecting  the  manner 
and  standards  of  living  of  many  millions  of 
|)ersons.  Such  rapid  increa.se  in  iiopulations 
has  meant  that  “heap  after  heap  of  human 
beings  have  been  dumped  on  the  historic  scene 
at  such  an  accelerated  rate  that  it  has  been 
difficult  to  saturate  them  with  traditional  cul- 
ture ...  In  the  schools  ...  it  has  been  imims- 
sible  to  do  more  than  instruct  the  masses  in 
the  technic  of  modern  life ; it  has  been  found 
im])ossible  to  educate  them  . . 

But  an  iinjiartial  observer  cannot  fail  to 
have  noted  a growing  resurgence  of  national- 
i.sm  that  has  risen  before,  during,  and  since 
the  close  of  World  War  11  and  which  cannot 
fail  to  have  world-wide  signiticance.  Events 
in  Europe  and  Asia,  in  the  middle  East,  and 
elsewhere  are  exerting  influences  upon  our  na- 
tional economy  and  our  way  of  life  that  al- 
ready have  committed  our  resources  and  pro- 

1 Editorial:  New  England  J.  Med.  24(i:  96  (Jan.  17)  1952. 

2 Revolt  of  the  Masses.  New  York  City,  W.  W.  Norton 
Co.,  1932. 


ductive  cajiacity  to  a heavy  .strain  and  our 
citizen-tax])ayers  to  previously  unheard  of 
“peacetime"  taxation.  The  rise  of  socialism  in 
many  parts  of  the  world  seems  to  be  the  fumb- 
ling attem])t  of  peoples  to  ad.just  their  eco- 
nomies to  dwindling  resources,  both  material 
and  political. 

•\o  doctor  can  view  the  current  national 
budget  calling  for  exiicnditures  of  85  billions, 
of  which  some  90  jier  cent  goes  for  war,  past, 
|)resent,  and  future,  without  reflecting  upon 
the  fact  that  this  exiienditure,  besides  creat- 
ing intlation,  will  make  (iovernment  the  liig- 
gest  employer  in  the  nation.  There  are  now 
2,500,000  government  einjiloyes,  and  a year 
from  now  this  total  is  expected  to  rise  to 
nearly  2,650,000,  Ordinary  government  ex- 
lienditures  will  take  10  cents  of  every  tax  dol- 
lar, and  of  that  dollai-  8 cents  goes  for  social 
welfare  [)ro,]'ects.  Veterans  medical  care,  pen- 
sions, and  education  will  take  about  5 cents. 

In  the  foreseeable  future  there  does  not  .seem 
to  be  much  ho]>e  of  lightening  this  burden. 
Inescapably  this  nation  is  committed  to  a j>ar- 
ticipation  in  world  affaii's  that  will  increase 
I'ather  than  diminish  and  will  reciuire  more 
and  more  taxes.  Expansion  of  the  Veterans 
Administration  and  of  .social  .security  cover- 
age will  put  governmental  iidluence  more  and 
more  into  the  conduct  of  i)rivate  enterprise. 
Resources  and  lesource fulness  have  created  a 
gi'cat  nation  under  a “ ( 'onstitution  designed 
originally  to  ])rotect  the  citizen  from  his  gov- 
ernment— for  it  is  in  the  very  nature  of  gov- 
ernmeut  that  it  must  seek  to  increase  its  own 
em])loyment. 

We  have  seen  the  waning  of  Western  Eu- 
rope, the  enchainment  of  the  medical  j)rofes- 
sion  in  England  and  (iermany  to  the  chariot 
of  socialistic  government,  with  loss  of  cher- 
ished liberties.  Will  population  pressure  here, 
together  with  inci'easing  tax  burdens  and  })ar- 
ticijiation  in  world  affairs,  deplete  us  to  the 
point  of  no  return?  If  private  enterprise  has 
been  wa.steful,  among  its  other  faults  of  selfish 
ac([uisitiveness  and  some  corruption,  can  it  be 
said,  on  the  other  hand,  that  governmental 
oi)erations  have  been  conservative? 

Perhaps  the  best  answer  is  contained  in  the 
Hoover  recommendations  for  reorganization 


I )i:i,.\\v.\i{i':  Statk  M kdicai,  .loriiXAi, 
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(>r  <i()V(‘nmi(*ntiil  (l(‘|»:iitmciits  fui-  ^rfjitcr 
o|)(“i'atiii»  (‘I'ficicMicy,  only  a few  of  wliicli  have 
so  fai’  l)e(Mi  atlopted.  1 1'  yoveniiiK'iil  is  to  ex- 
t(‘ii(l  its  control  inoK*  and  molt*  over  the  lives 
of  the  people,  let  it  at  h*ast  he  efficient  »'ov- 
ei'imient. 

Kditorial.  .V.  Y.  S(.  ./.  .1/..  March  1.').  Ifto'd. 


Course  In  Allergy 

( >n  April  4-(i.  Hto’i,  at  Pittsburgh,  Pennsyl- 
vania. the  .\ineriean  (’oll(*«c  of  Aller<>ists  will 
oflei*  an  instruction  eourst*  in  allergy.  To  in- 
sure eoinplete  eovera“c.  the  ('olle<>e  has  called 
in  some  (it)  well  known  authorities  iu  the  fit'ld 
to  liivt*  addresses,  clinical  talks  and  demon- 
strations. The  pro<>ram  has  ht't'n  desiyued  foi* 
physicians  in  otht'r  fields  of  jiraetiee.  espe- 
eiall\'  thost*  in  i*(*neral  piaetiee,  that  th(*y  may 
l(*arn  to  recognize  and  mana«>e  the  allei'^ie 
eom|)om*nt  in  the  et)in|ilaints  of  their  patients, 
h’or  I’uither  information  and  a eojiy  of  the 
jiroyram,  write*  tlu*  office*  eif  the  Amei'iean  ('eil- 
!e*.»>e*  eif  Allergists.  PaSalle*  .Meelie*al  P>uihlin>>'. 
■M inne*a peil is  2.  .Minnesota. 


Pulmemary  tuheieuleisis  e-emhl  he  wipeel  emt 
if  e-emipulseiry  e*e)e)|)e*rat ietn  in  annual  mass 
e*he*st  surveys  eeuilel  he*  see*ure*el.  as  has  he*e*u 
ae*hieve*el  in  the*  Se*anelinavian  e*emnt I’ies.  Simi- 
lar eliviele*nels  are  imt  tei  he*  e*xpee*te*el  fremi  sur- 
ve*y  pre)(*e*elure*s  in  <>;istre)inte*stinal  reM*nt"en- 
eejiraphy,  hut  jiileit  expe*rime*nts  ai e uinlerway. 
iu  .se*ve*i*al  institutiems.  that  slmulel  e*larify  the* 
maynitiiele*  eif  the*  pi’e)hle*m  anel  the*  fre*epie*ne*y 
eif  unsus|)e*e*te*el  hut  e*ui*al)le  lesiems  elise*h)se*el 
by  remtiue*  me*the)ils.  iMass  e*he*st  surve*ys  may 
he  eif  e*e)usieleral)le*  value*  iu  the*  eliseeivery  eif 
unre*eo,iinize*el  e*ase*s  eif  heart  elise*:ise*.  Me*rrill 
( Seisman,  .M.D.,  77/r  \<  ir  ICufilmul  ./.  Med., 
April  \2.  Piril. 


BOOK  REVIEWS 

Tile  Ser|ient-\\’reatlu*el  SteefT.  .A  novel  liy 
Alice  Tiselale  lloliart. 

If  Mrs.  Alie*e*  Tiselale*  lleilieirt  hael  m;in;i”:e*el 
to  ele*vise*  a suitiihle*  e*nelin”  feu*  he*r  4n2-pa}ze 
nove*l,  “'I’he*  Se*ipe*nt-\\T'e*athe*el  .Staff,"  about 
sixty  p:i^e*s  seieine*i'  tlmu  she*  eliel.  a teili*r;int 


e*ritie*  weiulel  be  able*  tei  say  that  she*  hael  writ- 
le*u  a faulty  hut  hi.irhly  iute*re*stin<i'  steiiy  of 
human  e*einfliets  ami  leiyaltie*s. 

I n feirtunate*ly,  heiwe*vei*,  the*  latte*r  jiart  eif 
the*  beieik  ele“^^l*ne*rale*s  swiftly  anel  i*e*e*klessly 
intei  an  aimizinu:  pi*ei|i;i>£anela  piece  feii*  Na- 
tieinal  ( 'eim|iulseii  y Health  Insurance.  The  hist 
forty  01*  fifty  jia«'(*s  sounel  as  if  Mi*s.  Ilobai-t 
kneieked  them  out  hastily  at  a eie*sk  iiih*el  hifili 
with  pamphlets,  sjie*eehes  ami  news  re*le*ase*s 
haiideel  out  by  Feeleral  .See*urity  Aelministra- 
tor  Oscar  Kwin»:  ami  the  Committee*  feu*  the* 
Nation's  Health. 

'I'liis  une-raflsmanlike*  abu.se*  eif  artistic  li- 
een.se.  aeleleel  tei  seime  eif  the*  implications  built 
up  in  oarlie*r  pa<>:e‘s,  creates  the*  im|ire*.ssiein  that 
the  entire  neivel  was  di*si”iieel  as  a subtle*  pre*- 
sentatiein  eif  the  ease*  feir  .seie*ialize*el  meelieine. 
.\s  a result.  Mrs.  Heibart  unele“rmine*s  mue*h  eif 
the  valielity  that  eleie*s  exist  in  seime  eif  the* 
e'ailier  parts  eif  this  book  about  iloe*teii*s.  imiel- 
ei  ii  meelie-ine*  anel  a e*han,<>in>>:  weii  hl. 

I)e*spite  he*r  failure  tei  <rive  a true  interpiv- 
tatiein  of  the*  social  ami  ee*oneimie*  ele*velop- 
ments  in  me*elie*ine  teielay,  the*  autheir  sheiws  he*r 
usual  skill  iu  weaviii”  a pleit  ami  lellim^  a 
steirw  She*  is  at  her  best  whe*n  ili*seribin*i:  the* 
]ie*isonal  iireiblems  ami  struj>:jrle*s.  the*  emei- 
tieinal  trium]ihs  ami  ili*fe*ats,  eif  he*i*  iirim*i|ial 
eharae*te*rs.  ( )n  this  fie*tieinal  le*vel  the*  beieik 
has  umle*uiable*  im*rit  ami  sti*e*n,u:th.  feir  the* 
ii*aele*i*  fimls  himself  slmi’inji  the  fears,  anxi- 
t“tie*s  anel  ”rie*f  eif  the*  pe*eiiile*  in  the*  neive*l. 

Ce*nti';d  fi^ure*s  in  the*  story  are*  twei  broth- 
e*is.  Di*.  .Man  Teiwne*  anel  Dr.  .Sam  Teiwne*. 
»i-anilsons  eif  eilil  Dr.  .Samue*l  Teiwne,  whei  hael 
ae*hie*veel  meelieal  emine*m*e  einly  after  many 
ye*ars  eif  stru”<rle*  anel  e*rilie*ism  be*e*ause*  eif  his 
unoithoilox  ieleas.  Sam,  the*  eililer  of  the  two 
hi’others,  is  portrayeel  as  sue*e*e*ssful,  we*althy. 
e*einse*rviitive*.  .Man  is  elrawn  as  the*  iele*alistie*. 
prei^re*ssive*  |iieim*e*i'.  strikin'’:  eiul  in  new  ami 
elantie*ieius  elire*e*t ions  ami  e-arryiii'r  ein  in  the* 
treielition  eif  his  <iraml fathe*i*. 

.Main  ae*tiein  of  the*  nove*l  be*jiins  sheii'tly  afte*r 
the*  eml  eif  \Veii*hl  Well'  II  whe*n  .Man  le*avi*s  a 
e-eimfeirlable*,  assure*il  paitm*i*ship  with  Sam  tei 
stait  a <>reiuii  prae*tie*e*.  Ki'eim  the*n  on  the* 
trouhIe*s  ami  t rajre*elii*s  mount  in  lapid  se- 
epieiie*!*  ami  lii'owin”  e*omple*xity.  In  the*  short 
spae*e  eif  thi*e*e*  oi*  feiui*  ye*ai*s  .Man  be*eeime*s  an 
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“Anthony  Adverse " in  modern  American 
medicine. 

When  the  facile,  all-inclnsive  i)lot  is  nsed 
as  a mechanism  for  discnssion  of  the  .social, 
economic  and  political  aspects  of  Tiiodern 
medicine,  the  book  suffers  not  only  from  the 
standpoint  of  literary  merit  l)ut  also  from  the 
standpoint  of  accurate  rei)ortin^'.  On  this  level 
the  book  is  dansierously  superficial.  (''omi)lex 
problems  and  issues  affectini*'  the  practice  of 
medicine  are  introduced  in  ra])id-fir'e,  hop- 
.'-kii)-and-jumj)  fashion  — over-simplified  and 
overdramatized,  but  mixed  with  just  enough 
truth  and  half-truth  to  «'ive  credence  to  a dis- 
torted picture. 

As  all  of  these  elements  ai'e  woven  deftly 
into  the  novel,  theii'  manner  of  ]>resentation 
builds  the  subtle  implication  — even  in  the 
earliei’  ])arts  of  the  book  — that  most  doctors 
are  primarily  and  .selfishly  interesfed  in  mak- 
in<>'  money,  bolsterini>'  their  own  repirtations 
and  preservino'  the  status  (pm  in  medicine. 

Mrs.  Hobart  also  >>ives  the  impression  that 
"roup  practice,  health  insurance  i)lans,  pre- 
ventive medicine  and  similar  ideas  are  brand 
new  developments  — i)raetically  untried  and 
unheard  of  in  a present-day  American  city. 
Actually,  most  of  the  concepts  and  i)]-ojeets 
which  occur  to  Alan  Towne,  in  sudden  Hashes 
of  ins])iration,  are  ]>art  of  the  knowledge  of 
any  alert  medical  student.  Actually,  the  in- 
dustrialists and  businessmen  on  Alan’s  hos- 
pital board  are  utterly  untypical  when  they 
talk  and  act  is  if  they  had  never  heard  of  .such 
a thing  as  grouj)  health  insurance  for  their 
employes. 

Before  i\lrs.  Hobart  wiates  another  novel  on 
this  subject,  someone  should  familiarize  her 
with  the  major  facts  and  realities  in  the  field 
of  modern  medical  economics. 

Someone,  for  exam]>le,  should  tell  her  about 
the  many  famous  clinics  and  countless  other 
forms  of  group  practice  which  are  in  success- 
ful operation  throughout  the  country,  some  of 
them  since  around  the  tirrn  of  the  centuiy. 

Someone  .should  tell  her  about  the  hundreds 
of  fast-growing,  constantly-improving  volun- 
tary health  insui'ance  jdans,  which  by  the  end 
of  this  year  will  be  protecting  an  estimated 
90  million  Americans  against  the  major  costs 
of  illness  and  accideids. 

Someone  should  tell  her  about  the  nation- 


wide progress  of  .state  and  county  medical  so- 
cieties in  setting  up  doctor  placement  pro- 
grams, grievance  committees,  emergency  call 
systems,  cost  adjustment  committees,  local 
health  units,  and  a vai'iety  of  other  activities 
designed  to  make  good  medical  cai'c  available 
to  all  the  i)eoi)le. 

Incid(“utally,  someone  also  should  inform 
.Mrs.  Hobart  that  the  “National  Medical  As- 
.<-ociation ",  a name  which  she  uses  as  a p.seu- 
donym  for  the  American  iMedical  Association, 
is  the  actual  and  proper  name  of  the  national 
organization  of  Negro  physicians. 

But  i\lrs.  Hobart,  unmindful  of  such  trivia, 
as  facts  and  accuracy,  writes  furiously  on,  and 
after  only  two  or  three  years  of  struggle  in 
group  practice  and  as  head  of  a grouj)  hos- 
pital, Dr.  Alan  Towne  is  an  advocate  of  gov- 
eniment  health  insurance.  Aj)parently  neither 
the  author  nor  the  good  young  doctor  sees  the 
glaring  contradiction  l)etween  government 
medicine  and  Alan's  own  j)hilosoi>hy  of  care- 
ful. jjersonalized  treatment  of  the  whole  j)a- 
tient,  in  mind  and  spirit  as  well  as  in  body. 

Everyone  interested  in  American  medicine, 
and  in  the  effort  to  find  intelligent  solutions  to 
our  medical  care  problems,  should  read  “The 
Serj)ent-Wreathed  Staff"  if  for  no  other  rea- 
son than  to  helj)  i'ej)aii’  the  damage  which  the 
book  does. 

Bead  simjily  as  a novel,  it  is  a moving,  ab- 
sorbing story. 

Head  as  a source  of  infonnation  affecting 
public  o])inion  on  medical-economic  issues,  it 
unfortunately  is  an  examj)le  of  carele.ss,  .suj)er- 
ficial  writing,  with  a built-in  conclusion  con- 
trary to  the  convictions  of  the  great  majority 
of  Americans  today. 


Attorney’s  Textljook  of  Medicine.  By  Roscoe 
W.  Gray,  At.  D.,  Surgical  Director.  Aetna  Cas- 
ualty and  Surety  Company.  Third  Edition, 
Vol.  .3.  Pp.  938,  with  35  illustrations  in  full 
color,  in  loose-leaf  binder.  Price  .S18.50;  the 
set:  pj).  3030,  .850.00.  Albany,  X.  Y.:  Atatthevv 
Baeder  and  Comj)any,  1951. 

The  1 (resent  volume  constitutes  Volume  3 of 
the  third  edition  of  this  outsttinding  work. 
Volumes  1 and  2 were  reviewed  in  this  Jour- 
nal in  August  Ih.lO.  The  current  volume  in- 
cludes new  material  on  aerotitis  media,  a full 
discussion  of  the  Hh  factor  in  blood,  silver 
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l)ois()iiiii<j.  radioactive  isotoja's,  impoteiiee  and 
menopause.  Al.so  it  eontains  an  Atlas  of  hu- 
man anatomy  in  full  color,  which  is  beauti- 
fully done  and  an  impoi'tant  part  of  the  woi-k. 

The  hook  contains  an  index  of  021)  j)a“:(*s. 
covei  in^  the  entii-e  three  volumes,  containing- 
ovei'  20, 000  entries.  It  is  wi’itten  primai'ily 
from  the  insurance  eompensation  and  dama**-)* 
suit  viewpoints  for  attoi-iu'ys.  hut  it  is  ecpiallN- 
useful  to  the  physician  who  is  called  ui)on  to 
testify  in  medico-le<;al  cases.  It  is  interesting 
to  know  that  tlie  work  has  already  l)een  pui- 
chased  hy  a vei-y  substantial  number  of  phy- 
sicians. 

Di'.  (iray.  the  authoi-,  has  been  in  this  busi- 
ness for  2.')  years,  workinj>-  with  700  affiliated 
attorneys,  and  the  three  volumes  show  the  tre- 
mendous extent  and  chaiacter  of  his  expei-i- 
ence.  .Medical  terms  are  deleted  and  the  text 
is  in  Ktifjlish  that  any  layman  can  understand. 
(Questions  and  i)oints  to  he  covered  in  investi- 
”;ation  claims  are  •iiven  at  the  end  of  each  sec- 
tion, and  constitute  an  invaluable  check  list 
for  the  attorney. 

We  know  of  no  other  book  exactly  like  it, 
and  of  only  a couple  of  others  that  resemble 
it.  We  have  seen  nothin<>-  remotely  as  complete. 
We  recommend  it  as  the  finest  of  its  type  in 
the  Knii'lish  lan.siuaue. 


Electroencephalography  in  Clinical  Practice. 
I5y  Itobert  S.  Schwab,  At.  D.,  Director  of  the 
Drain  Wave  Lal)oratoi-y,  Mas.sachusett.s  Gen- 
eral Hospital,  and  As.sociate  in  N'eui’ology,  Har- 
vard Medical  School,  t^p.  195,  with  10(1  figures. 
Cloth:  Price.  .Sti.oO.  Philadelphia:  W.  15.  Saun- 
ders Company,  1951. 

This  book  is  an  intere.sting  and  valuable 
survey  of  the  development,  uses  and  interpre- 
tation of  the  electroenceplndogram.  Although 
it  is  primarily  intended  for  the  specialist  in 
l)sychi;itry,  neurology  and  neurosurgery,  it 
will  b('  a useful  source  of  information  for  the 
internist  and  general  practitioner  who  so  fre- 
(|Uently  have*  occasion  to  use  this  diagnostic 
tool. 

The  early  cha])t(‘rs  trace  the  development  of 
electroenc<‘i)halogra])hy  from  its  origin  with 
Hans  Hei'gei-  in  192!).  to  its  present  st:itus  as 
a sc])ai-ate  and  fascinating  field.  The  under- 
standing of  latei-  cha|)ters  is  facilitated  by  tin* 
1)1  ief  but  adeipiate  treatment  of  the  underly- 


ing principles  of  electrophysiology.  The  fol- 
lowing .sections  discuss  and  illustrate  normal 
and  abnormal  patteins.  The  techniciues  of  ob- 
taining and  recording  the  tracings  are  then 
outlined.  The  contributions  of  the  electro- 
encei)halogram  in  sj)ecific  neurologic,  neuro- 
siii’gical  and  |)sychiatric  problems  receives 
further  amj)lifieation  in  the  final  sections  of 
the  hook.  The  glossary  will  prove  heli)ful  in 
interpreting  terminology  u.sed  in  description 
of  wave  forms,  freiplencies  and  methods  of 
obtaining  recordings. 

The  hook  is  of  paiticular  value  in  the  clarity 
of  the  presentation  and  its  avoidance  of  highly 
t(*chnical  discussions.  It  should  be  a valuable 
addition  to  the  library  of  anyone  who,  in  the 
course  of  his  practice,  has  occasion  to  deal 
with  disea.ses  of  the  nervous  system. 


The  .Merck  Index  of  Chemicals  and  Drugs. 

Compiled  hy  the  i)ublishers.  Gth  edition.  Pj). 

11(57.  Fabricoid.  Pi'ice,  ST. 50;  SH.OO  with  thumb- 

index.  Rahway,  X.  .1.:  .Merck  & Company,  1952. 

The  completely  new  sixth  edition  of  the 
Index  covers  mon*  than  S,()00  de.scriptions  of 
individual  substances,  more  than  2,000  struc- 
tural formulas,  and  about  20,000  names  of 
chemicals  and  drugs  alphabetically  arranged 
and  cross-indexed. 

New  features  include  a table  of  standard 
buffers  foi-  calibrating  j)!!  measurements;  a 
table  of  radioactive  isotopes  giving  theii-  half 
lives  and  tyi)e  of  ratliation,  and  a table  of  cur- 
rent medical  uses  for  radioactive  elements 
and  compounds.  Also,  more  than  800  organic 
‘‘Name’'  leactions  with  oiiginal  and  review 
refei(*nc(‘s,  together  with  a de.scri])tion  ami 
structui-al  lepresentation  of  each  reaction. 
Theie  is  an  up-to-date  periodic  table,  a tabh* 
of  international  atomic  weights,  and  clo.s)*  to 
lot)  pag(‘s  of  a|)pendices  on  such  subjects  as 
coal-tar  colors,  thermometric  e(|uivaleiits,  anti- 
freeze mixtures,  refi active  index  of  li(pii<ls, 
saturated  .solutions,  ])ercentnge  solution  tables 
for  apothecaries,  and  atomic  weights  and  their 
multiples  and  logs. 

The  previous  edition  of  the  Merck  Index 
was  published  in  1940;  the  first  one  in  1SN9. 
This  latest  edition  of  an  old  and  famous  woik 
will  be  of  the  gieatest  value  to  chemists.  i)har- 
macists.  physicians,  memheis  of  allied  profes- 
sions, (‘specially  those  t*ngaged  in  i(*search. 


DELAWARE  STATE  MEDICAL  JOURNAL 

Issued  Monthly  Under  the  Supervision  of  the  Publication  Committee 
Owned  and  Published  by  the  Medical  Society  of  Delaware 


VOLUME  24 
XU>rBEK  4 


APRIL,  1952 


Per  Year,  S4.(»0 
Per  Copy  50c 


TREATMENT  OF  PERIPHERAL  ARTERIAL 
DISEASES^ 

^loXTOOMERY,  ]\I.  1 
Philadelphia,  Pa. 

The  subject  will  be  limited  to  the  treatment 
of  those  ])eripheral  arterial  disea.ses  in  which 
ischemia  i>lays  the  most  imj)ortant  part.  It 
is  the  symptoms  of  ichemia  that  bring  the 
patient  to  the  i)hysician,  and  the  ischemia 
itself  that  endangers  the  limb  of  the  patient ; 
ischemia  causing  blanching,  coldness,  cyan- 
osis, ])aresthesias,  pain,  intermittent  claudica- 
tion, atroi)hic  changes  of  the  skin  and  nails, 
rubor  on  dei)endence,  indolent  ulceration  and 
when  very  severe,  anesthesia,  vesiculation  and 
gangrene. 

The  diseases  in  which  bothersome  ischemic 
symptoms  are  most  commonly  pi'esent  are  di- 
vided into  an  organic  group;  i.e.  i)eripheral 
aiteriosclerosis  with  occlusion,  thrombo-angi- 
itis  obliterans,  peripheral  arterial  embolism, 
frostbite,  and  late  ergotism ; and  a vasospastic 
grouj) ; i.e.  Raynaud's  disease,  secondary  Ray- 
naud's phenomenon,  scalenus  anticus  syn- 
drome, and  .some  causalgias. 

The  treatment  of  acrocyanosis  will  he  omit- 
ted because  the  disease  is  so  mild.  The  treat- 
ment of  hemangioma  will  not  be  discussed 
because  it  is  largely  surgical,  and  because  the 
defect  is  not  primarily  ischemic.  Erythrome- 
lalgia  will  he  disposed  of  by  saying  that  its 
treatment  is  wholly  symptomatic. 

Since  all  the  di.sea.ses  we  are  discussing 
have  the  common  defect  of  ischemia  we  need 
not  take  up  each  disease  separately.  AVe  can 
discuss  the  treatment  of  mild  and  severe  vas- 
ospastic di.sease,  and  then  the  treatment  of 
mild  and  severe  organic  occlusion. 

Principles  of  Tre.vtment 

Two  principles  underlie  the  treatment  of 
i.schemic  diseases  of  the  extremities.  1.  The 
use  of  measures  that  decrease  the  need  for 

‘Read  before  the  Medical  Society  of  Delaware.  W'il- 
mington.  October  9,  1951. 

“Chief,  Peripheral  Vascular  Section,  University  Hos- 
pital; Assistant  Professor  Clinical  Medicine,  University 
of  Pennsylvania. 


blood  flow;  ])reveiiting  and  controlling  injury 
and  infection.  '2.  The  use  of  measures  that 
increase  the  flow  of  blood;  food,  warming, 
va.sodilator  drugs,  interruption  of  the  sym- 
pathetic innervation,  and  certain  exerci.ses 
and  physical  aiipaiatus.  These  two  main 
principles  will  be  discus.sed  in  order,  and 
then  we  shall  deal  with  the  application  of 
treatment  in  different  types  and  degrees  of 
ischemia. 

AIeast'res  That  Decrease  The  Need  For 
Blood  Fr.ow 

Infections  and  traumatic  lesions  re<iuire 
the  circulatory  increase  of  inflammation. 
Alore  inflammation  is  necessary  if  the  lesion 
is  uncontrolled,  and  less  if  the  injury  or  in- 
fection is  localized  and  controlled.  The  need 
for  blood  flow  in  ischemic  limbs  may  be  re- 
duced by  avoidance  of  need  for  inflammation, 
and  by  localizing  or  abolishing  infection 
when  present. 

Patients  with  severely  ischemic  limbs  hav- 
ing infected,  injured  or  subsequently  gang- 
renous areas,  reciuire  bed  rest  as  a sort  of 
■'splinting  iirocess"  to  aid  healing,  and  large 
doses  of  penicillin,  say  100,000  units  intra- 
muscularly six  times  per  twenty-four  hours, 
for  .some  days  in  order  to  localize  and  dimin- 
ish the  lesion. 

Aleasures  to  decrease  the  need  for  blood 
I low  find  their  greatest  use  in  preventing  oiien 
lesions.  Infection,  indolent  ulceration,  and 
gangrene,  can  be  traced  in  considerable  [lart 
to  carelessne.ss,  or  to  ignorance  of  the  danger 
of  trauma,  whether  the  trauma  be  ])hysical, 
chemical,  thermal,  bacterial  or  mycotic. 
Normal  intact  .skin  re<iuires  little  circulation 
whereas  a local  infection  such  as  a furuncle 
requires  an  inflammatory  increase  in  circula- 
tion sufficient  to  make  the  skin  feel  ‘'hot". 
The  fact  that  circulation  in  the  cool  skin  is 
only  about  2 cc  of  blood  per  100  cc  of  tis- 
sue per  minute,  and  in  the  ‘•hot"  skin  some 
bO  cc  per  100  cc  of  tissue  ]>er  minute,  shows 
the  increa.se  in  circulation  demanded  by  in- 
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riammalion.  Tissiu*s  with  ischemic  circula- 
tion should,  Iherel'on*,  he  i»rotected  from  in- 
jury and  infection. 

It  is  not  too  much  to  say  that  in  the  whole 
fiehl  of  jnu-ipheral  ischemic  diseases,  the  bene- 
fit l•(“sultin<J:  fi'om  instiuctin»:  patients  in  the 
proi)hylactic  care  of  their  feet,  is  <>:reater  than 
the  sum  total  of  the  benefits  resultinsr  from 
all  other  measures  used  in  this  field.  Detailed 
instruction  on  care  of  the  feet  should  be  <jiven 
any  ])atient  havin<r  ischemic  disease  of  the 
e.xtremities,  preferably  btd'ore  any  open  lesion 
ilevelops.  Kach  instruction  should  be  care- 
fully explained  even  if  it  retpiires  several  ap- 
pointments to  clarify  them  all,  as  full  knowl- 
edge of  the  imi)ortance  of  each  i)oint  im- 
mensely incivases  the  patient’s  cooperation. 
< )nce  he  thoroufthly  understands,  it  takes  lit- 
tle of  his  time  to  carry  out  all  of  the  points, 
and  with  occasional  adjustments  of  the  in- 
structions, the  physician  can  often  avoid  time- 
consumin*t  .'-ei'ies  of  treatments  and  still  af- 
ford the  jjreatest  ^ood  that  is  i)o.ssible  in  this 
field  of  disease. 

The  various  in.structions  are  well-known  to 
you,  and  I simply  wish  to  emphasize  the  im- 
|)ortance  of  the  i)atient's  understandinp:  them. 
They  are  usually  listed  as  “care  of  the  feet” 
and  when  typewritten  they  fill  the  <>reater 
part  of  a sheet  of  ])ai>er.  The  major  head- 
insrs  are:  (1)  pioper  footwear  for  different 
conditions,  shoes,  socks,  overshoes;  (2)  corns 
and  calluses  as  a result  of  improi)er  footwear; 

(3)  washinjr,  oilin<i  and  powderin”:  of  feet; 

(4)  early  detection  and  treatment  of  denua- 
tophytosis;  (5)  chii-oi)ody  without  trauma  to 
livin';  tissue;  (ti)  ap])lication  of  heat  to  feet 
only  by  direction  of  i)hysician  ; (7)  i)i‘event- 
able  accidents  to  feet;  (S)  etc.  The  sheet 
shouhl  include  instiuctions  to  jiromote  va.so- 
dilatation,  i.e.  keepin*;  waiin,  ie;;ular  meals, 
and  avoidance  of  the  vaso'-onsti  ictor,  tobacco. 

Avoidance  of  tobacco  is  essential  in  the 
treiitment  of  thromboanjtiitis  obliterans  and 
in  the  severe  va.sos|)astic  diseases,  and  is  hi«;h- 
ly  desiiable  in  all  ischendc  diseases  of  the  ex- 
treiidti(*s.  (’ooperation  on  this  |)oint  usually 
assurt's  coo|ieiation  in  the  whole  re<;imen  out- 
lined for  the  patient.  Only  a full  explanation 
of  the  harmful  effects  of  tobac<-o  will  persuade 
a patient  to  <;ive  it  up. 


Measi  res  Deskjned  to  Increase  The 
Blood  Flow 

It  has  already  been  .said  that  the  means 
of  increasin';  the  flow  of  blood  to  ischemic 
extremities  are:  warmin*;.  food,  vasodilator 

diu<;s,  interruption  of  sympathetic  innerva- 
tion, and  certain  exercises  and  physical  aj)- 
])aratus.  Each  of  the.se  will  be  discu.ssed 
sepa  rately. 

(a)  Warming".  No  heat  >;reater  than  body 
tetnperature  should  be  applied  directly  to  an 
ischemic  area.  Althouf;h  it  will  increase 
blood  flow,  local  heat  will  so  increa.se  the 
metabolic  needs  of  the  part  that  it  materially 
increases  the  need  for  circulation.  Further- 
more it  may  burn  the  limb.  An  amount  of 
heat  that  would  do  no  hai  rn  to  a normal  limb 
will  burn  a markedly  ischemic  limb  because 
the  pool"  blood  flow  will  not  circulate  the 
heat  from  the  limb  to  the  body.  Heat  that 
would  cause  only  erythema  in  a normal  limb 
may  cause  blisterin';  of  an  i.schemie  limb,  with 
the  bli-stering:  <;oin«;  to  indolent  ulceration. 

Heat  can,  however,  be  used  to  great  ad- 
vantage if  it  is  aiijilied  elsewhere  to  the  body. 
If  the  feet  are  ischemic,  and  the  hands  are 
not,  the  hands  and  forearms  can  safely  be 
immersed  in  warm  water,  110°F.,  jiroducing 
vasodilatation  in  the  feet  usually  within  a 
few  minutes.  Heating  jiads  and  blankets  can 
be  substituted  for  the  water.  This  reflex 
vasodilatation  appears  to  result  from  a warm- 
ing of  the  va.somotor  center  by  blood  coming 
from  the  heated  part.  It  is  u.seful  in  causing 
vasodilatation  in  hosjiitalized  patients.  It  has 
the  disadvantage  of  causing  sweating,  and  it 
is  not  well  tolerated  for  more  than  an  hour 
or  two  at  a time,  or  when  fre(|uently  rej)eated. 

(b)  Food,  i)robably  by  its  specific  dynamic 
action,  tetuls  to  cau.se  ])eiii)heral  va.sodilata- 
tion.  Its  effect  is  readily  apparent  when  a 
fasting  subject,  having  cool  hands  and  feet,  is 
given  a meal.  The  hands  and  then  the  feet 
become  warm.  When  a patient  with  ischemia 
of  an  extremity  is  a.sked,  for  some  reason, 
to  omit  a meal,  it  is,  therefore,  well  to  keep 
him  thoroughly  warm  in  order  to  j)revent  vaso- 
constriction. 

(c)  .\umerous  drugs  have  been  advocated 
for  their  peripheral  vasodilator  effect.  Many 
of  the  powerful  vasodilators,  however,  such  as 
histamine,  nitrites,  and  tetraethylammonium, 
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have  the  disadvantages  of  sliort  action,  of 
widesjjread  effect,  and  of  narrow  margin  of 
safety.  Doses  sufficient  to  cau.se  more  than 
transient  vasodilatation  may  lower  the  blood 
pressure  alarmingly,  especially  in  elderly  i>a- 
tients  with  arteriosclerosis.  The  drugs  of 
choice  are  those  that  aiipear  to  have  a selec- 
tive and  prolonged  action  on  the  iiei’iphei'al 
circulation  and  can  be  given  orally.  I know 
of  no  drug  that  quite  equals  alcohol  in  thes^ 
res])ects.  One  or  two  ounces  of  whiskey 
should  be  diluted  and  given  at  3-4  hour  in- 
tervals. Papaverine  in  its  accepted  dose  of  1 
grain  orally  is  less  effective  than  whi.skey  and 
the  .same  is  true  of  methacholine  in  its  usual 
dose  of  0.2  gram  orally.  The  drug  priscoline 
is  probably  as  effective  as  alcohol  and  has 
obvious  advantages.  Thyroid  is  a valuable 
vasodilator  in  patients  having  low  metabolism. 
Intravenous  injections  of  ty])hoid  vaccine,  or 
better  tyjihoid  H-antigen  exert  a powerful 
])erij)heral  vasodilator  effect  because  of  the 
fever  jiroduced.  Doses  should  be  sufficient  to 
cause  fever  but  not  to  cause  chills  since  chills 
are  accompanied  by  vasoconstriction.  Its  sjie- 
sial  usefulness  will  be  described  latei’. 

( d ) Interruption  of  Sympathetic  Innerva- 
tion. Since  the  sympathetic  nerve  fibers  .sup- 
])lying  the  vessels  of  a limb  normally  exert 
much  more  vasoconstrictor  effect  than  vaso- 
dilator effect,  interruption  of  sympathetic  in- 
nervation results  in  nearly  as  great  va.sodila- 
tation  as  the  vessels  are  cai>able  of.  The  in- 
terruption is  accomplished  temporarily  by 
novocaine  block  of  the  apjiropriate  symj>a- 
thetic  chain,  and  usually  iiermanently  by  sym- 
liathectomy.  A patient  is  chosen  for  sym- 
pathectomy if  he  (she)  has  severe  symptoms 
of  ischemia  which  fail  to  res]>ond  to  medical 
measui-es  but  do  respond  temporarily  to  a 
vasodilatation  test  .such  as  that  using  novo- 
caine block,  or  if  the  limb  has  very  excessive 
vasomotor  tone,  whether  this  tone  is  ai)])arent 
(cold,  wet,  limbi  or  is  disclosed  by  ajipropri- 
ate  tests.  Since  sympathectomy  is  a major 
operation,  senile  and  very  (Ie})leted  jiatients 
should  not  be  chosen. 

Bilateral  lumbar  .symiiathectomy  of  males 
frequently  eau.ses  .sterility  and  the  ]>atient 
should  be  warned  of  this,  but  he  should  be  re- 
assured that  it  will  not  cause  impotence. 

(e)  Special  Exercises  and  Physical  Ap- 
paratus. Many  years  ago  Dr.  Leo  Buerger 
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l)opularized  the  use  of  exercises  now  known 
by  his  name,  to  increase  the  flow  of  blood  in 
extremities.  When  an  ischemic  foot  is  elevated 
it  is  blanched  and  relatively  bloodle.ss,  but 
when  dependent  it  regains  its  color  and  some 
minutes  later  becomes  cyanotic.  Elevation  of 
the  limb,  for  a few  seconds,  blanches  the  foot 
again.  The  de]>endent  foot  gains  some  incre- 
ment of  circulation  as  a result  of  the  hydro- 
static advantage,  but  when  long  dependent, 
its  circulation  stagnates  as  a result  of  increas- 
ing venous  jiressure.  Perhaps  it  is  well  to 
remember  that  a patient  should  be  instructed 
to  carry  out  Buerger’s  exercises  by  reclining 
on  the  bed  or  on  a couch  with  his  back  jiroj)- 
ped  up  by  jiillows,  and  carrying  out  the  fol- 
lowing .sequence : Foot  (lej)endent  for  2-3 

minutes,  level  for  3 minutes,  elevated  for  10 
seconds,  and  dependent  for  2-3  minutes,  etc. 
for  a total  of  a half  hour  several  times  a day. 
I have  no  doubt  that  Buerger's  exercises  are 
a valuable  adjunct  to  treatment  of  a .severely 
ischemic  limb  and  that  they  serve  a second 
pur])ose  as  a mild,  body  exercise,  beneficial  to 
an  elderly,  bedridden  i>atient.  Those  patients 
who  cannot  tolerate  the  exercise,  because  they 
are  too  weak,  and  those  having  chronic  ulcer- 
ation or  gangrene  with  signs  of  spreading  in- 
fection should  not  be  given  the.se  exercises. 
These  latter  ]>atients  may  benefit  from  the 
Sanders  oscillating  bed.  If  correctly,  adjusted, 
this  bed  alternately  lowers  the  feet  con.sider- 
ably,  and  raises  them  slightly,  and  serves  the 
juirpose  of  Buerger's  exercises  without  tiring 
the  i>atient,  and  probably  with  less  tendency 
to  s])read  infection. 

Suction  and  Pressure  therapy,  oi'  “Pavaex’ 
therai>y,  as  it  is  .sometimes  called,  acts  in  the 
same  general  way  as  Buerger’s  exercises,  in 
that  it  increases  blood  How  in  a limb  by  jires- 
sure  changes.  Vou  are  familiar  with  the  "suc- 
tion boot’’  in  which  the  patient’s  limb  is 
])laced,  the  cuff  that  surrounds  the  thigh,  and 
the  cycle  of  varying  pressures:  Suction  of  60 
to  120  mms.  of  mercury  for  V-2  to  1 minute, 
to  promote  the  How  of  blood  into  the  lind),  al- 
ternating with  a pres.sure  of  30-40  mm.  for  5 
seconds,  to  allow  venous  outflow.  It  is  contra- 
indicated when  there  is  ulceration,  gangrene, 
or  other  infection,  because  the  widely  varying 
])ressures  exert  a massaging  action  that  tends 
to  sjiread  infection.  1 think  its  special  u.seful- 
ness  is  with  patients  sustaining  recent,  sudden 
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tMiiholism.  Sunu*  blood  must  lx*  hi'oujjht  into 
till*  limb  wit  bill  the  first  lew  lioui  s.  11'  embo- 
lectom^  ;md  paravertebral  iiovoeaiiie  bloeks 
tail  to  accomplish  this,  suction  and  ])ressiirc 
I rc;|Ucnt  ly  is  successrul.  It  usually  can  be 
used  lor  two  hoiiis  five  times  a day  for  sev- 
eral days  at  a time  without  makiiif;  the  thi*>:h 
son*  under  the  cuff.  Suction  and  pn*ssure  can 
also  be  us(*d  to  advanlajte  in  the  case  of  the 
pati(*nt  with  seven*,  chronic,  i.schemia  without 
inl'(*ction,  if  he  has  pain  that  is  relieved  by  the 
]irocedure.  If  suction  and  pn*ssun*  brine:s 
color  into  his  foot  mort*  ra])iilly  than  Biiei'i- 
er's  exercises  do,  and  his  jiain  is  relieved  by 
tin*  suction  and  pressure,  it  should  be  us(*d  for 
an  hour  or  two  each  day  for  as  many  days  as 
it  appi*ars  u.s(*ful. 

Tkkatinu  I )ikkkhi;nt  ( 'oxnrnoxs 

1 should  lik(*  now  to  say  soin(*thin<>:  about  the 
ap|)lication  of  tln*se  diffen*nt  tn*atments  to  the 
various  clinical  imiblems.  1 have  already  said 
that  we  iH*ed  not  di.scuss  t*ach  disease,  but  can 
d(*al  with  the  treatment  of  .several  tlisease  cate- 
gories: mild  vasospastic  di.sea.si*,  severe  vaso- 
s|)astic  di.sea.se  and  mild  and  severe  organic 
occlusive  disease.  These  an*  rather  arbitrary 
categories,  and  it  must  be  remembered  that 
or<*anic  occlusion  usually  has  some  vasosjias- 
tic  elem(*nt,  and  that  severe  vasosiiasm  may 
produce  .some  very  distal  arterial  thrombosis 
with  occlusion.  Then*  is  one  other  ini])ortant 
catcfjory:  that  of  sudden,  severe,  arterial  oc- 
clusion as  exemplified  by  femoral  or  iliac  ar- 
terial (*mbolism. 

(a)  Mild  vasospastic  disease,  such  as 
early  Ixayiiaiid's  diseasi*  or  mild  Raynaud's 
|)h(*nom(*non  usually  n*sponds  when  the  pa- 
tient avoids  usiny  tobacco  and  wears  warmei' 
clothine-.  If  these  measun*s  are  insufficient 
soim*  vasodilatoi-  diUi;  may  be  u.s(*ful.  If,  as 
is  oft(*n  tin*  case,  the  patient's  m(*tabolism  is 
low,  the  admiidsti'ation  of  thyroid  is  usually 
<*ff(*ctiv(*.  In  tin*  ca.se  of  any  vasos|)asm  of  the 
upi»er  exti'(*tnit i(*s  aloin*,  one  must  study  the 
|)atieiit  suf'fici(*utly  to  rub*  out  scalenus  ;inticus 
syndi'oim*,  (*itln*r  with  or  without  c(*rvical  rib. 
This  may  r(*(piii'e  surgical  correction. 

(b)  Severe  vasospastic  disease  that  fails 
to  resi)ond  to  tin*  tm*asures  listed  for  tn*atinir 
tin*  mild  form  may  rt*quire  .sympathectomy,  as 
w(*ll  as  ti(*atiin*nt  of  any  und(*i'ly inj;  disea.se. 
Rui(*  piimary  vasospasm,  as  s(*en  in  Ray- 
naud's disease,  is  usually  much  mon*  S(*V(*re 


in  the  upper  extiendties  than  in  the  lower. 
l’n*<ranfrliotdc  section  in  the  thoracic  area  is 
usually  successful  in  abolishing  the  spasm, 
causine;  the  .symptoms  of  coldne.ss,  numlnn*s.s, 
ainl  digital  p:iin  to  disappear.  The  o])ciation 
makes  the  hands  dry.  and  it  is  usually  neces- 
sary to  piescribe  cold  cream,  or  some  other 
oily  hand  lotion,  to  prevent  the  tliscomfort 
resultin”:  from  the  diyness.  The  ])iesent  oper- 
ation caus(*s  only  a transient  Horner's  syn- 
drome. It  usually  is  permanently  collective 
of  excessive  vasculai*  tone  in  the  afTfect(*d  limb, 
but  theie  have  been  instances  <»f  return  of 
sym|)toms  within  weeks  to  yeai's.  If  cold  is 
the  preci])itatin<j  factor  of  the  patient's  va.so- 
spasm,  instead  of  advising  symi)athectomy. 
the  physician  may  su<t«:est  that  tin*  patient 
move  to  a location  with  a wai  mer  climate. 

(c)  The  treatment  of  mild  or  (*aily  ])t*ri- 
))ln*ral  arterial  occlusion  due  to  ai  teriosclero- 
sis  oi*  thi-omboan<riitis  oblitei’ans,  which  may 
be  maiufested  nn*r(*ly  by  .some  blanchin<r  or 
coldne.ss  of  the  extremity  on  exposuie  to  a cool 
environment,  with  no  pain  and  no  intermit- 
t(*nt  clainlication  or  ulceration.  r(*(piires  the 
u.se  of  all  tin*  pro|)hylactic  measur(*s  describ<*d 
und(*r  “care  (»f  the  feet."  It  is  es.sential  in 
thromboansjiitis  obliterans  and  advisable  in 
arteriosclei'osis  for  the  |»ati(*nt  to  avoid  the  use 
of  tobacco.  The  ]»atient  must  dress  in  such  a 
way  as  to  escape  the  effects  of  c(M)1  air.  Kvi- 
dence  of  r(*cent  thrombosis  suftfrests  the  u.st*  of 
anticoairulants.  In  the  case  of  thi*omboan*ri- 
itis  obliterans  there  may  In*  .some  benefit  from 
eradicating:  even  (pn*stionable  foci  of  infection, 
and  in  the  casi*  of  arteiiosclerosis  of  usin>r  a 
low  choh*stei-ol  diet.  The  essence  of  tin*  man- 
a<i:enn*nt  (»f  the  ischemia  is  to  pi'otect  the  is- 
chemic part  from  trauma  and  from  infection 
by  bacteria  and  fun<ri. 

(d)  Severe,  more  or  b*ss  chronic,  peri- 
pheral arterial  occlusion  is  tin*  main  hospital 
prol)h*m  in  the  field  of  peiipheral  arterial  dis- 
ea.st*.  Tin*  iseln*mic  .sym])toms  in  tin*  (*xtremi- 
ties,  such  as  blanching,  coldin*ss.  cyanosis, 
paiathesias.  pain,  interndttent  claudication, 
ati’ophic  chan<i(*s  of  the  skin  and  nails,  i-ubor 
of  tin*  foot  on  depeinh*nc«*,  iinlol(*nt  ulceration, 
and  at  the  woi*st,  anesthesia,  vesiculation  and 
ean»:i(*in*,  recpiin*  intensivt*  medical  tr(*atnn*nt. 
sonn*tinn*.s  inchnlin^  sympathectomy,  and  un- 
fortunately occasionally  amputation.  If  there 
is  ulceration  oi*  ganiri’ene  the  patient  should 
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be  kei>t  in  bed  without  lavatory  privileges,  and 
large  doses  of  {lenicillin  should  be  adminis- 
tered for  at  least  several  days.  Warm  .saline 
dressings  and,  several  days  later,  gentle  re- 
moval of  superficial  dead  tissue,  are  recjuired 
to  helj)  initiate  drainage  of  encapsulated  in- 
fection. Amputation  can  usually  be  avoided 
if  chronic  infection  and  gangrene  is  limited 
to  the  toes,  and  in  thromboangiitis  obliterans 
even  gangrene  in  the  foot  may  not  recpiire 
amputation  of  the  limb.  A toe  should  be  ampu- 
tated only  when  most  of  it  is  deeply  gangren- 
ous and  when  its  base  ai)i)ears  to  have  gained 
sufficient  circulation  to  heal.  McKittrick  has 
been  able  to  avoid  leg  amputations  in  some 
arteriosclerotic  jiatients,  whose  gangrene  did 
not  permit  toe  amputation,  by  amputating 
through  several  of  the  metatarsal  heads. 

There  is  little  capacity  for  vasodilatation  in 
the  limb  of  such  a jiatient,  but  insofar  as  there 
is  any  capacity  for  vasodilatation,  ai)propriate 
vasodilator  drugs  and  measures  should  be 
iLsed.  A thermoregulated  foot  cradle,  set  at 
S0°  to  90°  is  advisable.  In  the  case  of  the  j)a- 
tient  having  no  ulceration  or  gangrene  or  only 
superficial  ulceration,  the  vasodilator  j)roced- 
ues  and  bed  re.st,  perhaps  allowing  bathroom 
I)rivilege.s,  .should  be  used,  and  it  is  safe  to 
employ  Buerger’s  exerci.ses,  the  oscillating 
bed,  or  suction  and  pressure  thera])y.  The 
value  of  any  one  of  these  physical  procedures 
to  any  one  iiatient  is  best  learned  by  noting 
whether  it  relieves  jiain,  or  imi)roves  color  or 
the  general  “nutrition”  of  the  foot.  It  goes 
without  saying  that  analge.sic  dugs,  even  opi- 
ates for  short  periods,  are  at  times  necessary 
in  treating  ischemic  pain. 

Symjiathectomy  has  much  to  offer  in  pa- 
tients having  high  vascular  tone  as  evidenced 
by  cyclic  blanching,  cyanosis  or  abnormal 
.sweating  of  an  extremity.  Naide  and  Sayen 
have  found  that  the  rate  of  cooling  of  the  fin- 
gers in  a standard  cool  room  will  allow  clas- 
sification of  patients  as  having  “high  or  low” 
perijiheral  vascular  tone.  Other  factors  being 
eipial,  those  with  high  va.scular  tone  gain  more 
from  sympathectomy  than  do  those  with  low 
tone.  Patients  whose  limbs  have  some  capacity 
for  vasodilatation,  as  measured  by  vasodilata- 
tion in  response  to  heating  the  body,  to  pos- 
terior tibial  nerve  block,  or  to  jiaravertebral 
novocaine  injection,  are  especially  pi’omising 
candidates  for  sympathectomy. 


Intravenous  injections  of  tyiihoid  H-antigen 
are  especially  useful  in  patients  with  thrombo- 
angiitis obliterans  having  very  painful  lesions 
of  two  or  more  extremities.  Multiple  ischemic 
limbs  cannot  be  heated  promptly  by  .sympa- 
thectomy. The  va.sodilator  effect  of  ty])hoid 
Il-antigen  given  every  second  day  commonly 
relieves  ]>ain.  A trial  dose  of  one  million  or- 
ganisms, if  it  causes  no  reaction,  should  be  fol- 
lowed a day  later  by  ten  million,  and  if  a mild 
fever,  without  chill,  results,  the  dose  should  be 
increased  on  subsequent  administrations  in 
order  to  retain  the  same  reaction.  Patients 
usually  tolerate  several  such  intravenous 
treatments.  They  are  contraindicated  in  the 
elderly  patient  with  arteriosclerosis  because 
of  the  jiossibility  of  precipitating  arterial 
thrombosis. 

(e)  Treatment  of  peripheral  arterial  em- 
bolism differs  in  some  ways  from  that  of  the 
more  chronic  arterial  occlusive  diseases.  Peri- 
pheral arterial  emboli  not  uncommon  in  rheu- 
matic heart  disease  and  following  infarcts  of 
the  left  ventricle,  oi'dinarily  ])roduee  sudden, 
severe  symptoms.  There  is  the  danger  that 
other  emboli  will  be  thrown  elsewhere  in  the 
sy.stemic  circulation.  Embolectomy  should  be 
performed  if  the  ischemia  is  so  severe  that 
there  is  danger  of  losing  a limb,  provided  the 
])atient  is  seen  within  six  hours  of  the  time  of 
embolism.  One  important  problem  is  to  pre 
vent  further  thrombosis,  both  at  the  site  from 
which  the  embolus  came,  and  at  the  site  where 
the  embolus  lodged.  This  reipiires  the  use  of 
the  anticoagulants,  first  hei)arin,  and  perhaps 
later  dicumarol. 

Another  imiiortant  task  is  to  lessen  vaso- 
spasm. Vasosiiasm  secondary  to  embolism  may 
be  severe,  and  if  the  usual  medical  vasodilator 
methods  fail  to  relieve  it,  i>aravertebral  novo- 
caine injection  may  be  necessary.  This  i)ara- 
vertebral  block  seiwes  a .second  ])uri)Ose  in 
.showing  how  much  of  the  ischemia  results 
from  vasospasm  and  how  much  from  fixed  oc- 
clusion, and  guides  therai>y  accordingly.  Re- 
])eated  injections  may  be  required  to  initiate 
adeipiate  circulation.  Paravertebral  blocks 
should  not  be  ])erformed  in  the  face  of  full 
anticoagulant  therapy  because  of  the  danger 
of  hemorrhage  at  the  site  of  the  needle.  Sym- 
])athectomy  is  only  occasionally  resorted  to 
during  the  acute  ischemic  phase  following  em- 
liolism,  because  it  may  contribute  further  to 
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shock.  Syinpathccloiny  is  usually  more  uscl'ul 
later,  when  tin*  daiifrer  of  shock  is  passed, 
othei-  measures  have  been  made  full  use  of, 
and  vasomotor  tone  is  shown  still  to  contribute 
to  the  i.schemia. 

The  ^^reatest  danfrers  of  ])eriph(‘ral  aiterial 
embolism  not  exceptin»:  the  attendant  spasm, 
are  further  embolism  and  the  ])ro|)a»:ation  of 
thrombi  at  the  site  where  the  embolus  lodfres. 
Anticoasrulant  therapy  ceitaiidy  lessens  |)i'o- 
]>a"ation  of  thrombus  and  ])iwents  unecessary 
blockiii”:  of  collaterals.  It  probably  lessens  the 
incidence  of  fuithei-  embolism. 

The  routine  of  anticoaoulant  therapy  now 
consists  of  the  followinji;:  the  clottiiifr  time  and 
j))’othrombin  percent  of  the  i)atient's  blood 
ar(‘  measured  and  if  found  approximately  nor- 
mal, he  is  <iiven  the  followin”-  anticoa<>ulants : 
5(1  inji'.  hei)ai-in  intravenously  every  (i  hours, 
until  the  clottins*:  time,  (i  hours  aftei-  any  in- 
jection, is  elevated  to  twice  the  control  level; 
and  dicumai'ol  800  rn«'.  by  mouth,  the  first 
day,  200  the  next,  and  100  the  next.  Before 
each  do.s(‘  of  dicumarol,  the  prothrombin  per- 
cent is  taken,  and  if  found  to  be  reduced  to 
as  low  as  20  percent  of  normal,  the  pi-ojected 
dose  is  omitted.  The  anticoas>ulant  re»imen 
calls  for  clottin”'  times  btdoj'e  every  second  ad- 
ministration of  he]tai-in  durin»'  the  first  2 or  3 
days,  and  for  a i)rothrombin  percent  ))reeedino' 
each  administi'ation  of  dicumarol.  Sliort-cut- 
tiiifr  these  safeiiiiaids  has  allowed  dan<rerous 
bleediii”-  that  usually  resi)onds  to  ti'ansfusions 
of  fresh  blood  but  may  recpiire,  iu  the  case  of 
dicumai'ol,  admiidstration  of  one  or  moir  100 
m»'.  injections  of  Vitamin  K or,  in  the  case  of 
he])ai'in,  an  injection  of  50  or  moi-e  m<>'.  of 
ju'ota  mine. 

SlM  MARY 

Ischemic  limbs  are  ti-oublesome  to  the  ]>a- 
tient  because  of  subjective  .symptoms  of  cold- 
iiess,  fati<>:uability  and  pain.  They  are  daiifier- 
ous  because,  dependiiii;  upon  the  de^rree  of 
ischemia,  infection  and  <ran<rrene  may  occur. 
Th(“S(‘  seven*  complications  may  often  be 
avoided  by  emi)loyinii  nu'asures  that  reduce 
the  need  foi'  blood  flow,  antibiotics  and  bedrest 
in  early  infections,  measures  that  iucrea.se  the 
blood  flow,  and  in  cases  of  aiterial  occlusion 
measures  desijjned  to  develoj*  a collat(*ral  cir- 
culation. ,\mputation  of  limbs  can  often, 
thoufrh  not  always,  be  avoided  when  these 
measures  are  undertaken  promptly. 


1 )l8CfS.si()N 

Dr.  H.  W.  Ml'rray,  (Wilminptton)  : 1 think 
you  all  have  recognized  that  Dr.  Montfromery 
is  an  authority  on  this  subject.  It  has  certainly 
been  stimulatin';  to  hear  him. 

There  are  a few  jxiints  that  1 would  like  to 
emphasize  from  a very  ])iactical  point  of  view. 
One  is  the  cessation  of  smokinj;.  Nieotine  is 
poison  to  these  peojile  who  have  this  disease 
and  eipially  as  poisonous  to  those  that  have 
jieripheral  arteriosclerosis  from  diabetes  or 
other  causes.  It  has  been  amply  demonstrated 
exiierimentally  and  clinically  that  it  has  a 
marked  basal  effect  and  vascular  effect.  1 have 
a notion  that  nicotine  is  eipially  harmful  to 
the  coronary  functions  in  the  case  of  arterio- 
sclerosis. 

Another  important  factor  is  avoidance  of 
trauma  in  the  individual  who.se  circulation  is 
seriously  compromised  in  the  lower  extremi- 
ties. That  makes  me  think  of  two  jiatients 
under  my  care  at  the  luesent  time.  One,  a 
woman  (il  years  old,  a diabetic,  had  an  arterial 
occlusion.  She  was  treated  in  the  hosjiital  for 
several  weeks  with  anticoagulants,  etc.,  and  it 
looked  like  the  woman  was  <;oinf;  to  live.  She 
went  home  and  one  ni<;ht  her  in.step  itched 
and  she  scratched  it,  and  she  had  three  little 
abrasions  on  that  instep.  Within  a week  we 
had  to  do  a mid-thii;h  amputation  on  that  pa- 
tient. 

1 have  another  chap  who  has  the  most 
marked  destree  of  calcification  1 have  ever 
seen  in  an  x-ray  film,  lie  sot  up  one  nisht  to 
rub  Sloane’s  liniment  on  his  knee  because  it 
hurt  him.  lie  developed  an  ulceration  on  his 
knee.  That  has  been  five  months  aso.  He  still 
has  the  ulceration  on  his  knee,  which  is  settins 
luosi’c.ssively  larser.  1 have  already  ap])lied 
lor  amputation. 

Ineidentally,  1 would  like  Dr.  .Moutsomery 
to  say  somethins  about  this.  That  chaj)  is  an 
individual  on  whom  we  did  a temperature  test 
and  the  side  of  the  ulcer  drojiped  one  oi'  two 
desrees  after  the  Jilot.  lie  would  be  one  of 
the  candidates  for  paradoxical  and 

an  individual  that  would  be  made  worse  by  a 
.sympathectomy.  We  still  use  it  occasionally. 
I have  more  or  less  restricted  it  to  those  cases 
in  which  1 want  to  do  a test  .synthetie  block 
and  for  some  rea.son  or  other  many  are  unsuc- 
cessful, and  then  I have  "iven  the  test.  In 
.some  instances  it  worked  out  very  well  in  that 
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use.  It  does  seem  to  be  very  ineoii.staiit  in  its 
action  and  not  reliable  like  synthetic  block  is. 

Another  j)oint — the  popular  thin«s  used  to 
overcome  vasospasm:  Several  popular  thino's 
are  the  intravenous  use  of  ether  or  novocaine. 
Hut  it  must  be  borne  in  mind  that  these  have 
a general  vasodilating  effect ; that  they  not 
only  affect  the  extremities  that  you  want  to  af- 
fect, but  the  whole  body. 

It  seems  reasonable  to  assume  that  if  you 
want  your  maximum  degree  of  improvement 
in  circulation,  you  had  better  do  a sympa- 
thetic block,  because  there  it  is  just  the  ex- 
tremity that  you  effect,  not  the  whole  i>eri- 
pheral  vasodilatation,  and  you  can  get  more 
blood  where  you  want  it,  from  the  ])oint  of 
view  of  a genei'al  vasodilatation. 

Dr.  ^Montgomery  mentioned  some  of  the 
powerful  va.sodilators,  .such  as  hi.stamine.  I 
would  like  him  to  dilate  on  the  use  of  that  a 
little  bit. 

Dr.  W.  W.  iMooRE  (Wilmington)  : I would 
like  to  take  this  opi)ortunity  to  thank  Dr. 
^Montgomery  for  this  fine  discussion.  I would 
like  also  to  take  this  opportunity  to  stress  one 
important  adjunct  in  diagnosing  of  the  vari- 
ous thera])eutic  agents,  that  is  the  u.se  of  the 
constant-temperature  I'oom.  To  my  knowledge 
there  is  no  constant  temperature  room  in  use 
at  any  of  the  local  hospitals.  The  operating  of 
one  of  these  rooms  has  been  discussed  in  vari- 
ous surgical  meetings,  but  thus  far  we  have 
been  unable  to  obtain  one.  In  my  rounds  of 
liospitals  to  evaluate  the  u.se  of  steam-tem])era- 
ture  studies,  I was  discouraged  whenever  I 
ran  one  .series  of  te.sts  and  came  back  to  a 
]>atient  later  and  found  a different  answer. 
Consecpiently,  I have  ceased  the  use  of  histo- 
metric  readings  entirely,  and  have  retreated 
to  one  of  the  small  examination  rooms  to  do 
my  skin  temi)erature  studies,  and  even  with 
this  retreat  I can't  use  the  machine  as  accu- 
rately as  I know  it  can  be  used.  And  I woidd 
like  to  piff  in  a “plug”  here,  for  obtaining 
one  of  the  con.stant-temperature  rooms  in  one 
of  our  hosi)ital.s. 

Dr.  L.  B.  Flixx  (Wilmington)  : As  many 
of  you  know,  we  have  been  intere.sted  i)articu- 
larly  in  the  metabolic  clinic  in  Delaware  IMe- 
morial  Hospital  in  investigating  the  use  of 
l)eri]jheral  histamine  in  the  lower  extremities. 
After  Dr.  IMonson’s  work  came  out  there  were 
one  or  two  rather  dramatic  instances  which 


came  to  oiu-  att(mtion.  Dr.  Flanders  devel- 
oped a modification  of  that  techni(pie,  which 
made  the  procedure  more  practical,  so  that  uj) 
to  now  perhaps  we  have  administered  this  in 
perha])s  1000  instances,  with  perhaps  15  or 
more  rliff'erent  o])erators,  so  that  in  our  hands, 
so  fai’,  with  the  ])recautions  we  have  used,  it 
has  been  an  innocuous  jnocedure.  I would  be 
interested  in  hearing  Dr.  Montgomery’s  find- 
ings when  he  found  some  bad  effects  from  its 
use.  As  to  what  gotul  it  does,  1 am  not  pre- 
])ared  to  give  any  final  conclusions,  but  in  an 
article  in  publication  at  the  ])iesent  time  by 
Flanders-Steckler  and  Jones,  it  shows  clearly 
in  their  group  of  cases  that  in  instances  where 
the  other  measures,  including  alcohol  and 
])riscoline  have  not  heli)ed  in  such  cases,  and 
the  arterial  histamine  has  in  most  cases  caused 
rather  good  residts. 

Another-  ])hase  of  the  problem  has  interested 
us,  particularly  lately,  aird  that  is  that  evi- 
dence at  ])resenl  suggests  that  giving  hista- 
mine in  the  femoi'al  artery  gives  considerable 
information  as  to  the  location  of  the  main 
ai'terial  obstruction,  which  is  desirable  from 
the  standiroint  of  prognosis  and  jrerhaps  some- 
times from  the  standpoint  of  where  an  ampu- 
tation should  be  done,  if  and  when  that  unde- 
sirable occasion  ari.ses.  From  the  specimens 
di.s.sected  after  operation  so  far,  we  have  been 
encouraged  in  that  the  level  of  the  hi.stamine 
flush  on  the  leg  has  been  or  is  a very  excellent 
irrdication  of  the  level  of  the  main  obstructive 
block.  This  may  ])i'ove  to  be  of  .some  signifi- 
cance since  nro.st  of  these  cases  are  slow  in  de- 
velo])ing,  and  therefoi-e  one  would  not  expect 
very  gi-eat  im])rovement  in  collateral  circula- 
tion. One  would  suppose  that  had  develo])cd 
to  the  fullest  extent  by  the  time  the  case  de- 
velojj.s  a lesion  on  the  toe. 

I would  be  interested  in  Dr.  Montgomery’s 
thoughts  on  this  subject ; also  on  the  time  or 
occasion  for  a lumbar  .symi)athectomy,  and 
also  to  thank  him  for  his  di.scussion  of  a most 
interesting  ])roblem. 

Dr.  lMoxT(iOMERY : I am  much  obliged  to 
the  three  discussors.  1 feel  as  though  I agree 
with  every  word  said,  and  as  to  Dr.  Flinn’s,  I 
.sat  there  ami  got  information  which  1 didn't 
know.  As  to  that  intra-arterial  histamine,  I 
don’t  know  much  about  that.  I have  heard  a 
little  of  the  itching  and  wheal  formation — no 
dangerous  reaction,  and  the  increase  in  flow 


90 


Dklawahk  State  Mkdicai.  .IorR\At> 


Aprii-,  1952 


as  mcasim'd  afiainst  otluM'  (lru"s  is  not  f;reat. 
I am  sun*  then*  must  be*  a lavfre  technical  ele- 
ment in  that  work  that  Dr.  Flinn  has  done 
and  that  he  has  studied  it  much  more  exi)ertly 
than  we  have. 

I mifrht  have  mis»ivin»s  about  pickin'!  the 
level  of  amputation  by  any  one  method,  in- 
cludini!  histamine,  jeai  tly  h(*cause  the  measure 
is  usually  made  on  the  skin.  In  histamine  the 
vasodilatation  would  he  on  the  .skin  that  we 
can  see,  and  there  can  he  a considerable  differ- 
ence between  the  muscle  and  skin  How.  I have 
seen  |)atients  with  ^ood  tlow  down  to  the  knee 
with  lar«:i*  muscle  masses  jirey-coloivd  uj)  into 
the  frroin.  That  is  not  a criticism,  hut  I would 
just  he.  as  with  anythinj!  else,  somewhat  cau- 
tious to  take  over  the  decision  of  a level  of 
am])utation  from  a surjjeon  hut  would  leave 
that  to  him.  I am  really  oidy  talkin'!  to  my- 
self, now,  Dr.  Flinn. 

Perhaps  I ouf>ht  not  go  into  the  considera- 
tion of  .sympathectomy.  The  hour  is  getting 
late. 

I was  interest(*d  in  the  remarks  about  the 
constant-temperature  i-oom.  I was  the  one  vas- 
culai*  member  of  the  Committee  of  the  Heart 
A.ssociation  that  had  to  determine  the  stand- 
ards and  ecpiipment  for  the  Hoard’s  O.K.  of 
the  elinic,  and  1 had  to  think  fast  as  to  what 
to  say  regai’ding  a constant-temperature  room, 
and  1 (juickly  came  to  the  conclusion  that  it 
was  certainly  essential  for  a clinic  that  called 
itself  a vascular  clinic.  I expected  to  he  over- 
whelmed by  peoi)le  .saying  “That  is  an  unnec- 
essarily ex[)cnsive  rcpiirement,  “ hut  I have 
had  more  compliments  than  ci'iticisms. 

It  is  terribly  difficult  in  measuring  .skin  tem- 
j'eratures  to  draw  an  accui*ate  conclusion 
without  a constant  temperature  room,  and  in 
the  wintei*  it  is  possible  to  make  one,  by  open- 
ing and  closing  the  window  fr(*(piently,  hut  it 
.seems  to  me  that  the  man  that  is  asked  to 
cai'iy  the  va.sculai-  i(*si)onsihility  should  he 
hacked  <*ventually—  I don't  mean  nece.ssaiily 
now — with  e(iuii)inent  that  can  let  him  hand 
out  measurt*m(*nts,  instead  of  giK'.sses,  or  even 
well-founded  clinical  conclusions. 

Certaiidy  it  seems  to  he  true,  as  Dr.  .Mui  ray 
said,  that  the  sympathectomy  can  draw  blood 
from  an  es.sential  pait.  I think  occasionally, 
fiist  with  a r<*strictcd  (*apacity  for  blood  flow, 
sympathectomy  does  indicate  the  ne«*d  for  am- 
putation. That  is  oft(*n  why  I don’t  call  foi* 


symi)athectomy  on  those  i)atients  having  fixed 
decrea.se  in  blood  tlow. 

We,  too,  sometimes  use  a little  j)riscoline  for 
heat.  I am  interested  in  .seeing  how  many  are 
doing  it.  ! think  it  helps  a little  to  bring  about 
the  tests  by  reflected  heat,  more  rapidly. 

OPERATIVE  MORTALITY  IN  COLON 
RESECTION 
A Sfatistical  Analysis 

doil.V  ('.  PiKR.SON,  y\.  I).,* 
Wilmington,  Del. 

The  present  study  was  prompted  by  a re- 
cent shocking  and  distressing  experience  on 
the  Surgical  Service  of  the  Memorial  Hospital 
— a fatal  outcome  in  three  consecutive  cases 
undergoing  resection  for  malignant  di.sease 
of  the  colon  or  lectum.  The  fact  that  each 
case  i(*presented  involvement  of  a dilferent 
segment,  and  furthermore,  that  the  surgery 
in  these  three  ea.ses  was  performed  by  three 
different  o])erating  surgeons,  might  seem  to 
minimize  the  significance  otherwise  attribut- 
able to  such  a regrettable  expeiience.  On  the 
othei-  hand,  when  it  is  realized  that  two  of  the 
deaths  occurred  within  a period  of  two  weeks, 
and  all  three  within  three  weeks,  it  becomes 
evident  that  such  an  api)alling  incidence  can- 
not be  shrugged  off  as  “just  one  of  those 
things.’’  The  impact  is  felt  most  violently  j>er- 
haps  by  those  most  closely  identified  with  the 
individual  ca.se,  but  it  extends  also  to  related 
hospital  pei'sonnel — hous(*  staff,  especially  the 
surgical  resident  group,  nur.ses,  anaesthesia 
dei)artment  and  even  to  the  lay  public,  to  a 
greater  or  lesser  extent,  depending  upon  the 
iin])ortance  in  the  community  of  the  i)articular 
patient  that  failed  to  recover. 

Fnder  the.se  cii’cumstances  then,  it  .seemed 
i-ather  natural  and  perhaps  even  mandatory 
that  each  of  these  cases  be  carefully  and  im- 
])artially  reviewed.  Why  did  these  i)atients 
'lie?  It  seemed  e'pially  desirable  that  the  hos- 
I'ital  Record  Room  be  visited  and  an  impiiry 
directed  toward  a longer  ])eriod  and  a larger 
group  of  cases  if  a propei*  ])erspective  was  to 
be  had.  There  is  nothing  like  a “look  at  the 
i(*coi(l“  to  separate  the  chaff  of  impression 
from  the  wheat  of  fact.  An  honest,  uid)iased 
analysis  of  one’s  results  is  not  only  good  for 
one’s  soul;  it  may  al.so  be  good  for  one’s  fu- 
tui-e  patients. 

•Director,  Department  of  Surgery,  Memorial  Hospital. 
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Accordingly,  three  fundamental  premises 
were  adopted  for  this  analysis:  (1)  the  ])eriod 
studied  should  not  he  less  than  five  years;  (2) 
only  cases  involving  colon  and/or  rectal  re- 
section would  be  included;  and  (3)  the  source 
material  would  be  derived  from  pathology- 
laboratory  records,  the  reciuirement  being  that 
a gross  and  microscopic  description  of  a re- 
sected segment  of  colon  be  a part  of  the  case 
record.  It  was  felt  that  this  requirement 
would  prevent  the  inadvertent  inclusion  of 
cases  in  which  only  bioi)sy  was  done,  or  local 
excision  of  malignant  polyps  was  carried  out. 
It  would  also  avoid  the  inclusion  of  those  cases 
having  more  limited  procedures  such  as  ab- 
dominal exploration,  with  or  without  colos- 
tomy. While  it  is  readily  appreciated  that  pro- 
cedures in  the  latter  category  are  not  without 
risk  and  have  their  own  not  too  low  mortality 
rate,  it  was  felt  that  our  lu-esent  study  should 
be  focused  upon  colon  resection  exclusively, 
since  the  three  fatal  cases  initiating  this  in- 
quiry were  of  this  type. 

I think  it  will  be  agreed  that  if  any  worth- 
while conclusions  are  to  be  gleaned  from  a 
statistical  study,  the  analysis  must  confine  it- 
self to  certain  specific  and  restrictive  limits. 
A corollary  to  this  belief  is  the  conviction  that 
the  prime  motive  should  be  to  .search  for  the 
truth,  not  to  write  a paper.  It  is  hoj>ed  that 
these  objectives  will  have  been  observed  in  the 
present  study. 

Realizing  that  statistics  are  inclined  to  be 
dull  and  often  contusing,  an  attempt  has  been 
made  to  exclude  irrelevant  data  and  to  reduce 
the  figures  to  the  simplest  form  possible.  Ac- 


cordingly, the  cases  involved  in  this  review 
have  been  classified  as  follows : 

Table  1. 


Group  A . . . Cases  operated  upon  (.Jan.  1,  1952- 
Mar.  1,  1952). 

(N.B. — It  is  in  this  group  that  the  three  suc- 
cessive fatalties  occurred.) 

Group  B . . . Cases  operated  upon  (.Jan.  1,  1947- 
Jan.  1,  1952). 

(N.B. — Covers  both  malignant  and  benign 
lesions.) 

Group  C . . . Cases  operated  upon  for  malignant 
disease  (Jan.  1,  1947-Jan.  1,  1952). 

Group  D . . . Cases  operated  upon  for  benign  dis- 
ease (Jan.  1,  1947-Jan.  1,  1952). 

Group  A received  our  scrutiny  first.  In  this 
group  are  ten  cases  all  operated  ui)on  in  Janu- 
ary and  February  of  1952  and  all  for  carci- 
noma of  the  colon  or  rectum.  The  essential 
data  so  far  as  fatalities  are  concerned  are  sum- 
marized in  Table  II. 

An  attempt  to  evaluate  the  foregoing  cases 
in  greater  detail  brings  to  light  the  following 
pertinent  facts: 

Case  1.  The  cause  of  death  cannot  be  es- 
tablished beyond  a doubt,  but  since  the  patient 
tolerated  liquids  after  removal  of  Levine  tube 
on  4th  P.  O.  I).  and  expelled  fiatus  and  had 
bowel  movements  up  to  time  of  death,  it  does 
seem  proper  to  exclude  any  peritoneal  factor 
as  contributing  to  death.  Perhaps  the  most 
significant  observation  was  that  noted  by  the 
medical  clinician  on  the  day  before  death 
when  signs  of  failing  circulation  made  their 
first  appearance. 


T.able  II. 


Case 

Age 

Diagnosis 

Operation 

P.  0.  D. 

of  death 

Autopsy 

Cause 
of  death 

1. 

(F.G.) 

84 

Ca.  hepatic 
flexure; 
Calculous 
cholecys- 
titis 

Rt.  hemico- 
lectomy: 
Ileo-trans. 
colostomy; 
cholecystectomy 

7th 

No 

Congestive 

heart 

failure? 

2. 

(G.  B.) 

72 

Ca.  sigmoid 
colon 

Sigmoidec- 

tomy; 

Primary 

anastomosis 

12th 

Yes 

Massive 
gastro- 
intestinal 
hemorrhage 
from  duodenal 
ulcer 

3. 

(E.L.) 

58 

Ca.  of 
rectum 

Abdomino- 

perineal.; 

Proctosig- 

moidgectomy 

12th 

No 

Pulmonary 

embolism? 
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l*io-opeiative  HK<I  had  hecii  rei>()ited 
witliiii  normal  limits  and  cliost  x-ray  pi-ior  to 
t)pcration  t'ailrd  to  disclose  any  evidence  of 
coiif^estive  heai’t  disease  or  other  i)atholo<iy. 

While  it  is  realized  that  p()st-o])erative  cir- 
cidatory  I'ailui'e  may  l)e  hnt  a terminal  mani- 
lestation  of  another  nnderlyinjr  factor — pt>ri- 
tonitis,  eh'cti'olyte  imbalance,  thi'omho-em- 
holism,  etc.,  it  would  seem  that  in  this  instance 
the  two  factors  of  ( 1 i a*re  (s4  years)  and  (2) 
the  masjnitiide  of  opei-ation  necessaiy.  could 
themselves  have  contributed  directly  to  the 
fatal  outcome. 

This  infei'ence  is  not  to  imply,  of  course, 
that  a^e  alone  is  a contraindication  to  major 
colon  sur«>:ery.  Neither  is  it  to  b(‘  assumed 
that  a two-stasje  procedure  would  have  been 
■safei’.  Indeed,  on  both  these  |)oints  our  exi>eri- 
eiice  has  led  us  to  feel  stron<>ly  to  the  con- 
tiary. 

Case  2.  Here  autopsy  was  obtained  and 
findinsi's  wei-e  such  as  to  clai'ify  the  compli- 
cated i)ost-op(M'ative  clinical  course,  lu  this 
connection  it  should  he  noted  that  ])ost-mor- 
teni  examination  do(>s  not  iii variably  reveal 
the  tnie  cause  of  death,  and  even  when  posi- 
tive findings  are  obsei-ved,  these  must  be  cor- 
I'elated  with  the  clinical  course  if  conclusions 
are  to  be  leached  that  are  sound  and  rcdevant. 

In  this  case  the  immediate  jiost-ojierative 
jieriod  was  complicated  by  a low-sirade  ileus, 
excessive  Iluid  lo.ss  via  lawine  tube  contribut- 
in«r  to  a difficult  electrolyte  problem,  llyjio- 
kalemia,  elevated  H.  1'.  N.  and  at  one  time  a 
troublesome  muscidar  twitching:  sufitiestinfi 
disturbed  calcium  metabolism  were  succes.sive 
and  concomitant  developments. 

By  his  5th  B.  O.  I).,  however,  these  factors 
delayiii‘r  recovery  seemed  to  have  been  over- 
come. only  to  be  followed  by  appearance  of 
lar«:e  amounts  of  tarry  ai'd  brifjht  red  blood 
in  stools  and  later  via  Levine  tube  when  its 
use  was  resumed.  In  spite  id'  an  active  jiro- 
fjiam  of  blood  replacement,  patient  exjiired 
(»n  his  12th  B.  ( ).  I ). 

At  autop.sy  a localized  area  of  wound  infec- 
tion was  noted,  but  the  anastomosis  was  found 
to  be  intact,  and  tlnut*  was  no  evidence  of  peri- 
tonitis. The  mo.st  sifjnificant  findinsj  was  a 
lar^e  (d  cm.)  ulcei-  crater  in  the  second  por- 
tion of  the  duodenum  responsible  for  the  mas- 
sive y;astro-intest inal  hemorrha.i>:e  first  apjiear- 
in<;  on  the  7th  B.  O.  I ). 


While  the  autopsy  findiiifis  umpiestionably 
revealed  the  soui'ce  of  this  jiatient's  idtimately 
exsan*ruinatin>i:  hemori-ha<;e,  it  would  be  over- 
simplification not  to  incriminate  the  operation 
itself  in  so  far  as  his  delayed  recovery  from 
the  colectomy  prcwented  what  rni<rht  otherwise 
have  b(‘en  undertaken,  viz.,  abdominal  ex- 
ploration to  locate  the  source  of  inte.stinal 
bleediiifr  and  then  disposition  of  it  as  circum- 
stances permitted.  In  this  instance  the  ulcer 
was  located  well  beyond  the  ampulla  of  Vater, 
and  definitive  attack  would  have  been  technic- 
ally difficult  if  not  impossible. 

Case  3.  The  failui-e  to  obtain  an  autopsy 
in  this  ca.se  is  especially  rey;rettable  since  the 
])recise  secpience  of  events  responsible  for 
death  remains  obscui'e.  The  sur<rical  resident’s 
imiuession  as  noted  on  the  chart  was  “pi'ob- 
able  i)ulmonary  embolism”  and  this  .seems  a 
tenable  assumption.  The  patient's  peritoneal 
reaction  was  uncom])licated  and  he  was  al- 
lowed a full  diet  on  his  (ith  B.  ( ).  1).  His  first 
evidence  of  any  circulatory  difficulty  became 
a|)parent  two  days  i)rece(lin<r  death  and  was 
not  att(‘nded  by  pleural  or  substei-nal  pain  or 
by  any  suspicious  lesr  vein  findiii'is.  The  occur- 
rence of  a sudden  rise  of  temperature  to  102“ 
following  lemoval  of  his  perineal  j)ackin}r  on 
the  7th  B.  ( ).  1).  and  a subtle  indication  that 
things  were  not  (piite  ri<;ht  was  noted;  the 
exact  relationship  of  this  incident  to  his  ulti- 
mate death  five  days  later  is  a matter  for 
sj)eculation,  but  of  unestablished  sifrnificance. 

A fuithei-  factor  of  uncertain  impoitance 
is  that  operation  was  delayed  for  two  weeks 
after  admission  because  of  vajiue  chest  pain, 
which  111)011  medical  evaluation,  was  ascribed 
to  possible  mild  myocardial  infarction.  LKli 
was  not  conclusive. 

This  case,  at  our  monthly  mortality  confer- 
ence, was  discu.s.sed  at  some  length,  and  the 
•general  consensus  as  to  cause  of  death  was 
“Bulmonary  embolism  on  12th  B.  O.  I).;  sub- 
lethal  pulmonary  infarction  on  9th  B.  O.  D.” 
• • • 

As  indicated  earlier  in  this  lue.sentation,  it 
was  hoped  that  an  additional  survey  extend- 
intr  over  a ])eriod  of  five  years,  and  conse- 
(piently  embracin*i  a larger  number  of  cases 
mifrhf  jirovide  a basis  for  iiroper  evaluation 
of  our  successes  and  failures  in  the  field  of 
colon  surirery. 
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Table  III. 

MORTALITY  RATE  BY  GROUPS 


GROUP  A . . . 2-month  Period  (Jan.  1,  1952-Mar.  1, 
1952 — 3 consecutive  deaths) 

Total  number  cases  colon  and/or  rectal 


resection 10 

Number  of  deaths  3 

Mortality  rate  30% 


N.B. — All  resections  for  malignant  disease. 

GROUP  B . . . 5-year  Period  (Jan.  1,  1947-Jan.  1, 
1952) 

Total  number  cases  colon  and/or  rectal 


resection 122 

Number  of  deaths  6 

Mortality  I’ate 4.9% 


GROUP  C . . . 5-year  Period  (Jan.  1,  1947-Jan.  1, 
1952) 

Total  cases  having  resection  for  malignant 


disease 110 

Number  of  deaths  5 

Mortality  rate  4.5% 


GROUP  D . . . 5-j^ear  Period  (Jan.  1,  1947-Jan.  1, 
1952)) 

Total  cases  having  resection  for  benign 


disease 12 

Number  of  deaths  1 

Mortality  rate 8.3% 

GROUPS  A & B . . . (Jan.  1,  1947-Mar.  1,  1952) 
Total  cases  having  colon  and/or  rectal 

resection 132 

Number  of  deaths  9 

Mortality  rate  6.8% 

GROUPS  A & C . . . (Jan.  1,  1947-Mar.  1,  1952) 
Total  cases  having  resection  for  malignant 

disease  120 

Number  of  deaths  8 

Mortality  rate  6.6% 


(jiroiii)  B represents  the  five-year  period 
January  1,  1947  to  Januaiy  1,  1952,  and  cov- 
ers all  cases  having  resection  of  colon  and/or 
rectum  during  this  jieriod.  The  total  number 
is  122  and  except  for  twelve  cases  having  re- 
section for  benign  disease  of  the  colon,  the 
entire  group  was  operated  upon  for  carcinoma. 

Reference  to  Group  D will  show  that  of  the 
twelve  cases  having  colon  resection  for  benign 
disease  one  died — a mortality  rate  of  8.3% — 
while  in  the  110  jiatients  having  various  types 
of  resection  for  carcinoma,  five  died — a mor- 
tality rate  of  4.5%.  This  difference  is  cited 
not  because  it  is  believed  significant,  but  only 
to  illustrate  how  easily  one  can  reach  pre- 
mature and  unwarranted  conclusions  from 
statistics  alone.  As  a matter  of  fact,  while  all 


but  one  case  in  the  benign  group  had  conpili- 
cations  of  either  diverticulitis  or  irradiation 
colitis,  the  one  fatal  result  followed  i>rocto- 
sigmoidectomy  for  severe  ulcerative  jirocto- 
colitis.  A series  of  this  size,  viz.,  twelve  cases, 
has  no  value  in  itself  but  is  included  becan.se 
as  stated  at  the  out.set,  the  cases  within  this 
group  all  had  colon  and/or  rectal  resection 
and  in  a broad  sense  factors  influencing  mor- 
tality are  about  equally  ojierative  in  the  be- 
nign and  in  the  malignant  group.  At  least,  so 
it  is  a.ssumed  by  us,  and  this  observation  seems 
to  be  borne  out  by  the  experience  of  others. 

As  indicated  above.  Group  C comjiri.ses 
cases  having  a malignant  lesion  of  the  colon 
and  resected  during  the  five-year  period  1947- 
1952;  Group  1)  repre.sents  the  benign  colon 
cases  resected  during  the  same  period.  The 
total  number  of  cases  in  these  two  groups  was 
122,  of  which  six  died  suh.sequent  to  operation. 
The  mortality  rate  for  all  colon  ca.ses  resected 
during  this  ])eriod  was  4.9%.  (See  Table  111.) 

What  is  to  be  learned  from  a critical  survey 
of  the  records  in  the  fatal  cases  in  Group  C? 

Case  I.  While  no  autopsy  was  olitained  in 
this  case,  the  cause  of  death  seems  rather  clear 
and  can  he  ascribed  to  a technical  error  at  the 
time  of  operation.  An  extremely  bulky  mass, 
originating  in  the  fixed  portion  of  the  sigmoid 
colon  and  extending  by  continuity  into  its 
mesentery  and  retroperitoneal  space  above  the 
liromontory  of  the  .sacrum,  required  high  liga- 
tion of  the  inferior  mesentei'ic  artery.  The 
mistake  consisted  of  attempting  an  obstructive 
tyjie  of  resection  to  preserve  the  rectum  rather 
than  settling  for  a proximal  colostomy  and  a 
more  extensive  re.section  of  the  distal  segment. 
At  the  time  of  operation  the  circulation  of  the 
distal  segment  appeared  to  be  adeipiate  and 
this  judgment  was  concurred  in  by  another 
surgeon  who  was  called  to  the  operating  room 
for  his  oinnion.  The  jiatient’s  i>ost-operative 
course  rather  promptly  jiroved  this  to  be  an 
error  of  judgment,  however,  since  evidence  of 
non-viability  of  the  di.stal  segment  could  be 
demonstrated  deep  in  the  operative  wound 
and  the  patient  died  of  a pelvic  peritonitis. 
(At  the  depth  of  resection  necessary,  it  had 
not  been  possible  to  elevate  the  di.stal  segment 
above  the  peritoneal  level). 

Case  II.  Death  in  this  case  seemed  clearly 
preventable  and  even  now  on  recalling  the 
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Group  C — Resection  for  Malignant  l)isea.se  of  Colon  and/or  Rectum 
(5-year  period — Jan.  1,  l!)47-.Ian.  1,  1952) 


Case 

.\ge 

Diagnosis 

Operation 

P.  O.  D. 
of  death 

Probable 

Autopsy  cause  of 

death 

I. 

(T.  J.) 

G8 

Ca.  of 
sigmoid 

(Jbstructive 
resect,  of  sig- 
moid with  retro- 
peritoneal lym- 
])hadenectomy 

4th 

No 

Peritonitis; 
Vascular 
im]>air  of 
distal 
segment 

11. 

(E.J.) 

G8 

Ca.  of 
sigmoid 

Sigmoidectomy: 
Primary  anast.; 
Bilat.  femoral 
vein  interruption; 
(Prophylactic) 

15  min. 
after 
operation 

No 

Post- 

anaesthesia 

III. 

(M.  S.) 

77 

Ca.  trans- 
verse colon 

Trans-colectomy: 
Primary  anast. 

4th 

Yes 

Congestive  heart 
failure 

IV. 

(K.  R.) 

G1 

Ca.  sigmoid 
with  exten- 
sion to 
bladder 

Sigmoidectomj’; 
Primary  anast.; 
Total  cystectomy; 
Complete  hyster.; 
Bilat.  saljtingo- 
oojih.;  Ajipend.; 
Excision  of  vagina; 
Bilat.  uretero- 
sigmoidostomy 

14th 

No 

Cerebral 

thrombosis 

(Embolism?) 

V. 

(B.  L.) 

G7 

Ca.  of 
rectum 

Ahdomino-])erineal.; 
Procto-sigmoidectomy 
with  total  hyster.; 
Bilat.  saljiingo- 
ooi)h.;  Partial  vagi- 
nal excision  en  bloc 

32nd 

No 

Cerebral 

thrombosis; 

Pulmonary 

embolism 

circumstances  of  four  years  ago,  the  recollec- 
tion is  none  the  less  painful,  not  only  in  its 
effect  of  boosting  the  mortality  rate,  hut  be- 
cause the  ])atient  ha])i)ened  to  be  a friend  of 
the  analyst  of  this  series. 

The  o])eration  eonsisted  of  sigmoidectomy 
and  primary  anastomosis  for  a small  freely 
movable  lesion  in  the  mid  sigmoid.  This  pro- 
cedure was  followed  by  bilateral  femoral  vein 
ligation.  (This  was  during  a period  in  which 
I'outine  prophylactic  ligation  was  being  done). 
The  operation  was  unusually  smooth  and  easy 
and  anaesthesia — cyclopropane  with  curare — 
ap])arently  uncomplicated. 

The  i)atient  left  the  opei'ating  room  with 
H.  1*.  120/90  and  leported  in  excellent  eon- 
dition.  llei’  rating  as  an  oj)erative  risk  was 
classified  tirade  I.  She  was  I’eturned  to  her 
loom  not  fully  reacted  l)Ut  “in  excellent  con- 
dition” and  within  ten  minutes  on  receiving 
an  emergency  call  from  her  sjiecial  nur.se,  she 
was  found  pulseless,  pupils  dilated  and  fixed, 
and  respirations  to  have  ceased.  Since  an 


autojisy  was  not  obtained,  it  is  ])ossible  that 
.some  cause  other  than  acute  respiratory  ob- 
struction as  susiiected  clinically,  might  have 
been  resjmnsible  for  this  patient's  sudden  and 
unexpected  death.  This  experience,  however, 
does  .seem  to  jioint  forcibly  to  the  advantage 
of  a ])ost -anaesthetic  recoveiy  room,  and  in- 
deed this  unfortunate  episode  undoubtedly 
hastened  the  installation  of  such  a facility  at 
the  Memorial  Hospital. 

Case  III.  The  benefit  of  an  auto])sy  in  this 
case  leaves  less  room  for  speculation.  Patient 
was  admitted  with  jiartial  obstruction  which 
was  overcome  sufficiently  by  Cantor  tube  to 
pmmit  primary  resection  and  anastomosis  for 
a h'sion  in  transvei’se  colon. 

I’ost -operative  coui-se  seemed  .satisfactory 
until  congestive  heart  failure  developed  rather 
abruptly  on  the  4th  P.  ().  I),  and  at  autopsy, 
while  no  organic  cardiac  pathology  was  found, 
there  was  evidence  of  marked  pulmonary 
edema.  The  peritoneal  cavity  was  entirely 
negative.  One  might  jmstulate  that  the  jml- 
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monary  edema  could  have  resulted  from  in- 
judicious use  of  parenteral  fluids  and  this 
point  actually  was  debated  with  some  vigor 
even  in  the  autojisy  room.  The  clinical  im- 
pression, however,  strengthened  by  ])atient's 
age  (77  years)  was  that  the  direct  cause  of 
death  was  acute  cardiac  decompensation  in- 
duced by  anaesthesia  and  operation. 

Case  IV.  This  case  was  of  especial  interest 
because  of  the  unexpected  tindings  at  oper- 
ation. The  pre-operative  impression  had  been 
that  the  primary  pathology  involved  the 
urinary  bladder  with  extension  to  pelvic 
lymph  nodes  and  vagina,  and  on  Iiasis  of 
these  findings  in  another  hospital,  patient 
was  rejected  as  inoperalile.  At  operation  a 
bulky  mass,  primary  in  the  sigmoid  colon  with 
invasion  of  bladder  and  fixation  to  the 
uterus,  required  a block  resection  of  sigmoid 
colon,  bladder  and  uterus  in  their  entirety 
and  a portion  of  the  vagina.  In  spite  of  ex- 
tensive disease  present,  it  was  po.ssible  to 
circumvent  the  tumor,  effect  a primary  anas- 
tomo.sis  of  colon  to  rectosigmoid  and  trans- 
plant the  ureters  into  colon  proximal  to 
anastomosis. 

The  patient  withstood  the  jirocedure  ex- 
tremely well,  and  post-operative  course  con- 
tinued to  be  entirely  .satisfactory  with  excel- 
lent urinary  output  per  rectum.  8he  was  on 
full  diet  on  her  8th  P.  ().  I).  On  her  lOth  P. 
0.  D.  on  awaking  she  complained  of  lilurred 
vision  with  some  temporal  and  frontal  head- 
ache. No  other  intracranial  signs  or  symptoms 
were  observed  at  this  time,  and  eye  grounds 
were  reported  negative. 

Two  days  later  flaccidity  of  left  arm  and 
leg  were  noted  and  patient  was  unresi>onsive 
to  nonnal  stimuli.  Gradually  this  picture  be- 
came more  iirofound  and  on  following  day,  the 
14th  .since  operation,  patient  died.  Unfortu- 


nately, autopsy  was  refused,  but  course  fol- 
lowed over  iieriod  of  last  four  days  seemed  to 
warrant  attributing  death  to  cereliro-vascular 
accident.  The  highe.st  B.  U.  N.  reported  post- 
operatively  was  40  mgms.  per  cent,  this  on 
the  9th  P.  ().  I).;  five  days  later  it  was  19  and 
on  day  before  death  it  was  10  mgms.  ])er  100 
cc.  of  l)lood.  The.se  findings,  in  combination 
with  adeiiuate  urinary  excretion  and  negative 
alidominal  findings,  would  seem  to  eliminate 
either  iinjiaired  renal  function  or  peritoneal 
complication  as  factors  in  the  fatal  outcome. 

Case  V.  The  post-operative  course  in  this 
case  was  coinjilicated  by  a tyjie  of  mental  re- 
sjionse  that  was  interjireted  as  psychosis,  mak- 
ing its  first  appearance  on  the  5th  P.  ().  I).  The 
patient  refused  most  of  her  feedings,  although 
her  colo.stomy  functioned  normally  and  she 
had  no  nausea  or  vomiting.  On  occasion  she 
would  recognize  members  of  her  family  and 
would  get  out  of  bed  but  behaved  as  if  she 
had  a mental  block  of  some  type.  Her  B.  U.  N. 
on  the  5th  P.  ().  1).  was  reported  as  8 mgms. 
per  cent.  A }>re-operative  KK({  was  appar- 
ently normal,  but  on  the  8th  P.  ( ).  D.  showed 
a posterior  myocardial  infarction.  Its  occur- 
rence was  marked  by  the  ]>atient 's  blurred 
mental  state,  and  there  was  no  acconqianying 
circulatory  embarrassment. 

This  development  was  the  tir.st  evidence  of 
thrombo-embolic  tendency  but  a second  oc- 
curred in  the  third  week  when  evidence  of 
thrombo-phlebitis  appeared  in  the  left  leg.  At 
this  time  iiatient  was  out  of  bed  each  day 
and  eating  <juite  well,  but  her  mental  response 
was  .still  sluggish  and  confu.sed.  Her  ])erineal 
wound  was  clean  and  jiractically  healed. 

On  her  thirty-first  day  it  w’as  observed  that 
a left  hemiplegia  had  developed  shortly  fol- 
lowed by  bilateral  flaccid  paralysis  and  rap- 
idly progressive  circulatory  failure.  Death  oc- 


Table  V. 

MOKTALITV  ANALYSIS 

Group  D — Resection  for  Benign  Disease 
(5-year  period — Jan.  1,  1947-Jan.  1,  1952) 

P.  O.  D.  Probable 

Case  Age  Diagnosis  Operation  of  death  Autopsy  cause  of 

death 


I.  63  Extensive  Abdornino-perineal.;  8th  No  Electro- 

(H.  S.)  ulcerative  Procto-sigmoidectomy  lyte 

procto-  imbalance 

sigmoiditis 
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cunv<l  oil  lu*r  22ml  I*.  < ►.  I),  ami  was  attrih- 
utod  to  (•(‘ivliral  (‘inholus  witli  iicrhaps  pul- 
moiiai  y (Miiholisni  as  an  (Misuiii”^  tactor. 

This  patient 's  eouise  almost  t'l-oin  the  hefiin- 
niiiir  was  nnsatisl’aetoi y,  ami  yet  it  is  eoneeiv- 
able  that  the  throinho-iMnholie  eoinplieations 
inifilit  have  been  avoided  if  normal  ambula- 
tion, ete.,  had  not  been  jirevented  by  her  men- 
tal state.  It  was  nevei-  .sat isfaetorily  deter- 
mined whethei-  this  mental  problem  was  a true 
post-operative  psyehosis  or  of  or";anie  orifiin. 

The  single  death  in  this  ^roup  ( D)  followed 
abdomino-perineal  reseetion  for  a beni“;n  les- 
ion of  the  r(*etum  and  si<rmoid,  the  only  fatal 
ease  in  this  partieulai-  <>roui). 

Case  I.  Death  oeeiirred  on  the  Sth  D.  ().  D. 
and  was  jm'eeded  for  forty-eifjht  hours  by 
profuse  sweating:,  exeessive  watery  draina<>:e 
from  pei'ineal  wound  and  blood  ehemistries 
indieatinfi'  hy|)oehloremia.  KKti's  failed  to  in- 
dicate any  ])otassium  deficiency.  ( Photometric 
estimations  not  available  at  that  time).  While 
poor  toleranee  for  fluids  by  mouth  was  noted, 
abdominal  di.stention  was  not  pn'.sent,  peris- 
talsis was  active  and  his  colostomy  functioned 
normally  on  his  (ith  P.  D.  I).  In  sjiite  of  fail- 
in«  on  two  occasions  to  obtain  a positive  bi- 
opsy for  carcinoma  prior  to  ojieration,  it  was 
assumed  that  specimens  were  not  obtained 
from  a rejn-esentative  area  and  accortlinifly, 
after  usual  jireiiaration  by  antibiotics,  oper- 
ation was  carried  out  within  a few  days.  In 
view  of  actual  i)atholo<>y  ])i-esent  (ulcerative 
procto-si>>im)iditis)  it  seems  likely  that  the 
IH'ocess  was  probably  more  extensive  than  a])- 
pi-eciated  and  that  patient  was  operated  upon 
duiiii”:  a stajre  of  crisis.  In  reti'ospect,  colos- 
tomy only,  or  a longer  period  of  prejiai’ation, 
mi<>ht  have  jn-evented  the  fatal  outcome. 

Kven  if  this  “second  «uess”  semns  too  con- 
jectural to  be  taken  .seriously  oi-  to  lie  I'elated 
to  the  cause  of  death,  it  does  .seem  valid  to 
siiiisjest  that  the  fluid  and  elect  I'olyte  problem 
should  have  b(“en  rccosjnized  earlier  in  the 
post-ojicrative  couist*,  and  at  a time  when  the 
chloride  depletion,  etc.,  were  I'eversible.  The 
final  pictui't'  was  that  of  pulmonary  atelec- 
tasis and  coiificstive  failure. 

It  is  felt  that  more  skillful  mana<rement  of 
this  case  both  in  the  |)re-o|)erative  and  |)ost- 
operative  periods  miyrht  have  alt(>red  the  final 
outcome. 


I )iscrssiox 

The  lorefioiiifr  case-by-ca.se  .study  brings  to 
lijiht  certain  inter<“stin<;  facts  as  tabulated 
below  : 

Table  VI. 


NUMBER  OP" 

C.AUSE  OF  DE.ATH  DE.ATHS 


1. 

Peiitonitis 

1 

2. 

Late  circulatory  failure 
(Not  ascriliable  to  P.  O.  shock) 

2 

.3. 

Cei  eliro-vascular  accident 

2 

4. 

Pulmonary  embolism 

1 

5. 

P.lectroivte  imbalance 

1 

0. 

Bleeding  duodenal  ulcer 

1 

i . 

Com])lication  anaesthesia 

1 

9 

The  siiifrle  death  from  jieritonitis  occurred 
in  1947  and  none  from  this  cause  has  been 
recorded  in  the  subseipient  121  cases. 

The  ai>e  distribution  is  also  of  interest ; only 
one  fatal  case  was  under  sixty  years  of  a^e, 
and  three  of  the  nine  fatalities  occurred  in 
jiatients  past  .seventy  years  of  ajre. 


Table  VII. 
.\(;e  m.sTKiiu  tion 


Number 

Age  period 

of  cases 

.a8-()7 

4 

()8-8G 

5 

Total 

9 

While  one  would  like  to  feel  that  with  more 
exjiert  manairement  before,  durin<i,  and  after 
opei-ation,  all  the  fatal  cases  in  this  .series 
mi'rht  have  been  avoided,  such  perfection  is 
perhaps  beyond  human  attainment.  There 
can  be  little  doubt,  however,  that  the  cases  of 
peritonitis,  of  eleetrolyte  imbalance,  and  that 
ascribed  to  post -anaesthetic  complication 
should  have  been  jireventable.  .Since  all  these 
occurred  in  the  five-year  ‘rroup  (1947-1952). 
the  moitality  late  foi-  this  period  would  ac- 
cordingly have  been  l.ti'/c  rathei’  than  4.9/^. 


Table  VIII. 


IH;.\THS  BV  VE.XR.S 

(('arcinonia  onl.v) 

Year  1947 

1948  1949  19.30 

19.31 

.Number  of  cases  2 

1 0 1 

1 

From  the  above  talile 

it  is  evident  that 

our 

start  upon  the  next  five-year  period  is  any- 
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thing  but  iii'opitious.  With  three  deaths  in  ten 
eases,  and  within  a two-month  period,  it  is 
apparent  that  if  we  are  only  to  equal  the  mor- 
tality rate  of  tlie  previous  jieriod  we  shall 
have  to  kee])  our  deaths  down  to  two  in  the 
next  one  hundred  eases. 

It  must  be  admitted  that  a grave  and  de- 
})lorable  weakness  in  this  study  is  the  woeful 
laek  of  post-mortem  findings  to  verify  or  dis- 
prove the  elinieal  impression  as  to  eaiise  of 
death.  As  indieated  in  Tables  II  and  IV,  only 
two  autopsies  were  obtained  in  nine  fatal 
eases.  Frankly,  this  revelation  was  entirely 
unexpeeted,  sinee  over  the  last  five  years  the 
hosiiital  autopsy  reeord  .shows  an  annual  rate 
of  55%.  While  it  is  readily  admitted  that  elin- 
ieal impressions  are  often  at  varianee  with 
faetual  data  obtained  from  earefully  iier- 
formed  autopsies,  it  is  felt  that  in  the  seven 
of  nine  eases  in  whieh  an  analysis  of  the  hos- 
pital reeords  had  to  be  depended  upon,  eer- 
tain  pertinent  eonelusions  were  jiossible,  and 
that  therefore  some  im])ortanee  ean  be  attaeh- 
ed  to  a review  of  this  kind.  What  definite 
eonelusions,  then,  seem  logieal  and  relevant? 

Conclusions 

(1)  Except  for  the  single  ease  of  ])ost- 
operative  peritonitis,  the  patients  died  of 
causes  that  might  be  a.ssoeiated  with  any 
other  major  surgical  i)roeedure. 

(2)  Sinee  during  the  period  covered  by 
this  studyq  the  complication  of  peritonitis 
played  an  unimportant  role,  there  appeal's  to 
be  no  reason  to  alter  our  past  policy  of  tech- 
nical management  of  colon  lesions. 

No  attemi)t  has  been  made  in  this  review 
to  evaluate  individually  the  various  drugs 
used  in  the  pre-operative  jireparation  of  colon 
patients.  In  resjiect  to  operative  technique, 
however,  a rather  uniform  practice  was  fol- 
lowed. First,  anastomosis  almost  exclusively, 
was  of  the  open  type,  and  secondly,  prelimi- 
nary or  complementary  colostomy  was  not  em- 
ployed except  in  those  cases  obviously'  ob- 
.structed. 

In  a small  grouj)  of  cases  in  which  the  lesion 
was  at  the  iielvic  peritoneal  reflection  and  in 
which  low  anterior  anastomosis  was  done,  a 
complementary'  transverse  colostomy'  was 
added.  Recently',  however,  we  have  been  tend- 
ing toward  omission  of  the  colostomy'. 


(8)  The  age  factoi'  in  two  fatal  cases  — 
one  at  84  and  one  at  77,  emphasizes  again  the 
greatei'  hazard  implicit  in  major  surgery  for 
j)atients  beyond  the  seventh  decade.  In  si>ite 
of  this  obvious  fact,  it  would  be  interesting, 
however,  to  review  the  cases  beyond  age  of  70 
with  recovery  following  colon  resection. 

(4)  While  cases  having  colon  and  rectal 
resection  as  part  of  a pelvic  evi.sceralion  for 
recurrent  or  intractable  carcinoma  of  the  cer- 
vix were  not  included  in  this  review.  Case 
IV.  is  illustrative  of  others  recpiiring  en  bloc 
removal  of  contiguous  small  bowel,  stomach, 
bladder,  etc.,  where  these  .structures  were  in- 
vaded by  the  jirimary'  colon  or  rectal  growth. 
In  s])ite  of  several  cases  of  such  character  en- 
countered in  the  series,  their  greater  magni- 
tude is  not  reflected  in  the  mortality'  table, 
and  from  this  stand])oint,  at  least,  such  pro- 
cedures would  ai)pear  to  have  been  justified. 

(5)  Finally',  fhe  incidence  of  fatal  com- 
plications of  a vascular  nature — thrombo-em- 
bolic  and  cardio-vascular — stands  out  boldly' 
enough  to  w'arrant  critical  anal.vsis  of  the 
cause  and  prevention  of  such  “accidents." 
They'  do  iepre.sent  a real  challenge  to  our  bet- 
ter understanding  of  this  i)roblem,  and  it  is 
to  be  ho])ed  that  with  increased  awarene.ss 
their  occurrence  as  a mortality  factor  can  be 
materially'  reduced. 
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expedited  the  proper  grouping  of  cases. 

The  author  wishes  to  thank  also  the  members 
of  the  Surgical  Department  for  permitting  the  use 
of  their  case  records  in  the  preparation  of  this 
review. 


SOME  CHANGING  CONCEPTS  OF 
SODIUM  METABOLISM  IN 
CARDIAC  AND  RENAL  DISEASES 

Richard  A.  Neubauer,  1\I.  I)..* 
Wilmington,  Del. 

Within  the  past  120  .vears  the  low  salt  diet 
has  probably'  become  the  most  prescribed  diet 
in  medicine.  Voluminous  literature  and  thera- 
peutic results  in  ridding  the  organism  of 
edema  on  this  regime  have  j)roved  this  tool  to 
be  of  the  utmost  value,  particularly'  in  edema 

•The  work  on  renal  and  electrolyte  research  being 
done  at  the  Memorial  Hospital  is  being  financed  by  a grant 
from  the  United  States  Public  Health  Service,  National 
Heart  Institute,  Bethesda.  Maryland. 
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of  cardiac  or  renal  ori«>:in.  ( 'onditions  in  wliich 
it  lias  been  used  since  the  turn  of  the  centui y 
have  included  liyi»ertension  and  nearly  all 
stajres  of  lenal  dysfunction.  Kxpcrinients 
within  the  past  15  years  have  clearly  indicated 
that  the  kidney  in  chronic  renal  disea.se  or  in 
con>>estive  heart  fjiilure  cannot  readily  ex- 
crete sodium  chloride,  and  that  further  addi- 
tion of  salt  will  be  |)aralleled  with  increasinfi 
edema.  Studies  with  sodium  bicarbonate  and 
.sodium  bromide  have  <riven  similar  results, 
yet  there  has  been  an  occasional  diuresis  with 
\al !('<)'  in  the  eclamptic  syndrome.  From  all 
of  this  evidence  the  physician  has  become  con- 
vinced that  sodium  is  detrimental,  and  the  low 
.sodium  diet  is  used  .synonymously  with  the 
low  salt  dii't. 

Kecent  evidence  demonstrates,  however, 
that  at  tinu's,  restiiction  of  salt  is  liarrnful 
and  that  nwersal  of  this  rejjime  may  be  dra- 
matic and  life  savin«j.  Such  conditions  as  .salt- 
losin,<>'  nephritis  as  de.scribed  by  Thorn  exem- 
j)lify  this.  Here  the  tubular  ability  of  the 
kidney  is  such  that  .salt  is  lost  in  lar<ie  amounts 
and  a true  state  of  .salt  depletion  ensues  with 
its  typical  i)icture  of  azotemia  and  .shock.  De- 
creasin'; results  from  mercui-ial  diuretic  dru<;s 
in  canliac  edema  with  increasins;  doses  may 
al.so  i)i'ecipitate  this  state,  and  here,  too,  re- 
])lacement  of  lost  sodium  is  ui'^ent.  This  syn- 
drome may  occui-  in  the-  pi-e.sence  of  edema 
where  one  may  armie  that  the  total  body  .sod- 
ium is  still  increa.sed,  but  here  one  deals  as 
well  with  tonicity  as  well  as  volume  of  the 
extiacellulai-  fluid,  llypertoidc  (2-5%)  sod- 
ium chloride  has  been  used  dramatically  in 
this  condition.  Removal  t)f  lar^e  volumes  of 
ascitic  fluid  in  cirrhosis  and  .salt  loss  in  tuber- 
cidosis  as  well  as  with  lesions  of  the  CNS  may 
also  <;ive  rise  to  a state  of  .salt  depletion  even 
though  the  low  salt  regime  has  not  been  em- 
ployed. Thus,  in  the  edema  of  cardiac  or  renal 
oi  if;in,  oi'  in  the  uremic  state  of  chronic  neph- 
ritis. althou*;h  salt  I’cstriction  may  b<>  of 
marked  benefit  to  the  majority  of  cases,  cer- 
tain ca.ses  may  be  hai  ined  by  such  a procedure. 

Cardiac 

In  the  edema  of  coni;estive  heart  failure, 
there  is  a decrease  in  renal  blood  flow,  a de- 
crease in  •rlomerular  filtration  rate,  and  an 
increased  filtration  fraction.  There  is  al.so  a 
marked  reabsorpfion  of  sodium  at  the  distal 


tubules  of  the  kidney.  The  influential  factors 
workin;;  on  the  tubules  arc  not  clearly  under- 
stood. Aside  from  the  intrinsic  capacity  of  the 
tubules  to  I'cabsorb  sodium,  it  is  felt  that 
other  influences,  such  as  hormonal,  are  exert- 
ed. The  resultant  urine  is  hypotonic  in  nature 
for  sodium.  Althou<;h  the  above  derauf;ed  kid- 
ney function  is  jircsent,  *\ewber<;h,  in  calcu- 
latinj;  renal  tubular  osmotic  work,  has  .shown 
that  it  is  extremely  difficult  for  the  kidney  to 
excrete  such  a urine.  He  has  shown  that  the 
sinijilest  urine  for  excretion  is  an  iso-osmotic 
mine  where  little  renal  ener<;y  is  reciuired. 
Diuretics  act  efficiently  by  allowin';  the  jias- 
saj;e  of  a more  isotonic  urine,  but  the  low  salt 
diet  cannot  possibly  meet  this  phy.siolo‘;ical 
requirement. 

( )n  the  basis  of  lenal  ener<;y  Fox  and  Fried- 
ber<;  have  recently  treated  the  syndrome  of 
coiif;estive  fail  me  with  lar<;e  doses  of  .sodium 
lactate  and  potassium  acetate  the  pota.ssimn 
beiuf;  used  to  replace  a cell  deficit  which  ap- 
liaiently  arises  in  the  ])atho‘;enesis  of  heart 
failmc.  Intel cstinj;ly  enou*;!!,  it  was  found  in 
certain  cases  that  the  kidney  could  well  tol- 
erate sodium  admini.stered  as  hypertonic  sod- 
ium lactate,  and  the  resultant  feature  was  the 
excrefion  of  an  i.so-osmotic  urine  with  diuresis 
and  clinical  improvement.  Thus,  althouj;h  the 
kidney  cannot  handle  sodium  as  chloride,  bi- 
carbonate, or  bromide,  ])erhai>s  the  tubular 
ability  for  sodium  with  lactate  is  iliff’erent. 
Further  speculation  mi<;ht  well  incriminate 
the  anion,  rather  than  the  cation  .soilium. 

Recent  work  from  Kn';land  has  indicated 
that  coii';estive  failure  on  the  basis  of  cor 
pulmonale,  after  respondin';  to  routine  ther- 
ajiy,  may  well  show  a renewed  tubular  ability 
to  excrete  sodium  chloride.  This,  however,  was 
not  found  true  in  I'heumafie  valvular  con<;es- 
tive  state.s.  In  such  a case  where  recoveiy  of 
the  tubular  ability  to  excrete  sodium  has  oc- 
curred the  (piestion  arises  whether  one  would 
be  justified  maintainin';  the  reduced  salt  in- 
take and  thus  ai;ain  forcin';  the  kidneys  to 
excri'te  a hypotonic  urine. 

At  the  Memorial  Hos])ital  within  the  jiast 
several  months  a case  of  chronic  congestive 
failure  having  responded  nicely  to  digitalis 
and  mercurial  diuretics,  was  given  sodium  lac- 
tate by  mouth.  In  follow-ui)  examinations  it 
has  been  observed  that  there  has  been  no  re- 
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currence  of  edema  and  that  cadiac  function 
has  been  satisfactory  with  excellent  kidney 
function.  Another  case  which  was  refractory 
to  mercurial  diuretics,  but  which  did  not  dis- 
play all  the  criteria  for  the  low  salt  syndrome, 
was  treated  with  hypertonic  sodium  chloride 
l>lus  mercurial  diuretics  and  within  several 
days  after  receiving  about  60  grams  of  .salt 
lost  nearly  all  of  his  edema. 

Thus,  in  congestive  heart  failure,  perhaps 
the  indefinite  continuance  of  the  salt  re.stric- 
lion  program  may  not  be  best  for  all  cases. 
Ideally  the  iihy.siological  approach  should  be 
the  best,  and  perhaps  the  case  which  could  ex- 
crete an  isotonic  urine  with  sodium  lactate  and 
thus  clear  his  edema,  might  iierhaps  be  better 
maintained  on  large  doses  of  sodium  rather 
than  on  less  than  one  gram  of  .salt  a day. 

Nephrotic  Syndrome 

The  nephrotic  .syndrome  which  has  been 
recognized  for  centuries  has  always  been  a 
major  problem  in  therapy.  Because  of  edema, 
salt  restriction  has  been  a favorite  adjunct  of 
therapy.  The  many  therapeutic  attempts  with 
thyroid,  albumin,  ACTH,  cortisone,  etc.,  are 
too  numerous  to  mention.  Here,  too,  the  urine 
is  hypotonic,  and  the  sodium  concentration  in 
the  extra-cellular  tluid  is  hypotonic  as  is  fairly 
tyjiical  with  most  forms  of  edema.  A cell  de- 
ficit of  potassium  has  been  proven  by  tissue 
analysis.  With  these  facts  in  mind  Fox  began 
a program  of  treating  such  cases  with  large 
doses  of  .sodium  acetate  and  potassium  acetate. 
In  this  manner,  he  was  able  to  rai.se  the  sod- 
ium concentration  in  the  extracellular  fluid, 
thus  probably  causing  a relative  increase  in 
filtration  and  tubular  mass  of  sodium  and  by 
concomitantly  replacing  a cell  deficit  of  po- 
tassium was  able  to  bring  about  a diuresis  in 
a large  percentage  of  ca.ses.  Although  spon- 
taneous diure.sis  characterizes  this  syndrome, 
and  although  many  medications  may  produce 
a temporary  diuresis,  by  allowing  the  kidney 
to  continuously  put  out  a hypotonic  urine,  re- 
currence of  edema  after  most  theraiieutic  pro- 
cedures is  extremely  common.  A very  signi- 
ficant feature  of  the  treatment  with  large 
doses  of  sodium  lactate  is  that  edema  usually 
does  not  recur  as  long  as  maintenance  therapy 
is  continued.  Thus,  this  syndrome,  which  has 
been  a problem  in  management  for  centuries, 
may  in  certain  cases  be  controlled  indefinitely 


with  the  above  medication.  Although  statistics 
cannot  yet  validate  it,  it  is  felt  that  the  jiossi- 
bility  of  healing  the  kidney  lesions  of  the 
nephrotic  syndrome  is  better  with  the  main- 
tenance of  sodium  and  alkali  therapy. 

Uremia  and  Acidosis 

The  management  of  apparently  terminal 
kidney  failure  is  always  a major  problem.  Salt 
restriction  is  used  commonly,  Imt  in  the  rare 
case  this  may  be  harmful,  as  Thorn  has  shown 
with  his  cases  of  salt  losing  nephritis.  lUany 
feel  that  one  should  not  attempt  to  correct  the 
acidosis  becau.se  the.se  patients  at  times  will 
compensate  to  a low  ('O-  combining  power. 
Attempting  to  correct  this  acidosis  with  1,  6 
molar  sodium  lactate  has  freciuently  caused 
harm  to  the  iiatient. 

Klkington  and  Tarail  have  shown  that  the 
severely  damaged  kidney  often  cannot  excrete 
l)otas.sinm  and,  although  this  therajiy  was 
prevalent  for  many  yeai-s  it  is  now  seldom 
u.sed.  Although  potassium  may  cause  sudden 
death  in  kidney  failure  because  of  the  break- 
down of  tissues  which  liberate  cell  potassium 
into  the  .serum,  at  times  its  use  may  be  urgent 
since  in  very  rare  cases  of  chronic  renal  dis- 
ease excess  potassium  is  lost  through  the  kid- 
neys. Recently  muscle  analyses  have  shown 
that  even  in  face  of  high  serum  levels  there 
may  be  a cell  deficit  of  potassium.  Associated 
with  this  there  is  apparently  increased  chloride 
in  the  cell  along  with  .some  added  sodium.  As 
sodium  lactate  is  a precursor  of  bicarbonate 
and  as  Pitts  has  shown  that  exce.ss  bicarbonate 
will  facilitate  an  excretion  of  excess  chloride 
at  the  distal  tubules  of  the  kidney,  a therapeu- 
tic regime  has  recently  been  used  at  the  Me- 
morial Hospital  in  the  treatment  of  kidney 
failure  using  intensive  do.ses  of  hypertonic 
sodium  lactate.  In  all,  14  cases  have  been 
treated  with  this  regime  and  the  improvement 
has  been  very  satisfactory  in  all  cases  except 
one.  Potassium  was  given  continiK'Usly  and 
calcium  was  u.sed  to  iirevent  tetany  and  to  re- 
place the  continuous  loss  of  this  ion  in  chronic 
renal  disease. 

Along  with  the  clinical  improvement  all 
cases  have  displayed  a dramatic  reduction  in 
the  urea  nitrogen  and  an  immediate  correction 
of  the  acidosis.  In  studying  the  kidney  hand- 
ling of  sodium  it  has  been  found  that  when 
given  in  this  form  the  kidneys  may  handle  it 
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nlmust  iionnally  and  at  tiincs  (‘xcicti*  an  al- 
most isotonic  mine,  thus  piohahly  rcduciny: 
en(*r*ry.  The  |)otassiuin  proliahly  I'aeilitales  an 
excretion  of  some  sodium.  Nearly  all  eases 
])ut  i)otassium  in  the  cell  and  several  eases 
have  shown  eleai'anee  of  edema  in  which  they 
were  I’etaininjj;  lar>>:e  do.ses  of  sodium  in  the 
body.  It  was  a|)|)areid  in  these  eases  that  the 
volume  of  distribution  of  sodium  lactate  was 
much  ”:r(‘ater  than  the  extracellular  compart- 
ment. It  is  felt  that  pi-obably  the  clinical  pic- 
ture of  terminal  renal  failure  may  at  times  be 
biochemical  in  oi-i<iin  and  reversible  in  eertain 
ea.ses  with  lar<>e  do.ses  of  liypertoiue  .sodium 
lactate.  From  the  data  available  .so  far  it  is 
a|)i»areiit  that  sodium  was  not  harmful  in 
the.se  eases.  Maintenance  thei’a])y  has  appeared 
neee.ssary  in  most  of  these  eases.  The  eft'eet  on 
urea  idtrojten  is  not  believed  to  be  a simple 
osmotie  diuresis.  All  of  these  eases  were  ke])t 
on  a 20  ”in.  protein  diet  and  yet  one  patient 
has  <iained  30  ])ounds  of  true  weight.  Trans- 
fusions liave  been  much  further  apai't  on  this 
thera|)y. 

SfAIM  AKY 

The  eonee])t  that  the  kidney  in  cardiac  and 
renal  di.sea.se  cannot  excrete  sodium  is  prob- 
ably not  valid  as  a fteiieralization.  Fxperi- 
mental  woi'k  has  indicated  that  much  sodium 
may  be  excreted  when  administered  as  sodium 
lactate.  I’erhaps  in  eertain  eii'eumstances  it 
is  the  chloride  which  necessitates  the  sodium 
rotation.  1‘hysiolostically,  it  is  much  more 
desirable  for  even  the  damafted  kidney  to  ex- 
ciete  an  i.sotonic  urine.  Recent  experiments 
with  lar<>:(‘  do.ses  of  hypertonie  sodium  lactate 
indicate  that  it  may  be  a usable  therapeutic 
tool  in  .some  cases  of  cardiae  and  renal  failure. 
'Phis  ty])e  of  thei-apy  .should  not  be  recom- 
mended for  s>eneral  u.se  at  this  time,  but  its 
use  indicates  .some  of  the  chan<>in‘>:  trends  in 
sodium  metabolism. 


SODIUM  CELLULOSE  SULFATE 
A New  Medium  for  Barium  Sulfate 

RoHKKT  IfoUASII* 

AM) 

I’ai  i,  .\.  SiiAW,  .M.D., 
\Vilmin<tton,  Del. 

The  diajrnostic  ability  of  barium  sulfate  has 
loiijr  been  reco<iniz(‘d  ; its  daily  us»‘  is  indiea- 

•Pharmacist  in  Charge  and  Chief  of  Radiology,  re- 
spectively. The  Memorial  Hospital. 


tiv(*  of  the  importance  placed  u])on  it  by  radi- 
ologists. However  capable  and  im|)t)rtant 
barium  sulfate  Inis  been  and  is  at  present,  cer- 
tain frailties  havt*  betm  recojtnized  and  refine- 
ments d(‘sircd.  It  has  Ion*;  been  noticed  that 
when  barium  sulfate  water  susiiensions  have 
betm  employed  as  dia<;no.stie  agents,  that  a 
sliarj)  line  of  delineation  is  lackin<>:  at  the 
perijihery  of  the  barium  water  mixture  ad- 
jacent to  the  intestinal  mueosa.  A certain  lack 
of  adhesiveness  and  tenacity  is  noticed.  These 
in  various  instances  may  complicate  or  make 
rnoi't*  difficult  roent‘renolo<;ic  diaftnosis.  Instil- 
lation of  barium  water  mixtures  enemas  in 
certain  cases  pre.sent  a fiebl  of  vision  more 
oiiatpie  than  in  other  portions  resultiny:  from 
a suspension  that  is  not  purely  homofreneous. 
Whei'e  this  occurs  loo])s  of  intestine  posterior 
to  the  colon  are  not  visible  in  air  contrast 
films.  Retmition  of  sufficienf  barium  sulfate 
coatiiift  by  the  muco.sal  layer  on  the  colon  is 
oft(m  df'cmed  inadeipiate  so  that  smooth  con- 
tinuous translucent  lines  are  not  visible. 

The  above  mentioned  factors,  in  the  main, 
have  been  the  causative  initiation  for  various 
invf'stijration.s  for  innovations  in  the  barium 
sulfate  water  susiiension  formula.  The  inclu- 
sion of  such  a>tents  as  mucihifte  of  acacia', 
tragacantlr,  bmitonite’',  •ielatiid,  starch"’,  kao- 
lin”, and  more  recently  a hydroftel  .sodium  car- 
boxymethyl  cellulo.sc^  have  all  been  used: 
with  varying  d(*<>:rees  of  succe.ss  havins;  been 
re|)orted. 

With  these  facts  in  mind,  in  an  attempt  to 
alter  the  vi.scosity,  density,  and  tenacity  of 
barium  enema  material  different  aftents  were 
utilized.  The  u.se  of  (luartenary  ammonium 
wettimr  astents  did  not  seem  to  be  of  any  clin- 
ical value. 

The  hydro<>:els  were  definitely  of  value  in 
this  work.  The  luincipal  hydro<;el  used  in 
this  experiment  was  sodium  cellulose  sulfate" 
(S.r.,S.)  medium  viscosity. 

Sonu'M  ( 'kuu'losk  Sti.i-atk 

S.C..S.  is  the  sodium  salt  of  cellulosic  acid 
sulfate.  S.C.S.  is  available  as  a li«rht  tan  dense 
free  llowin<r  powder  which  is  .soluble  in  both 
hot  and  cohl  wat(*r.  It  is  offered  in  two  vis- 
cosities, medium  and  low.  The  medium  vis- 
cosity bein';  in  the  rainje  of  300-1(100  centi- 
pois(‘s  and  the  low  vi.scosity  bein';  in  the  ranj;e 
of  20-70  centii)oises,  both  in  2%  acpieous  solu- 
tions at  20°  cent i^iade”. 
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a.  Viscosity.  The  viscosity  of  a<iueous  solu- 
tions increases  with  the  concentration  and  at 
sufficiently  hijih  concentrations  gels  may  form. 
Viscosity  is  also  dependent  upon  the  tempera- 
ture and  decreases  as  the  tem])erature  rises. 
The  decrease  being  temporary,  the  viscosity 
returning  to  its  original  point  as  the  tempera- 
ture is  lowered. 

Chart  1 

% Low 
Viscosity 

S.C.S.  %BaSOi  Condition  after  4 hours 


0 

20% 

Completely  settled  out 

2% 

20% 

Thick  layer  on  bottom 

4% 

20% 

Thin  layer  on  bottom 

6% 

20% 

Very  thin  iayer  on  bottom 

% Aiedium 
Viscosity 
S.C.S.  ' 

%BaSO. 

Chart  2 

Condition  after  4 hours 

2% 

20% 

Fairly  heavy  layer  on  bottom 

3% 

20% 

Thin  layer  on  bottom 

4% 

20% 

Very  slight  layer  on  bottom 

It  has  been  observed  to  best  hold  all  of  the 
barium  sulfate  in  a 20%  susiiension  (Chart  2) 
that  the  amount  of  S.C.S.  used  approached  the 
limits  at  which  gels  are  formed.  However,  a 
20%  barium  sulfate  susitension  repre.sents  al- 
most, if  not,  double  the  weight  of  barium  sul- 
fate usually  used  for  one  barium  enema. 
Therefore,  a suspension  may  be  formed  yield- 
ing a semi-permanent  homogenous  finely  dis- 
persed and  suspended  weight  of  barium  sul- 
fate. 

b.  Toxicity.  Initial  screening  tests  indicate 
S.C.S.  to  be  completely  non-toxic. 

c.  Method  of  Preparation  of  4%  Stock 
Solution.  Forty  grams  (40(4m.)  of  S.C.S. 
medium  viscosity  is  .slowly  and  steadily  sifted 
into  1000  ec.  of  tepid  deionized  water  with 
constant  agitation  until  thorough  dissolved. 
This  is  greatly  facilitated  by  means  of  a small 
high  speed  mechanical  .stirrer.  The  .solution  is 
then  set  aside  for  one  hour,  during  which  time 
complete  hydration  occurs.  At  the  end  of  the 
hydration  period  the  mechanical  stirrer  is 
again  apjilied  for  several  minutes.  It  should 
be  noted  that  steady  and  slow  addition  of 
S.C.S.  is  recjuired  inasmuch  as  rapid  addition 
will  predispose  the  formation  of  large  slowly 
soluble  clumps  of  S.C.S. 


Of  the  above  mentioned  stock  solution  90 
cc.  is  taken,  when  ready  for  final  preparation 
and  admixed  with  1S5  gm.  of  barium  sulfate 
and  further  diluted  with  deionized  water, 
with  agitation,  to  a finished  volume  of  1500 
cc.  This  rejiresents  one  barium  enema,  and 
can  be  prepared  directly  prior  to  use  or  sev- 
eral days  in  advance.  ^lultijile  amounts  may 
also  be  as  easily  iirejiared. 

It  has  been  observed  that  the  concentration 
of  S.C.S.  need  not  be  extremely  accurate  for 
best  results  but  the  relation  of  the  amount  of 
liarium  sulfate  was  kept  rather  regular.  Too 
great  an  amount  of  S.C.S.,  after  hydration, 
increased  the  mucilagenous  effect  and  pre- 
vented jiroiier  coating  of  the  intestinal  mu- 
cosa. Increasing  the  viscosity  of  the  material 
overcame  this  difficulty  and  a viscous  adherent 
medium  was  obtained. 

Kesults 

A series  of  100  patients,  in-patient  and  out- 
jiatient,  were  given  barium  sulfate  enemas 
with  sodium  cellulose  sulfate  as  the  fluid  me- 
dium. In  all  eases  the  solution  was  well  tole- 
rated with  no  allergenic  manifestations  no- 
ticed. Having  no  food  value  there  was  no  in- 
crease in  normal  colonic  i>eristalsis.  Because 
of  the  fine  and  homogenous  .susiiension  the  de- 
llocculated  liarium  sulfate  gives  a greater  ro- 
entgenologic o])acity  which  makes  for  finer, 
more  sharply  delineated  bowel  lesions.  IMucos- 
al  detail  is  greatly  increa.sed  by  the  use  of 
this  mixture  with  no  incidence  or  tendency  of 
“caking"'  exhibited  in  po.st  evacuation  films. 

Wliere  air  contrast  films  have  been  done  a 
beautiful  translueency  is  seen  in  conjunction 
with  third  dimensional  effect.  Diagnosis  in 
certain  in.stances  is  certainly  made  more  i-ead- 
ily,  due  to  the  ease  with  which  these  films  may 
be  read.  In  one  instance  a berium  enema  was 
administered  wherein  the  barium  suspension 
reached  and  I’efiuxed  through  the  ileocecal 
valve.  Post-evacuation  and  air  contrast  films 
showed  with  extreme  clarity  the  entire  colon, 
ileocecal  valve,  and  that  portion  of  the  small 
intestine  adjacent  to  this  sphincter. 

Diverticulae  and  polypi  are  more  easily  de- 
fined as  being  well  coated,  lumine.scent  and 
enijity,  projecting  into  the  lumen  of  the  colon. 
They  api>ear  more  distinct  than  tumors  which 
are  coated  with  a still  more  dense  barium  sul- 
fate coating.  Craters  of  ulcers  of  the  colon 
are  more  easily  identified. 
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III  i»ractically  all  cases  the  films  were  read 
with  more  ease  and  |)iescnted  continuous  o|>al- 
csccnt  haustral  lines  ainl  reflections. 

Sl’MMARV  AND  ( 'oXCLfSION 

1. )  Various  agents  were  utilized  in  an  at- 
tempt to  alter  the  density  and  adherent  prop- 
erties (d'  harium  enema  malei-ial,  with  the  hy- 
dro<it“ls  l)(‘in«j  of  most  value. 

2. 1 Sodium  cellulose  sulfate  in  a 4'/  stock 
.solution,  when  further  admixed  with  harium 
sulfate  and  diluted,  forms  a stable  semi-j>er- 
manent  homo>;enous  suspension. 

2.  I Administration  of  this  suspension  for 
barium  enemas  and  air  contrast  films  affords 
more  easily  leail  films,  with  continuous  trans- 
lucent reflections  and  a sense  of  third  dimen- 
sional vision. 

4.)  S.C.S.  appears  to  offer  the  loentfienolo- 
<;ist  a more  lefined  diagnostic  iirocediire  in  the 
use  of  barium  sulfate  enemas  and  air  contrast 
studies. 
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TUMOR  CONFERENCE— BONE 
TUMORS* 

Hditcd  by  H.  W.  Frkuck,  M.  1).** 
Wilmiii^tou,  Del. 

Dr.  Frelick:  Today  we  are  ftoiiiff  to  review 
Done  Tumors  and  ask  .several  of  the  Staff 
members  to  comment  on  their  exjieriences  with 
the  iiroblem.  Bone  Tumors  are  difficult  to 
diaynose  and  our  experience  witli  them  is  mea- 
<ier — we  will  try  to  ])ool  our  knowled«:e  today 
by  lettin*;  each  jiarticipant  concentrate  on  one 
aspect  of  the  ])roblem.  However,  we  must 
realize  that  there  is  little  jieneral  asireement 
about  bone  tumors.  Kven  bone  ])atholo<ii.sts 
freipiently  have  differin';  ojiinion  wlnni  con- 
fronted with  a jiroblem  ca.se. 

1 shall  fiist  ask  Dr.  Abbiss  to  outline  a 
patholo};ical  classification  of  malignant  bone 
tumors  and  to  jiresent  si'veral  slides  demon- 
stratinj;  (‘ach  type.  Today  we  will  not  consider 
multijih*  myeloma,  except  to  classify  it. 

•This  is  a transcribed  record  of  a recent  Tumor  Con- 
ference held  at  the  Memorial  Hospital.  W’ilmington.  Dela- 
ware. 

••Executive  Officer.  Carpenter  Memorial  Clinic. 


Dr.  .Shaw  will  next  di.scuss  the  radiolof;!;* 
diaf;no.sis  of  bone  tumoi-s  and  Dr.  Iddles  will 
pre.sent  a series  of  ca.ses  seen  here  in  the  last 
1.)  years.  Dr.  (’asscells  and  Dr.  Bailey  will 
then  discuss  in  more  detail  the  two  chief  tyjies 
of  tumor,  the  iriant  cell  tumor,  and  the  osteo- 
j;enic  sarcoma. 

Dr.  Abbiss:  A <;reat  many  books  have  been 
written  about  the  patholof;y  of  bone  tumoi's, 
and  it  is  difficult  to  know  what  to  include  in 
a cla.ssification  of  bone  tumoi-s.  Are  we  “foin*; 
to  include  lesions  arisin*;  in  lione,  lesions  aris- 
ino-  in  marrow,  or  those  arisin*;  from  struc- 
tures near  the  bone?  That  is  always  the  dif- 
ficulty in  decidiii};  on  a classification.  The  one 
1 am  "oiiif;  to  use  this  morning;  is  the  one  jiro- 
po.sed  by  Kwiii*;  in  198!)  and  adopted  by  the 
Registry  of  Bone  Tumors  cd'  the  American 
College  of  .Surgeons. 

Ewin*;  split  them  up  into  the  osteo';enic 
series;  that  is,  those  arisin*;  in  bone,  and  the 
chondroma  .series,  the  *;iant  cell  tumor  series, 
the  an*;ioma  series,  and  the  myeloma  series. 
You  will  see  that  he  has  put  in  tumors,  which 
strictly  speakin»:,  are  not  arisin*;  from  the 
bone  itself  but  from  other  tissues.  He  has 
jmt  in  the  reticulum  cell  sarcomas,  the  lym- 
Iiho.sarcomas,  and  lastly  the  liposarcomas.  He 
has  split  them  up  into  beni*;n  and  mali*;nant. 
In  the  osteo,*;enic  .series  on  the  beni<;ii  side  we 
have  evostosis  and  the  osteoma,  and  then  on 
the  malif;nant  side  we  have  the  osteo*;enic  sar- 
comas, (d'  which  he  listed  six  different  types. 
(The  actual  differentiation  is  not  really  im- 
portant.) They  are  list»*d  accordin*;  to  their 
site  and  to  their  cell  typi*,  and  also  accordin*; 
to  whetlier  or  not  they  were  very  hemorrha*;ic 
or  whether  they  were  what  he  calls  the  .scle- 
rosin*;  tyjie.  So  we  have  subperiosteal,  the 
telan*;iectatic,  which  is  the  very  vascular  type 
of  osteo*;enic  sarcoma,  the  .sclerosin*;  type,  in 
which  you  may  *;et  almost  normal  bone  for- 
mation, the  periosteal  type,  then  the  fibrosar- 
comas, which  he  has  put  into  the  medullary 
subperiosteal  tyjies,  and  lastly  the  parosteal 
ty|)e,  or  the  capsular  type  arising  in  joint  cap- 
sules. In  the  chondroma  series  we  have  the 
benign  chondroma,  and  on  the  malignant  side 
the  chondrosarcoma,  and  he  also  jnit  there  the 
myxosarcoma  as  arising  in  cartilage.  About 
this  there  is  some  doubt.  In  the  giant  cell 
tumor  series,  the  malignant  variety,  and  then 
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lie  called  the  benijiu  variety  the  e])iphyseal 
”iaiit  cell  tumor.  Of  course,  the  ma.jority  ot 
"iaiit  cell  tumors  do  not  metastasize,  but  some 
of  them  do  and  these  form  the  malignant 
variety. 

Under  the  angioma  series  he  included  the 
angio-endothelioma,  and  the  diffuse  endotheli- 
oma on  the  malignant  side,  and  the  latter,  liy 
the  way,  is  the  so-called  Ewing's  tumor.  The 
angio-  endothelioma  is  probably  related  to 
Ewing's  tumor  and  we  have  a iio.ssible  exam- 
])le  in  our  .series  which  I will  demonstrate  in 
a moment. 

The  benign  variety  of  the  angioma  series 
are,  of  course,  the  cavernous  and  jilexiform 
types  of  angioma. 

Then  he  listed  the  myeloma  series.  Now 
these  tumors  ari.se  from  cells  of  the  bone  mar- 
row and  are  not,  strictly  s])eaking,  arising 
from  bone.  The  best  known,  of  course,  is  the 
plasma  cell  myeloma,  hut  there  are  variants 
of  that,  depending  on  the  {larticular  type  of 
cell  one  .sees,  the  myelocytoma,  the  erythro- 
blastoma,  and  the  lymphocytoma.  The  reticu- 
lum cell  lymi)ho.sarcoma  is  in  a class  by  itself 
and  re.sembles  reticulum  cell  .sarcoma  arising 
in  lymph  nodes,  and  it  might  be  said  that  it  is 
not  a true  bone  tumor  but  arises  in  tissue 
other  than  bone. 

Lastly,  the  liposarcoma.  This  tumor  prob- 
ably arises  from  fat  cells  in  bone  marrow. 
This  clas.sificatioii  is  by  no  means  complete. 
For  example,  it  mis.ses  out  the  so-called  o.steoid 
osteoma,  which  again  may  or  may  not  be  a 
true  tumor.  Some  ])eoi)le  think  it  is  a tumor, 
but  it  is  not  included  in  this  particular  clas- 
sification. The  classification  does  form  a short, 
useful  working  schedule  and  it  does  cover  most 
of  the  primary  bone  tumors. 

I thought  we  might  throw  on  to  the  screen 
a few  examples  of  bone  tumors  seen  in  this 
hospital  over  the  years,  some  of  which  are  con- 
troversial and  (piite  interesting.  1 would  like 
to  say  that  the  diagnosis  of  bone  tumors,  i>ar- 
ticularly  malignant  ones,  is  one  of  the  most 
difficult  phases  of  pathology,  iierhajis  only  ex- 
ceeded by  the  diagnosis  of  lymphoid  tissue 
tumors.  One  of  the  reasons  is  that  bone  tumors 
are  uncommon  tumors  and  it  is  only  by  work- 
ing in  a large  center  to  which  tumors  are  sent 
from  all  over  the  country  that  one  can  get 
really  expert  at  their  diagnosis.  For  example, 
even  if  one  works  in  a big  center  in  a large 


city,  the  number  of  bone  tumors  seen  would 
be  very  small.  i\lost  of  our  accurate  knowledge 
of  bone  tumors  can  be  gained  from  registries 
in  which  these  tumors  have  been  studied  over 
long  periods  of  time.  1 would  like  to  .say  too 
that  the  diagnosis  of  bone  tumors  by  frozen 
.section  is  fraught  with  danger,  and  that  when- 
ever there  is  any  doubt  about  diagnosis,  ade- 
quate jiaraffin  sections  must  be  i)repared  and 
studied.  Even  then  it  may  be  difficult  to  make 
a definite  hi.stological  diagnosis. 

First  slide:  Osteogenic  sarcoma  of  .skull. 
When  this  patient  finally  died  she  had  a mas- 
sive tumor.  This  slide  is  from  a postmortem 
specimen.  The  blue  staining  ai'eas  are  areas 
of  bone  formation.  In  some  areas  of  this  tu- 
mor the  tumor  cells  actually  line  the  capil- 
laries. 

Second  slide : This  is  another  osteogenic 

sarcoma.  This  one  is  not  forming  bone  and  1 
put  it  on  because  it  is  an  extremely  cellular 
tumor.  You  will  notice  it  is  vascular  and  shows 
beautiful  mitotic  figures.  If  there  is  anyone 
who  hasn't  seen  a mitotic  figure  there  is  a 
good  exam])le.  It  is  a highly  vascular  sarcoma 
with  the  spindle  type  cell  predominating. 

Third  slide:  1 have  several  giant  cell  tu- 
mors. The  fir.st  one  1 am  ])Utting  on  is  a fairly 
defiidte  one,  the  next  one  is  a little  contro- 
versial. The  characteristics  of  the  giant  cell 
tumor  are  the  large  giant  cells,  probably  osteo- 
clasts that  you  see  here.  The  second  slide  was 
first  called  an  angioma  arising  from  the  pelvic 
bone.  ( )n  the  right  you  have  muscle  and  on 
the  left  tumor,  and  as  you  can  see,  it  looks  as 
though  it  were  infiltrating  muscle.  lender 
higher  ])ower  we  see  large  vascular  spaces. 
There  is  a giant  cell  with  numerous  nuclei  in 
it,  and  that  gives  a clue  to  its  diagnosis.  This 
slide  has  been  all  around  the  country  and 
many  different  diagnoses  have  been  given. 
(The  x-ray  pictures  of  this  ])atient  are  on  the 
viewing  box.)  The  tumor  res])onded  to  x-ray 
therapy  but  has  now  recurred.  i\ly  first  im- 
jiression  was  that  it  was  an  angioma  arising 
from  muscle,  but  1 now  believe  it  to  be  a giant 
cell  tumor,  probably  of  malignant  type.  Tbe 
striking  feature  of  this  tumor  is  its  tremen- 
dous vascularity.  You  can  see  that  giant  cells 
are  scattered  all  through  it. 

Fourth  slide : Now  we  come  to  another  con- 
troversial slide,  or  1 should  say,  tumor.  This 
has  been  diagnosed  as  a Ewing's  tumor.  The 
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lV:itmcs  ;il)()Ut  tliis  arc  that  it  is  made  up  of 
a diffuse  mass  of  i-ouudcd  cells  all  pi-etty  well 
11h*  same  size  and  sliajx*.  I thou«:lit  aftei-  look- 
ing at  this  slide  that  it  mi»:ht  easily  he,  not  a 
Kwiu»  's  tuiuoi',  hut  a retieulum  cadi  sarcoma. 

I would  like  to  .see  some  letieulum  stains  on  it. 
That  hriiifis  into  focus  the  whole  (luestiou  of 
Hwiu<i's  tumoi'.  .Many  tumors  diajiiiosed  as 
Kwiiisr's  tumor  are  not  true  Hwin*i’s  tumors. 
They  aie  retieulum  cell  saieomas,  or  may  he 
metastatic  tumors,  and  so  oii.  In  fact,  Willis 
has  even  <>:oue  so  far  as  to  say  the  Hwiufi’s 
tumor  is  just  a dumi)iu«:  >fi-ouud  which  if  one 
ijoes  throu«;h  eand’ully  is  not  a distinct  entity. 
However,  1 put  this  on  to  »ive  you  some  idea 
of  what  it  looks  like,  althou“:h  this  mi»ht  eas- 
ily he  a 1‘etieulum  cell  sarcoma. 

l-’ifth  slide:  This  last  one  is  an  exam])le  of 
a recent  tumor  in  this  hospital,  a plasma  cell 
myeloma.  I'lider  hijih  ])ower  one  .sees  that 
these  cells  consist  of  |)lasma  cells.  When  you 
look  at  them  closidy  you  see  that  the  nucleus 
is  round  and  eccentric.  There  is  the  cytoi)lasm 
with  the  uuchuis  stuck  down  in  one  coi-ner  of 
the  cell.  That  is  a good  example  of  a ])lasma 
cell. 

Those  are  a few  representative  .sections  of 
tumoi's  we  have  .seen  in  this  hosi)ital.  As  you 
can  see  they  don’t  covei-  the  whole  field  hy  a 
long  way.  We  have  gone  hack  to  1940  and  even 
heyond  that  through  oui-  iccords  and  this 
shows  liow  few  hone  tumors  one  does  see,  even 
in  a hospital  where  malignant  disease  is  seen 
perhaps  more  fnxpiently  than  in  most. 

Dr.  Frelick:  Thaid<  you.  Dr.  .\l)hiss.  l)i\ 
Shaw  woidd  you  plea.s(“  discuss  the  roentgen 
diagram  of  malignant  tumors? 

Dr.  Shaw;  In  the  past,  hone  tumors  wei-e 
classifi(‘d  poorly  and  the  nomenclat ui'e  used 
was  frecpiently  im'xaet.  Our  spex-imen  group 
of  radiograi)hs  is  of  little  value  because  of 
lack  of  verification  and  incomplete  |)atholog- 
ical  standardization.  Cross  index  methods  now 
applied  in  setting  up  a |)athologic  x-i’ay  file 
havi“  inci'cased  the  accuracy  of  such  a file  ti'c- 
mendously. 

In  any  discussion  of  hone  lumois  cla.ssifica- 
tion  heeomes  the  giealest  factoi'.  It  is  my  point 
to  give  the  most  accurate  criteria  of  hone  1u- 
moi'  diagnosis  hy  tin*  I'oentgen  method.  Any 
such  di.scu.ssion  would  he  a mere  group  of 
words  until  con-elated  hy  the  jtroper  inspec- 


tion anti  analysis  of  a well  authenticated  hone 
tumor  film  fih*. 

The  ladiologie  signs  of  malignancy  in  hone 
fall  into  t(‘u  categoi-ies  with  fairly  shai-p  dif- 
ferentiatitni. 

1.  The  earliest  sign  in  an  otherwise  normal 
hoiK*  of  a significant  change  is  a localized  ill- 
defined  iriegular  area  of  increased  density  in 
tin*  hone.  To  have  pi'cvious  films  of  the  .same 
hone  showing  norimd  structure  followed  hy  a 
change  as  descrihed  above  is  a significant  early 
sign. 

2.  The  second  change  to  he  seen  is  palisade 
needle-like  sjticules  of  hone  density  at  right 
angles  to  the  periosteal  border  of  the  hone, 
'riiest*  spicules  (Dnote  hone  activity  at  variance 
with  the  normai  structure. 

,‘i.  Ceriosteal  accretions  of  new  hone  when 
de/nonsti-ated  are  very  valuable  signs  of  ah- 
norm:d  activity.  These  accretions  form  cuffs 
at  eiili(*r  side  of  the  lesion  at  its  ])erio.steal 
periphery. 

4.  Periosteal  irregulai-  fiher-like  spieules 
may  he  seen  radiating  from  an  area  of  dam- 
aged cortex  and  are  fre(|uently  accompanied 
l)y  pe-iosteal  accretion.s. 

5.  Localized  exi)ansion  of  hone  which  is  of 
greatei-  density  than  the  adjacent  normal 
])one. 

t).  Localized  osteolysi.s-cortical  or  eiufos- 
teal. 

7.  Localized  iriegular  disintegration  of  a 
previously  intact  hone  lesion. 

S.  Loca!iz(>d  iri-egular  cyst-like  extensions 
and  expansions  of  hone. 

9.  .Metastatic  lesions  in  other  hones  and  in 
lungs. 

1(1.  Large  (“xiianding  .soft  tissue  tumor  as- 
sociated with  normal  underlying  hone. 

.Most  of  the  signs  and  criteria  listed  have 
theii-  own  and  proper  value  demonstrated  hy 
analysis  of  films  showing  hone  lesions.  Analy- 
sis of  a film  of  a hone  lesion  according  to  an 
orderly  scheme  using  the  above  mentioned 
signs  will  allow  good  diagnostic  efforts  hy  the 
radiologist. 

It  is  vitally  imixutant  that  the  clinician 
s|)ecifv  a chest  film  when  re<|ue.sting  a diag- 
nostic management  of  a sus|)ected  hone  tumor 
case.  .\ll  available  methods  of  examination 
should  he  carried  out  at  once  in  these  cases. 
Kt*|)eat  examinations  should  he  done  at  jiroper 
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inteiATils  determined  l)v  the  aiipareiit  path- 
ology. 

The  radiologist  must  find.  ela.ssit‘y  as  to  he- 
nign  and  malignant  and  to  make  a gross 
pathologic  diagnosis  it'  jiossihle.  He  must  hunt 
tor  and  map  out  metastases.  He  must  re-ex- 
amine and  determine  the  pathology  as  long  as 
the  clinician  will  allow.  The  hi.sto-pathologic 
diagnosis  will  be  the  province  ot  the  jiatholo- 
gist. 

Dr.  Frelick:  Dr.  Iddles  has  reviewed  onr 
experiences  at  this  Hospital  dni'ing  the  past 
15  years. 

Dr.  Iddles:  Over  the  past  10  years  we  have 
collected  at  least  20  bone  tumors,  excluding 
the  common  epulis  and  osteoma.  (See  Table 
1 ) . There  may  have  been  more,  but  this  is  as 
many  as  we  have  been  able  to  find.  Among 
them  are  6 giant  cell  tumors.  All  are  living 
and  well  except  tor  the  first  one,  whom  we  fol- 
lowed for  one  year  and  who  has  been  lost  to 
ns  ever  since.  As  yon  can  see  from  the  table, 
most  of  these  were  fairly  young,  the  oldest  one 
being  63,  which  is  older  than  usual  for  this 
type  of  tumor.  We  have  5 osteogenic  sarco- 
mas; the  results  of  one  we  don’t  know  since 
the  iiatient  is  lost  to  follow-up.  Three  have 
died,  and  the  fifth  one  is  living  and  well  eight 
years  after  a right  mandihnlectomy.  She  is 
the  patient  who  was  discussed  today.  These 
patients  were  quite  young,  except  for  one  who 
was  63.  We  have  5 Ewing's  sarcomas,  all  of 
whom  have  died,  although  one  of  them  lived 
for  6 years.  They  are  in  a somewhat  older  age 
group,  as  yon  can  see  from  the  Table  (40’s 
and  50 ’s),  one  of  them  being  as  young  as  16, 
hut  they  are  generally  older.  We  had  1 chon- 
drosarcoma in  a 43  year  old  female  who  died 
in  14  months.  This  was  not  a positive  diagno- 
sis ; it  was  an  x-ray  diagnosis  and  biopsy  was 
not  obtained.  Another  patient  who  had  an  as- 
piration biopsy  compatible  with  chondro-sar- 
coma  turned  out  to  have  a chondroma.  And 
still  another  one  who  was  thought  to  have  a 
chondro-sarcoma  had  the  lesion  excised  and 
pathology  report  showed  there  was  no  tumor 
present.  We  had  1 periosteal  fihro-sarcoma ; 
this  is  considerably  more  than  any  of  the 
others,  occurring  in  a woman  of  58  years  of 
age  who  died  21/2  yeai's  after  treatment.  The 
last  patient  did  not  have  true  tumor,  but  was 
a three  months  old  infant,  who  can.sed  consid- 
erable controversy  with  a lesion  in  the  left 


scaj)nla  which  was  thought  to  he  osteogenic 
sarcoma.  1 think  it  was  Dr.  Coley  who  saw 
the  patient  and  thought  it  was  o.steogenie  sar- 
coma. Biopsy  was  taken  here  and  sent  to  New 


Vork,  ; 

and  one  or 

two  jiathologists  there  said 

it 

was 

osteogenic 

sarcoma.  We  were  all  ready 

to 

am])utate  the 

arm  including  the  shoulder 

girdle. 

and  1 thin] 

k Dr.  Stewart  an 

(1  Dr.  Foote 

of 

New 

• York  decideil  it  was  a so-c 

■ailed  infan- 

tile  cortical  hyjieiqdasia,  .so  no  surgery  was 

done. 

The  lesion 

has  completely 

tlisa])])eared 

in 

the 

suhse(pient 

21  2 years,  and 

the  child  is 

well. 

Table  1 

CI.AXT  CELI.  TUMORS  . . 

. « 

1 - 

— F 

. Age  42  . . 

. Alive  — 1 yr. 

2 . 

— F. 

" 21  . . 

. living  and  well 

— 10  yrs. 

3- 

- M, 

. " 63... 

living  ami  well 

— 8 yrs. 

4- 

-M. 

" 23... 

living  and  well 

— 8 mos. 

r' 

0 - 

-I\l 

. " 39.. 

. living  and  well 

— 15  yrs. 

()  - 

- F. 

" 8... 

living  and  well 

— 9 yrs. 

osteoge: 

MC  SARCOM.y  . 

1 - 

— 1\1 

. Age  17  . . 

. Result  ( ?) 

2 _ 

- F. 

• ’ 63  . . . 

died  5 mos. 

3 - 

— .^1 

. ” 21.. 

. died  5 yrs. 

4- 

— V. 

’ ' 23  . . 

. died  114  yi's. 

5 - 

- F. 

" 24  . . 

. living  and  well 

8 yrs. 

FtWIXG’ 

S SARCOM.A  . . . 

5 

1 - 

— :\i 

. Age  16  . . . 

, Died  D/4  yrs. 

2 _ 

- V. 

” 50.. 

. Died  15  mos. 

3- 

- F. 

” 72... 

Died  3 mos. 

4 - 

- :\i 

. " 49.. 

. Died  6 yrs. 

5 - 

-F. 

46  . . . 

Died  5 mos. 

rH()XI)ROS.\RrOM.\  ...  1 

1 — F.  Age  43  . . . died  14  mos. 

CHOXDRO.AIA  ...  1 
1 — M.  Age  41  . . . Result  ( ?) 

PERIOSTE.AL  FIBROSARCOM.A  ...  1 

1 — F.  Age  58  . . . died  2i/k  yrs. 

IXFAXTILE  CORTICAL  HYPERPLASIA  ...  1 
1 — M.  Age  3 mos.  . . . living  and  well  2|/2  yi's. 

Dr.  Frelick:  I am  going  to  ask  Dr.  Cass- 
cells  if  he  will  discuss  the  significance  and 
pi'ognosis  of  giant  cell  tumors. 

Dr.  Casscells:  It  is  nice  to  talk  on  the 
treatment  of  giant  cell  tumors  because  almost 
anything  you  say  is  bound  to  be  right  in  one 
country  or  one  section  of  a country  because 
there  is  great  controversy  regai’ding  the  treat- 
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nuMit.  Tilt*  ii‘sulrs  ol'  livafincMt  wlictlier  liysur- 
“■(‘ly  or  liy  x-ray,  1 tliink  by  ami  lar»t*  an* 
fairly  (*(|Ual,  (l(“i)t*mlin“  upon  wliost*  statistics 
you  use.  Till*  iiici(lt*iic(*  of  uiali<iiiaiit  y;iaut  cell 
tumors  is  (|uitc  low  ami  the  pi-o»iiosis  y;em*r- 
ally  is  ytiotl.  As  far  as  tin*  treat m(*iit  is  eoii- 
et*rm*(l  in  this  country,  tin*  eous(*iisus  of  opin- 
ion st*(*ins  to  111*  this:  that  those  tumors  that 
aie  am(*nal)le  to  ri*seetioii,  such  as  the  end  of 
the  ulna,  the  femur  and  so  forth,  are  l)i*st 
treat(*d  by  total  excision.  Thost*  that  aiv  iiiae- 
eessilih*,  such  as  plaet's  in  the  pelvis  or  in  tin* 
body  of  a V(*rtebra,  are  tit*ated  by  x-ray  ther- 
apy. The  <*reat  majority  of  tumors  occur  at 
the  end  of  lon,i>  bones.  (Incidentally,  many 
lieojile  say  that  a tiiaiil  cell  tumor  starts  in  tin* 
epiphysis,  but  in  11*4!)  the  liritish  had  a laifit* 
.symposium  on  “iaiit  cell  tumors  ami  ^Ir.  Stew- 
,irt  Kaye  said  it  was  time  peojile  t*xploded  the 
myth  that  <>iant  cell  tumors  staited  in  the 
einjiliysis.  when  actually  they  start  in  the 
metaiihysial  end  and  not  in  the  epiphysis.) 
Tumors  that  an*  located  in  the  distal  end  of 
the  femur  or  the  nppt*r  end  of  the  tibia  which 
an*  very  common  sites,  in  fact,  the  most  com- 
mon, are  usually  treated  in  this  country  by 
sni'ijery  which  iiiclndt*.s  excision  of  as  much 
of  the  tumor  as  yon  can  and  then  canterizin<>- 
with  i)h(*nol  or  somethiiif*'  of  that  sort  and  then 
replact*mt*nt  by  bone  cliijis. 

.Nowadays,  veiw  few  ])t*opIe  advocate  nsiii"’ 
both  x-rays  and  snr<>ery.  In  Hiif>land,  how- 
evei',  till*  consensns  of  opinion  is  definitely  in 
favor  of  irradiation.  They  have  a fairly  miod 
series  of  cases  that  have  been  treated  by  irra- 
diation and  they  have  .some  2 and  4 and  o year 
cures  now.  < M'  conise,  most  of  their  cases  have 
not  <rom*  loii»  eiiouirh  to  be  sure  about  the  end 
results  of  irradiation  because  they  don't  have 
the  10,  Ib  and  20  year  cnr(*s  that  we  have  with 
siir<>:ery. 

Some  of  the  Kii^lish  sni  iieons  say  definitely 
that  all  iriant  cell  t nmors  should  be  irradiated; 
that  there  is  no  place  for  snrficry.  ()thers  say 
that  it  is  probably  the  best  way  of  tieatiny: 
them.  There  are  certain  advaiita,<res  inherent 
in  both  ways  of  treatiim:  them.  In  snr.itery,  if 
yon  can  exci.se  the  tumor  and  pack  with  bom* 
cliijis.  yon  can  probably  cut  down  on  the 
lieriod  of  disability.  In  treatment  with  x-ray 
there  is  a |iroloiijred  disability.  Sometimes  in 
the.se  larifi*  tumors  it  is  necessary  to  tieat  them 
every  six  months  for  a iieriod  of  two  years  or 


even  longer.  If  yon  have  a lai«:‘*  tnnior.  es- 
liecially  in  the  lower  extremities,  then  yon 
have  a loii":.  lon«;  period  of  disability. 

I have  one  case  heie  I would  like  to  show 
but  before  I do  I want  to  say  somethin^:  about 
recnrreiice.  because  ( ieschickter  and  Copeland 
say  that  if  a tumor  is  irradiated  and  recurs 
they  should  be  e.xcisi*d.  .\bont  7 or  S months 
aiio  when  I had  the  jiatieiit  I am  fjoiii};  to  show 
yon  (his  x-rays  at  least)  the  radio-therapentic 
consnitaiit  here  from  Memorial  was  very 
stron<j:ly  in  favor  of  irradiation  and  1 asked 
him  how  Dr.  Coley  was  doiiiy:  them,  lie  said 
that  Dr.  Coley  excises  the  tumors  and  then  if 
he  si:ets  a recnrreiice  he  treats  them  with  iria- 
diation.  Dr.  Coley  does  not.  however,  say  this 
in  his  book  .so  far  as  I know.  On  the  one  hand 
< le.schicktei-  and  Copeland  .say  that  reenr- 
reiices  should  be  treated  with  sni«;ery  and  on 
the  other  hand  I nmlerstaml  that  Dr.  Coley 
has  been  treat in<i  them  with  x-ray.  This  makes 
a very  per|)lexin»:  state  of  affairs. 

The  jiatieiit  1 would  like  to  present  was  a 
21  year  old  man  who  had  a laiire  tumor  of  the 
distal  femur.  The  x-rays  when  they  were  first 
taken  were  interpreted  by  everyone  except  Dr. 
Shaw  as  beinjr  an  osteolytic  form  of  .sarcoma. 
Kven  after  we  had  a punch  biopsy.  Dr.  Allen 
still  thonjfht  that  it  was  a malisjnant  tumor 
and  he  jjave  the  boy  a very  poor  profriiosis. 

Dr.  Shaw  tlionsrht  all  the  time  that  it  was 
a beni»:n  iriaiit  cell  tnmoi*.  Hecan.se  of  the  fact 
that  it  was  lar<*e  and  located  in  a weiirht-bear- 
in<r  area  and  because  there  was  some  doubt  in 
some  |)i*ople's  minds  as  to  whether  or  not  this 
was  mali*>nant,  the  treatment  was  by  snr«>:ei*y. 
It  was  excised  and  canteiized  with  |)henol. 
neutralized  with  alcohol  and  then  jiacked  with 
bone  (‘hi|)s.  The  .sections,  incidentally,  were 
essentially  the  same  as  the  biopsy.  It  was  a 
benign  siiaiit  cell  tumor  with  larye  mnlti- 
iincleated  ,u:iant  cells  and  a very  few  stromal 
cells.  The  last  x-ray  of  l-22-.')2  shows  .some 
consolidation  of  the  chips.  However,  he  still 
has  ipiite  a way  to  iro.  What  the  picture  will 
be  in  anothei'  six  months  is  hard  to  say.  There 
are  two  eiiconrasjiii”;  asjiects,  one  is  that  the 
joint  space  is  beiii<r  maintained  and  the  other 
is  that  there  is  some  consolidation  of  the  bone 
cliijis. 

Dr.  Frelick:  Dr.  Hailey  has  a<i;reed  to  tell 
ns  somethintr  about  the  treatment  and  pro*r- 
nosis  of  osteotrenie  sarcoma. 


April,  1952 


Delaware  State  ^Medical  -Joernal 


107 


Dr.  Bailey:  I’d  like  to  .start  out  with  what 
little  I have  to  say  here  by  reeallino-  a remark 
made  by  Dr.  Henry  Jaffe.  the  very  eom])etent 
bone  patholoo'i.st,  who  when  leetnrin"'  to  a 
s>ron])  ot  residents  prior  to  their  Board  ex- 
aminations on  bone  tumors,  stated  that  it'  tlie 
diagnosis  is  lOO'/r  o.steogenie  sarcoma,  the  out- 
come is  100'/  fatal.  In  contra-distinction  to 
that,  a jiajier  by  Coley  and  Harold,  of  the 
Bone  Tumor  Department  of  the  ^Memorial 
Hospital  in  New  York,  reiiorts  about  252  cases 
of  osteogenic  sarcoma,  of  which  59  ca.ses  sur- 
vived five  years  or  more.  As  soon  as  yon  start 
to  analyze  these  cases  yon  find  out  that  two- 
thirds  of  them  are  osteogenic  sarcoma  in  the 
loose  sense.  They  are  either  fibro-sarcomas  or 
chondrosarcomas.  In  this  series  they  are  only 
15  of  252  cases  that  have  what  they  call  osteo- 
genic sarcoma  who  survived  five  years  or  more. 

The  treatment  of  these  jiatients  is  interest- 
ing and  confusing.  Of  the  16  cases  all  had 
radical  surgery,  and  in  addition  all  Init  one 
had  toxins  or  roentgen  therapy  or  a combina- 
tion of  both.  I guess  some  of  yon  are  familiar 
with  Coley's  toxin.  Now  to  get  away  from 
this  pajier.  There  are  some  iieojile  who  are 
advocating  pre-oiierative  roentgen  therajiy  to 
the  affected  extremity,  to  the  extent  that  it 
completely  kills  the  extremity  and  than  have 
surgical  removal  of  the  extremity.  I have  seen 
no  figures  reported  on  this  type  of  treatment. 

I An  outgrowth  of  the  paper  by  Coley  and  Har- 
I old  was  that  fibro-sarcoma  and  chondro-sar- 
' comas,  particularly  the  ehondro  sarcomas, 
arising  from  the  pre-existing  cartilegons  rests 
i in  the  bone,  are  oftentimes  of  low  grade  malig- 
j nancy.  An  early  diagno.sis  by  adequate  biopsy 
with  the  histological  appearance  of  a low 
' grade  malignancy  may  tend  to  alter  the  form 
* of  treatment  in  that  excision  of  a lesion  rather 
than  radical  ablation  of  the  extremity  may 
give  jn.st  as  good  a result.  Another  thing  that 
came  out  of  this  paper  was  that  the  site  or 
origin  in  fibro-sarcoma,  whether  it  be  from  the 
medullary  cavity  or  periosteum,  does  not  af- 
fect the  prognostic  view. 

; I'd  like  to  summarize  .some  of  the  concln- 
I sions  reached  by  Coley  and  Harold,  because 
! I think  it  brings  out  several  things.  The  part 
■ played  by  irradiation  in  survival  is  not  easy 
I to  estimate.  Most  of  the  patients  had  it,  in 
' the  period  prior  to  1940  pre-operatively.  In  5 
years  they  have  given  up  pre-operative  x-ray 


therapy.  They  hope  .soon  to  publish  their  re- 
■snlts  on  that,  so  this  may  make  an  interesting 
comiiarison.  Their  routine  post-operative  toxin 
treatment  was  abandoned  s(*veral  years  ago. 
There  were  no  five-year  survivals  in  the  ca.ses 
of  osteogenic  sarcoma  located  in  the  di.stal  end 
of  the  femur.  And  here  again,  getting  back  to 
what  Jaffe  said  originally  that  true  cases  of 
osteogenic  sarcoma  do  not  survive,  they  say 
to  sn])])ort  the  contention  that  five  years  is  not 
a .sufficiently  long  period  u])on  which  to  base 
any  results  of  this  disease,  that  five  of  their 
59  ])atients  died  of  .sarcoma  after  surviving 
for  five  yeai's.  Of  these,  2 succumbed  between 
five  and  six  years,  2 between  six  and  seven 
years,  and  1 after  fourteen  years.  Another 
liatient  was  ambnlatoiy  fifteen  years  after 
anqintation  but  had  a large  jinlmonary  meta- 
.stasis.  So  they  conclude  that  the  patient  with 
osteogenic  sarcomas  who  survives  for  five 
years  has  only  a 12:1  chance  of  e.scaiiing  fur- 
ther evidence  of  the  disease.  Finally,  they  .say 
a word  about  ])ulmonary  meta.stasis.  Lobec- 
tomy was  carried  out  in  two  cases  in  this  ser- 
ies. One  patient  died  IS  months  after  the  lo- 
bectomy and  61  months  after  amputation.  And 
the  other  jiatient  is  living  and  free  of  evidence 
of  disease  three  years  after  his  loliectomy  and 
eight  years  after  his  original  anqintation.  The 
treatment  of  o.steogenie  .sarcoma  is  still  con- 
fusing. No  one  knows  whether  or  not  to  give 
pre-operative  radiation.  Apiiarently  radical 
surgical  removal  of  the  disease  is  neces.sary. 

Dr.  Frelick:  1 might  mention  that  Dr. 

Caceres  was  in  favor  of  and  felt  that  prelimi- 
nary work  looked  good  for  giving  a killing 
dose  of  radiation  prior  to  surgery.  It  must  be 
given  rapidly  and  be  immediately  followed  by 
surgery.  This  radiation  is  supposed  to  pre- 
vent .some  of  the  spread  which  is  .supposed  to 
occur  at  surgery. 

Dr.  Bailey;  I jn.st  had  another  thought 
come  to  mind  about  the.se  things  and  that  is 
that  we  all  in  the  course  of  our  lifetime  see 
very  few  osteogenic  sarcomas  and  I wonder  if 
we  are  really  ([ualified  to  treat  them.  I,  more 
or  less,  believe  that  they  should  be  sent  to  a 
place  like  ^lemorial  in  New  York  or  some 
l)lace  like  that  where  they  are  seeing  them  in 
quantities. 

Dr.  Frelick:  We  will  discuss  this  further 
at  the  end  of  the  conference.  I think  in  con- 
clusion I would  like  to  say  a few  words  about 
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Kwiiiij's  tumors  siiict*  tiim*  is  “otliiiir  lute  and 
tluMv  is  not  too  much  to  say  al)out  it  iii  any 
case,  particularly  as  Dr.  Ahbiss  incut ioiied 
soim*  jicoplc  (“vcu  doubt  tliat  tlieiv  is  such  an 
entity.  In  the  so-called  classic  H\viii<>:'s  tumor 
which  occurs  chiclly  in  the  t’emur  or  tibia  or 
shaft  of  Ion<r  bones,  it  is  the  tyja*  of  tumor 
which  metastasizes  early  and  it  is  character- 
ized by  the  fact  that  it  is  |)i-obably  the  only 
tyjie  of  bone  tumoi'  which  metastasize  to  other 
bones.  There  is  usually  local  |)aiu  a.ssociated 
with  the  lesion  that  bt*c()im*s  worst*  as  the  les- 
ion i)i()i*resses.  The  patient  lends  to  run  a 
febrile  course  during-  which  he  has  model ati* 
leukocytosis.  It  is  doubtful  that  sur<rery  is 
evei-  indicated  althoutih  a few  five  year  eurt's 
are  leported  after  sur»:ei-y.  X-ray  therapy  is 
the  treatment  of  choice  and  it  is  purely  palli- 
ative. but  it  is  «:ood  palliation  with  immediate 
reli(*f  of  pain.  IVojile  have  reported  as  hi<>:h  as 
{>'/<  to  1(1' ( five  year  survival,  but  these  un- 
doubtedly are  raie  and  there  may  be  some 
(iuestion  as  to  whethei'  they  really  were 
Kwino  ’s  tumors.  ( )u  the  whole  the  |)ro>inosis 
should  he  considered  somewhat  as  that  out- 
liiK'd  by  Dr.  Ifailey  for  osteogenic  sarcoma  but 
the  treatment  is  different  in  that  surgery  is 
rarely  indicated  and  the  patient  is  usually 
liiven  .\-i'a\'  as  a palliative  form  of  therapy. 

If  th(*ie  are  any  further  (|Uestions  or  dis- 
cussions we  will  he  <>lad  to  try  to  answer  them, 
althouiih  we  are  already  overdue  about  ten 
minutes.  As  1 pointed  out  earlier  in  the  con- 
ference this  discussion  has  proved  our  ignor- 
ance* more*  than  anythin<>-  ehse,  but  it  is  an  i»- 
neirane-e*  whie-h  is  not  only  le»e*al,  but  it  is  al.se> 
pre*se*ut  in  se>me  eif  the*  bi»»er  e*enters. 

Dr.  Pierson:  It  miylit  be  we*ll  te>  peeint  out. 
fremi  my  limite*el  experiene*e  in  the*  fie*lel  e>f 
beme*  tumeeis.  e*spe*cially  multiple*  mye*le)ma. 
that  this  is  e>ue  of  the*  lew  place*s  whe*i'e*  x-ray- 
ing a pe*r.se>n  lor  jeain  anel  tde'Usin^  e>n  the*  site* 
e>f  the*  pain  is  se)metime*s  re*wareleel  by  fimlinji 
a bom*  le*sie>n.  1 think  that  is  alse>  true*  in  eesteee- 
jie’nie-  sare-e>ma.  but  e*spe*e*ially  multiple*  mye- 
le)ina. 

Dr.  Frelick;  What  ele>  ye>u  feel  abeuit  Dr 
l>aile*y's  i*>>mme*ut  abe>ut  whe*n*  the*se*  ]>atie*nts 
shemlel  be*  tieate*d 

Dr  Pierson:  1 think  e-emtirmatiem  e>f  the* 

eliatrneisis  is  ve*ry  impeertant  but  1 elem't  kneew 
that  it  is  true*  that  me>re*  a>le*e|Uale*  surire*ry  e>r 


x-ray  wenihl  he  available*  in  amether  ]>lae*e. 
enice  the  eliairimsis  is  e*stablisheel.  The  eliairim- 
sis  is  the  impeutaiit  thinji. 

Dr.  Frelick:  I am  not  te>e)  sure*,  e*itlu*r. 

whether  it  is  necessary  that  the*y  be  treateel 
elsewheie*.  I think  it  is  impeutant  that  the*y  be 
re*»isteie*el  at  some  central  area  see  that  semie- 
eme  else*  e*an  ineluele  those*  case*s  in  their  fe>l- 
low  -up. 

Dr.  Pierson:  If  you  think  e>f  shipi)iu<r  them 
riy:ht  away  accurate  eliatiimsis  mi<rht  be*  ele- 
layeel,  where*as.  you  can  i*arry  out  a le>t  eif 
pre)e*e*elures  em  the  ,<rre>unels,  ami  then  if  you 
are*  still  umlecieleel.  cemsultatie)!!,  e*s|>ee*ially 
eliaijnostie*,  may  be  use* fill. 

Dr.  Frelick:  l)e>  yeui  ajjre-e*  with  that.  Dr. 
Abbi.ss  .' 

Dr.  Abbiss:  Ves.  1 think  realist  rat  ieui  is  the* 
im|)eutant  thin*j.  i^ome  e>f  the*.se*  tumeus  arc 
neit  ce)mme>n.  I hearel  it  eme-e  saiel  that  in  a 
|)e>pulatie)n  of  a milliem  that  you  wemlel  se*e* 
appreiximately  erne  eisteotreiiic  sairemia  a ye*ar. 

Dr.  Frelick:  I hael  he>j)e*el  te>  be*  able*  tei  e*e>l- 
lect  further  case*s  fremi  other  institutions  ami 
also  from  the  .state,  but  fis;ure*s  in  other  plae*e*s 
are*  im-eimplete.  1 am  sure  there*  are  eithers  in 
the  state*.  It  woulel  lie  fieieiel  if  we  cemlel  have* 
all  these*  seen  in  the  state.  re«:iste*re*el  ami  feil- 
leiweel  i*e*iitrally.  at  least  feir  our  own  be*m*fit. 


CHILDREN'S  BEACH  HOUSE 

The  riiildren's  Beae*h  House*  will  re*e>pe*n 
.lune  lb.  Ibo’i.  with  a summer  i>re><>:ram  tor 
hamlie-appeel  chilelreii,  a.*re*s  b-Kl  years,  who 
ale*  the*  victims  of  such  conditions  as  cerebral 
palsy,  postencephalitis,  ele*afm*ss.  s|>e*e*e*h  ele- 
fects,  peilie).  etc. 

In  eiielcr  to  have  o|)timum  use*  e>f  fae-ilit  ie*s. 
it  w ill  be  the*  peilicy  to  ai*i*e*|>t  e*hihlr(*ii  wliei  are* 
be*st  able*  tei  |)artie*ipate*  in  ami  e*n.je>y  irreiup 
activity  siie-h  as  swimmin<>:.  ^ame*s.  musie*  and 
art.  S])ee*e*h  therajiy  will  he*  inclmle*el  as  part 
of  iey;ular  iiroirram. 

The*  summer  will  be  diviele*el  iiitei  two  pe*r- 
iods : .June  Ib-.luly  22  ami  duly  2d-Au^iist  2!> 
Ae-e*eptam*e*  eif  a chilli  will  be*  at  the*  ili.si*re*tion 
elf  the  (’asi*  ('ommitti*e  ami  .Meilieail  Adviseiry 
r.oarel.  sim*e  it  is  m*ce*.ssary  in  iilanniiiir  jirei- 
uram  to  consiile*r  a<ri*  irreiupiiiiis  ami  se*verity 
of  hamlii*ap.  Wh(*n  advisable*,  a e*hild  may  stay 
more  than  one  pe*rieid.  There*  will  be*  a nomi- 
nal charsre*  for  theise  who  are*  abb*  to  pay.  Any 
(Concluited  on  I’oge  110) 


April,  1952 


)ela\vare  State  ^Meoical  .Iol'rxai. 


109 


+ (C  / 


DELAWARE  STATE 

MEDICAL  JOURNAL 

Oivned  and  published  by  the  Medical  Society  of  Delauare. 
a scientific  society,  non-profi  corporation.  Issued  about 
the  twentieth  of  each  month  under  the  supervision  of 
the  Committee  on  Publication. 

\V.  Edwin  Bird,  M.  D.  . - — Editor 

822  North  Ann^rican  Building 

Andjikw  M Geiirrt,  M.D.  Associate  Editor 

1007  Park  Place 

M.  A.  Tarumianz,  M.  1> Assoc.  & ^Managing  Editor 

Fanihurst,  Del. 

Articles  are  accepted  for  publication  on  condition  that 
they  aie  contributed  solely  to  this  Journal.  Manuscripts 
must  be  typewritten,  double  spaced,  with  wide  margins, 
and  the  original  copy  submitted.  Photographs  and 

drawing  for  illustrations  must  be  carefully  marked  and 
show  clearly  what  is  intended. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  tlie  Quarterly  Cumulative  Index  Medicus,  published 
by  the  American  Medical  Association,  Chicago. 

Changes  in  manuscript  after  an  article  has  been  set 
in  type  will  be  charged  to  the  author.  The  Journal, 
pays  only  jiart  of  the  cost  of  tables  and  illustrations.  Un- 
used manuscripts  will  not  be  returned  unless  return  post- 
age is  forwarded.  Reprints  may  be  obtained  at  cost,  pro- 
vided request  is  made  of  the  printers  before  publication. 

The  right  is  reserved  to  reject  material  submitted  for 
publication.  The  Journal  is  not  responsible  for  views 
expressed  in  any  article  signed  by  the  author. 

All  advertisements  are  received  subject  to  the  approval 
of  the  Council  on  Pharmacy  and  Chemistry  of  the  A.  M.  A. 
Advertising  forms  close  the  25th  of  the  preceding  month. 

Matter  appearing  in  The  Journal  is  covered  by  copy- 
right. As  a rule,  no  objection  will  be  made  to  its  repro- 
duction in  reputable  medical  journals,  if  proper  credit 
is  given. 

Subscription  price:  $4.00  per  annum,  in  advance. 

Single  copies,  50  cents.  Foreign  countries:  $5.00  per 

annum. 


Vor,.  24  April,  1952  Xo.  4 


•‘Outmoded  ^Medical  Ethics” 

( )ur  attention  has  been  directed  recently  to 
two  new  books,  botli  of  wliich  find  fault  with 
the  ])ractice  of  medicine.  X'ow  this  is  still  a 
free  country,  and  we  are  not  so  thin-skinned 
that  we  cannot  accei)t  criticism,  provided  it 
is  true  and  justifiable.  But  we  susiiect  that 
some  of  the  criticism  aimed  at  the  medical 
profession  in  recent  months  by  ])rofessional 
writers  have  been  tempered  with  a desire  to 
be  sensational  rather  than  be  accurate,  to  at- 
tract criticism  of  the  ideas  in  order  to  ])romote 
the  sale  of  the  book,  and  all-in-all  to  win  ap- 
jiroval  of  utopian  federal  programs  for  the 
care  of  mankind  in  «eneral. 

We  are  particularly  intrigued  by  the  an- 
nouncement relative  to  a recent  book  on  med- 
ical ethics  and  their  effect  upon  the  iiublic,  a 
composition  by  a Chicago  architect  that  is 
built  on  the  flimsie.st  foundation  yet  to  be  blue 
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])rinted.  Two  salient  points  were  made  in  tlie 
news  announcement  about  this  book. 

One  cited  that  a Chicago  doctor  had  de- 
veloped a new  treatment  for  arthritis  that 
resulted  in  remarkable  .success,  but  “it  was 
not  sanctioned  by  the  medical  profession  be- 
cause it  did  not  have  the  ‘authority'  of  i)ubli- 
cation  in  a recognized  medical  magazine.”  If 
that  isn't  the  most  ludicrous  .statement  of  the 
year  it  will  claim  the  honor  until  a sillier  one 
is  pre.sented. 

The  .second  point  made  was  that  the  author 
“was  introduced  to  the  problem  of  outmoded 
medical  ethics  when  he  became  afflicted  with 
arthritis  in  1936.  His  subseiiuent  cure  and 
the  rejection  of  that  cure  by  medical  circles 
led  to  his  painstaking  investigation  into  tlie 
overall  problem.” 

This  month  the  Arthritis  and  Kheumatism 
Foundation  is  launched  in  a national  cam- 
paign to  raise  funds  to  conduct  medical  re- 
.search  to  di.scover  the  cause  and  po.ssible  cuie 
of  the  disea.se.  If  the  (’hicago  architect  has 
the  cure  he  is  certainly  taking  a roundabout 
way  to  inform  (leneral  George  ('.  Kenney, 
president  of  the  national  arthritis  foundation, 
of  it. 

But  it  is  the  expression  “outmoded  medical 
ethics’’  that  most  concerns  us.  How  can  any 
intelligent  person,  least  of  all  a would-be 
author,  damn  the  principles  of  ethics  of  the 
American  medical  profession  as  “outmoded.” 
Since  when  did  the  commandments  of  good 
conduct,  fair  dealing,  honest  .service,  jirofes- 
.sional  integrity,  and  the  like  become  outdated? 
What  is  the  modern  version  of  the  virtues  that 
our  author  would  iiromulgate  ? 

Are  our  ethics  outmoded  when  they  state 
that  the  “Profession  has  for  its  prime  object 
the  service  it  can  I'ender  to  humanity  and  re- 
ward or  financial  gain  should  be  a subordinate 
consideration  ?” 

Are  we  behind  the  times  when  we  imjiose 
on  ourselves  the  duty  that  “confidences  con- 
cerning individual  or  domestic  life  entrusted 
by  a patient  to  a physician,  and  the  defects  or 
dis])osition  or  fiaws  of  character  observed  in 
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patients  (luring  intnlical  attemlaiiee  should  l)e 
lield  as  a trust  and  sliould  never  he  levealed 
exeept  wlien  imperatively  re(pdred  by  the  laws 
of  the  state  ? ’ ' 

Should  the  inliation  of  the  day  eause  us  to 
rewoi'd  our  ethieal  rules  that  now  state  that 
“it  is  unprofessional  to  reeeive  I'eniuneration 
fi'oin  patents  or  eopyi-ifrlits  on  sur<>:ieal  instru- 
ments, ai)plianees,  medicines,  etc."  or  “to  ])re- 
sei'il)(‘  or  dispense  secret  medicines  or  other 
secret  remedial  asjents,  or  manufacture  or  pio- 
mote  their  use  in  any  way?” 

Xo,  our  principles  of  ethics  are  not  out- 
moded anymore  than  are  the  ten  command- 
meids. 

Kditorial,  U.  I.  M.  March,  1952. 


Traffic  S.\fkty 

Kach  year  at  about  this  time,  we  as  a na- 
tion of  drivers  and  pedesti-ians  find  out  from 
a Hartford  insurance  company  how  we  fared 
in  the  previous  year. 

The  Travelei's  annual  book  of  street  and 
liif^hway  accident  data  has  just  been  jiublished 
and  we  learn  with  dismay  that  almost  two 
million  of  us  were  casualties  in  1951.  Specifi- 
cally, 87,100  persons  were  killed  and  I,9(i2,(i0() 
injured  in  auto  accidents  last  year. 

The  enormity  of  this  toll  is  difficult  to  di- 
•ic.st.  Out  of  all  context,  a total  of  two  million 
broken  bodies  from  any  cause  is  beyond  de- 
scri])tion.  For  a shai-per  focus  on  two  million 
deaths  and  injuries,  think  of  them  in  terms 
of  one  or  two  at  a time  in  accidents  on  roads 
in  every  corner  of  the  country. 

More  to  the  point,  think  of  them  in  terms  of 
your  own  circumstances.  Think  of  them  when 
]/</u  drive  or  walk. 

CHILDREN'S  BEACH  HOUSE 

(Concluded  from  Page  108) 
child  may  apply  i'e<;ardless  of  financial  situa- 
tion. A pi’ofessional  staff  and  re<risteivd  nurse 
will  be  in  constant  attendance. 

In  order  to  estimate  jilans  for  the  summer, 
will  you  |)lease  smnl  a tentative  list  of  names 
of  children  you  think  would  be  interested  and 
(pialified  to  come,  with  a biief  description  of 
the  chilli’s  condition,  by  A [nil  15. 

A pitlications  may  be  secured  fiom  Mi's. 
•John  \V.  CarpiMiter,  (ireenville,  Delaware  — 
telephone 


MISCELLANEOUS 
Auto  Casualties — 1951 

Nearly  two  million  easualtie.s,  the  worst  au- 
tomobile accident  toll  in  the  nation's  hi.story, 
were  recorded  in  1951,  accordin<r  to  fifiures  re- 
leased recently  by  the  Travelers  Insuianee 
( 'ompanies. 

Last  year's  ti'afifie  deaths  totaled  87,100,  an 
inciease  of  l,(i00  over  the  1950  inaik.  The  in- 
jury count  soared  to  l,9()2,<iOO,  more  than 
l(i0,000  over  1950,  the  Hartford  firm  reported. 

The  death  and  injury  totals  are  hi<>:hli*iht 
statistics  from  “Lucky  You,”  eifihteenth  in 
the  annual  series  of  traffic  accident  data  book- 
lets published  by  The  Travelers.  The  comiiany 
collects  and  analyzes  accident  statistics  from 
each  state. 

More  than  18,000  pei-sons  were  killed  and 
570,000  injured  last  year  by  drivel's  who  were 
exceediiifi:  the  speed  limit,  accordin''  to  the 
report.  Fxcessive  si>eed  was  “far  and  away 
the  most  danfrerous  mistake  in  drivinfr’'  in 
1951. 

More  than  ll,0(fO  drivers  under  25  years  old 
were  involved  in  fatal  accidents  and  41(5,000 
more  in  personal  injury  accidents,  the  fi<;ures 
reveal. 

Fedestrian  exiierience  in  1951  is  tei'ined 
“an  island  of  encouray:ement  in  last  year's 
ocean  of  accidents."  A comparison  of  1951 
with  1950  shows  that  iiedestrian  ileaths  were 
“held  in  check”  while  injuries  were  reduced 
by  nearly  9,000. 

( )thei'  facts  from  “Lucky  You”: 

Saturday  was  the  most  dan<>:erous  day  of 
the  week  to  drive. 

More  persons  lost  their  lives  duriny:  the 
hour  from  six  to  seven  p.m.  than  in  any  other 
hour.  Injuries  hit  their  peak  two  hours  ear- 
lier, from  four  to  five  i).m. 

Ninety  per  cent  of  drivers  involveil  in  li).)l 
accidents  were  males. 

Ninety-seven  per  cent  of  drivers  involved 
in  1951  accidents  had  at  least  one  year  of  ex- 
perience behind  the  wheel. 

Thirty-eif>:ht  jier  cent  of  last  year's  fatal  ac- 
cidents oceurred  on  the  open  hifihway. 

There  were  92  per  cent  more  fatal  accidents 
on  icy  roads  last  year  than  in  1950. 

8,420  boys  and  ^irls  under  15  .veal's  old  were 
killed  in  traffic  accidents  last  .vear. 
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There  were  162,800  more  i>ersons  injured  iii 
U.  S.  motor  vehicle  accidents  last  year  than 
in  1950. 


There  were  1,600  more  persons  killed  in  U. 
S.  motor  vehicle  accidents  last  year  than  in 
1950. 


Twenty-five  jier  cent  of  all  drivers  involved 
in  fatal  automobile  accidents  iu  the  U.  S.  last 
year  were  under  25  years  old. 


Last  year,  1,962,000  Americans  were  in- 
jured in  traffic  accidents. 


BOOK  REVIEWS 

Atlas  of  Peripheral  Xerve  Injuries.  By  Wil- 
liam R.  Lyons,  Ph.D.,  Associate  Professor  of 
Anatomy,  University  of  California;  and  Barnes 
Woodhall,  M.D.,  Professor  of  Neurosurgery, 
Duke  Medical  School.  Pp.  339.  Cloth.  Price, 
S16.00.  Philadelphia;  W.  B.  Saunders  Com- 
pany, 1949. 

This  beautifully  executed  atlas  of  periphe- 
ral nerve  injuries,  based  ou  experience  gained 
from  World  War  II,  should  be  part  of  any 
neurologic  or  neuropathologic  library.  The 
wealth  of  pathologic  material  has  been  thor- 
oughly and  carefully  worked  into  a coherent 
background  for  the  .surgical  treatment  of  peri- 
pheral nerve  lesions.  The  clarification  of  terms 
based  on  pathologic  proces.ses  is  of  especial 
significance  for  the  surgeon  dealing  with  these 
injuries.  There  is  an  abundant  wealth  of 
microphotographic  jilates  illustrating  the  his- 
tology of  the  various  lesions.  As  a background 
reference  for  the  understanding  of  iieripheral 
nerve  injuries  it  is  unsurpassed. 


Antibiotic  Therapy.  By  Henry  Welch,  Ph.D. 
and  Charles  N.  Lewis,  M.D.  Cloth.  Pp.  562. 
Price,  .$10.00.  Washington,  D.  C.:  The  Arundel 
Press,  Inc.,  1951. 

This  is  the  most  up-to-date  text  book  on 
antibiotic  therapy.  The  entire  field  of  anti- 
biotics is  systematically  covered.  The  fii-st 
nine  chapters  deal  with  the  discovery,  devel- 
opment, antimicrobial  .spectre,  toxicity,  ab- 
sorption and  excretion  of  tyrothricin,  penicil- 
lin, streptomycin,  dihydrostreptomycin,  au- 
reomycin,  bacitracin,  chloramphenicol,  and 


terramycin.  There  is  also  a brief  discussion 
of  several  antibiotics  that  are  not  yet  com- 
mercially available.  The  next  nine  chapters 
outline,  in  detail,  the  various  bacterial  dis- 
eases and  giving  the  best  clinical  u.ses  of  each 
antibiotic,  alone  or  in  combination  with  the 
sulfa  drugs.  The  dosage  regimens  best  suited 
tor  each  disease  are  given.  The  last  two  chap- 
ters are  devoted  to  Virus  and  Rickettsial  Dis- 
ea.ses  and  ^Miscellaneous  Diseases.  Throughout, 
microbiology  and  biochemi.stry  are  presented 
as  an  adjunct  to  the  clinical  u.se  of  the  anti- 
biotics. 

A useful  bibliography  is  appeuded  to  each 
chapter  and  a detailed  index  makes  this  vol- 
uminous information  easily  available. 

No  ithysician  can  afford  to  be  without  a 
copy  of  this  volume  of  Antibiotic  Therapy 
even  though  he  is  constantly  bombarded  with 
“abstracts"  from  the  various  mauufacturers 
on  the  latest  treatment  of  di.sea.ses  with  their 
antibiotics. 


Biological  Antagonism.  By  Gustav  J.  Mar- 
tin, Sc.D.,  Research  Director,  The  National 
Drug  Company,  Philadelphia.  Pp.  516.  Cloth. 
Price,  $8.50.  Philadelphia:  The  Blakiston  Com- 
pany, 1951. 

This  is  a new  book  which  sets  forth  the 
author's  theory  of  biological  relativity.  In  his 
preface  Dr.  IMartin  states:  “The  jiurpose  mo- 
tivating the  })rei)aration  of  this  summary  of 
knowledge  in  the  field  of  disj)lacement  is  a be- 
lief that  in  no  single  instance  of  specific  dis- 
placement has  a thorough  job  been  done,  and 
that  such  work,  properly  undertaken,  will  lead 
to  discoveries  of  chemotherapeutic  agents  of 
great  value  in  medical  science.’’ 

The  author  reviews  biological  antagonism 
as  reflected  in  natural  and  .synthetic  di.splac- 
ing  agents,  covers  antagonism  as  seen  in  the 
fields  of  amino  acids,  purines,  i)yrimidines, 
vitamins,  hormones,  minerals,  and  as  it  forms 
the  basis  of  immunology,  pharmacology,  and 
chemotherapy.  Finally,  he  offers  the  concept 
of  biological  relativity  based  upon  his  exten- 
sive study  of  these  biological  antagonisms. 

There  are  twenty-two  chapters  in  this  inter- 
esting book  which  present  the  fundamentals 
of  a new  science.  This  science  is  based  on  the 
existing  knowledge  of  biochemistry,  pharma- 
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eolosiy,  clicinotlitMaity,  iininunolojjy.  ciizyinol- 
()••■>■.  iiu't.iholism,  l);ict<M'ioIoy:y.  jiiid  ccl- 

luhir  jictivity  in  "ivnci'al.  Stiuctural  I'oi-imilas 
arc  used  “cncrously.  Tlic  cliai>tcrs  on  Knzy- 
inatic  Inliihition  hy  ( 'licniicals  Structnrally 
l\clat(*(l  to  th(‘  Xatiu'al  Snl)tratc,  and  l)iu“' 
I\csistanc(“  and  P>actci-ial  Adaptat ioi\  will  he 
I'onnd  cxcc|)tionally  intcivstinij'. 

At  the  end  ol'  (>aeh  eha|)tei-  a ivea pitnlation 
sninmai’izes  tin*  outstainlin”-  theoretical  eon- 
ec|)ts  developed  upon  the  niat<*i‘ial  contained 
in  it,  and  a bil)lio‘>ra])hy  follows. 

It  is  apparent  that  this  is  a l)ook  foi-  the 
scientist  and  the  investioatoi’  who  is  constantly 
strivini*  to  discover  ik'w,  non-toxie  dru<>s. 
liowevei-,  it  is  also  a])parent  that  the  art  of 
medicine  is  ‘>ettin*>-  away  from  the  ai’t  and  is 
uettiii”  deepei-  and  deeper  into  tin*  seienee, 
and  fi-om  that  nsja'ct  the  |)hysieian  nn*>ht  do 
well  to  spend  .some  time  iiutiatin.n-  him.self 
into  the  secrets  of  metaholism  of  the  body  ecdls 
by  i-eadiiifi  I>iolo>>ieal  Anta<>'oni.sm. 


I’sycliosomatic  Gynecology:  Including  Prol)- 
lems  of  01)stetrical  Care.  By  William  S.  Kro- 
gei-,  .M.I).  and  S.  Charles  Freed,  .M.I).  Cloth. 
Pp.  oO:?.  Price.  .SS.OO.  Philadelpliia:  W.  B. 
Saunders  Compan\',  19.51 . 

Perhaps  there  is  no  other  medical  spe- 
cialty wlueh  has  more  lamifieations  into  the 
jrsyehiat  rie  held  than  gynecology  and  obstet- 
ides.  This  book  tr(*ats  the  femah*  patient  as  a 
nidt  both  from  the  |)syehie  and  the  somatic 
aspects.  The  authors  vt‘ry  scholarly  int(*grate 
the  i)iaetieal  aspects  of  tin*  relationships  be- 
tween i)hysieal  and  emotional  processes  affect- 
ing the  female  reproductive  organs,  as  well 
as  the  reeipi'oeal  therapeutic  relationships  be- 
tween gynecology,  obstetrics  and  endoeiinol- 
ogy  on  one  side  and  psychiatiw  oi\  the  other. 

A complete  story  is  |)i'e.s(>nted  of  tin*  psycho 
dynamics  eneountei'cd  in  the  femah*  by  stres- 
sing the  importance  of  emotional  factors  in 
the  (‘tiology  of  female  disorders.  The  entile* 
volume  reads  like  a fascinating  mystery  story 
which  i'cv(*als  the  innermost  secrets  of  female 
behavior.  It  bt*gins  with  the  di.seiission  of  the 
moditieation  of  inherit»*d  characteristics  liy 
fetal  environment,  goes  through  the  ])i'c-  and 
post-natal  jieriods  and  all  of  their  I’amifiea- 
tions,  tln*n  the  endocrine  and  menstrual  dys- 
functions with  their  jisyelio.somatie  manifes- 
tations aie  outlined  in  dt'tail.  Perhajis  one  of 


the  best  sections  of  the  book  is  Part  IV:  (’om- 
mon  Psyehosomatie  Problems.  In  this  .section 
the  physician  will  find  the  piaetieal  answers  to 
such  important  (piestions  as  eontraeei»tion. 
sterility,  frigidity,  dyspareunia  due  to  vagin- 
ismus. piuritus  vulvae,  homosexuality,  nym- 
phomania. and  psyehogenie  leukorrhea.  The 
last  section  (d‘  this  volume  takes  up  eft'eetively 
the  methods  of  diagnosis  and  treatment. 

( lyneeologists.  obstetricians  ami  endocrin- 
ologists will  consider  this  their*  book,  but  gen- 
t'lal  |)i-aetitioneis  will  find  it  very  valuable  in 
their-  efforts  to  understand  the  ferrrale  mind 
ami  body. 

Kefer-enees  ar-e  giveit  at  the  end  of  each  sec- 
tion and  a eom])lete  index  adds  to  the  u.seful- 
ne.ss  of  this  inter-e.sting  book 


Peptic  I'Icer.  Pulrlished  under  the  auspices 
of  the  Amei'ican  Gasti-oentei-ological  Associa- 
tion. Kdited  hy  David  .1.  Sandweis.s,  .M.I).  Pp. 
790.  Cloth.  Price,  .SI 5.00.  Philadelphia:  W.  B. 
Saunders  Company,  1951. 

The  American  ( lastroeiiterologieal  Associa- 
tion de.serves  a great  deal  of  credit  for  sjion- 
soiing  such  an  authoritative  treatise  embody- 
ing the  best  current  thought  orr  the  diagnosis 
and  tri'atrnent  on  the  ver-y  important  clinical 
disease  of  pi'ptie  ulcer-.  Seventy-seven  authori- 
ties in  this  field  have  eonti-ibuted  articles. 
These  eontributions  have  been  eorr-elated  so 
that  this  book  |)i-esents  a unified  and  eorri|»lete 
story  of  eiir  i-ent  ideas  on  the  diagnosis  ami 
management  (d‘  all  the  jihases  of  peptic  ulcer-. 

This  is  a book  gi-eatly  nei'ded  by  the  gastr-o- 
enter-ologists.  surgeons,  roentgi'iiologists.  in- 
teinists,  and  gener-al  piaetitioners.  It  is  divi- 
detl  into  eight  sections,  inelirding  the  anatomy 
and  physiology  of  the  gastr-ointest inal  tr-act. 
the  |)at hogenesis  and  etiology,  the  diagnosis 
and  medical  tr-eatment  of  uneomplicateil  gas- 
t roduod(*nal  ulcer,  surgical  ti-eatment  ami 
eornplieations  of  gastr-oduodeiral  ulcer-,  jieptie 
ulc(*i-  of  the  young  and  aged,  ami  i»e|)tie  uleei- 
otln*i-  than  gasti-odiiodenal. 

It  is  well  illustr-ated  with  excellent  di-awings 
and  satisfa<-tory  black  and  white  |)hotogr-a]»hs. 
The  styh*.  plirs  the  publislier-'s  goo<l  foinrat 
and  good  (prality  i»apei-  niaki*  reading  very 
pleasant. 

Kefer-enees,  subject  index,  and  air  authoi- 
iml(*x  add  greatly  to  the  practical  value  of 
this  book. 
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THE  GYNECOLOGICAL  CARE  OF  POST- 
MENOPAUSAL PATIENTS* 

Franklin  L.  Payne,  M.  D.** 
Philadelphia,  Pa. 

The  menopause  occurs  when  a patient  ter- 
minates her  last  menstrual  period.  While  this 
time  may  be  difficult  to  recognize  clinically, 
for  practical  purposes  the  history  of  amenor- 
rhea for  six  months,  at  or  near  the  menopamsal 
age,  with  the  development  of  menopausal 
symptoms  and  subsequent  local  atrophic 
changes  will  indicate  the  post-menopausal  era. 
The  types  of  hazards  and  the  character  of 
symptoms  during  this  era  are  quite  different 
from  those  of  earlier  years.  Instead  of  the 
complications  of  pregnancy,  the  risks  of  pelvic 
infection  and  the  development  of  benign  tu- 
mors, this  age  is  accompanied  by  a great  in- 
crease in  constitutional  and  local  changes  due 
to  endocrinic  alterations  that  follow  the  depri- 
vation of  ovarian  function  and  by  a definite 
upswing  in  the  incidence  of  malignant  neo- 
plasia. The  physician’s  care,  be  he  gynecolo- 
gist or  general  practitioner,  during  this  age 
consists  in  general  of  three  functions : the  re- 
lief of  unpleasant  symptoms,  the  treatment  of 
local  benign  developments,  and  the  early  de- 
tection of  malignancy. 

Unpleasant  Symptoms.  These  symptoms 
may  be  divided  into  four  large  groups  those : 
involving  the  nervous  system,  attending  psy- 
chologic changes,  resulting  from  metabolic 
alterations  and  accompanying  post-meno- 
pausal body  changes.  The  characteristic  un- 
pleasant menopausal  symptom  is  that  of  heat 
flashes  and  sweats,  which  occui's  in  approxi- 
mately 95%  of  the  patients.  Other  complaints 
consist  of  cardiac  palpitation,  headaches, 
functional  gastro-intestinal  disturbances,  ver- 
tigo, tinnitus,  paresthesias  and  insomnia  any- 
one or  all  of  which  may  occur  in  the  same 
patient.  Psychologic  alterations  develop  in 

•Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  10,  1951. 

••Professor  of  Obstetrics  and  Gynecology,  University 
of  Pennsylvania. 


approximately  80%  of  the  individuals  and 
present  a variety  of  manifestations,  such  as 
anxiety  states,  excitability,  w’eeping  spells, 
cancerophobia,  and  fears  of  inadequacy  — 
social,  physical,  or  sexual.  There  also  is  a fre- 
quent inclination  to  exaggerate  the  magnitude 
of  problems  that,  during  earlier  years  of  life, 
would  present  little  or  no  difficulty.  Of  the 
metabolic  changes,  the  most  disturbing  is  the 
tendency  to  weight  gain,  which  at  times  seems 
to  be  uncontrollable  and  within  itself  pro- 
duces marked  depression  and  a sense  of  futil- 
ity. Other  body  alterations  consist  of  occa- 
sional generalized  pruritis,  allergic  tendencies 
and  the  dreaded  wrinkles  along  with  the  exa- 
cerbation of  joint  changes — if  the  patient  has 
had  prior  arthritic  difficulties. 

The  first  essential  in  the  relief  of  the  symp- 
toms of  neurocirculatory  and  nervous  origin 
is  establishment  of  proof  that  they  traly  are 
menopausal  in  origin.  Since  the  age  of  the 
menopause  varies  so  widely,  the  task  of  its 
diagnosis  is  difficult  frequently  but  not  im- 
possible. Since  95%  of  the  patients  who  go 
through  the  menopause,  experience  heat 
fiashes  and  sweats,  the  absence  of  these  symp- 
toms should  warn  against  its  existence.  In- 
deed, the  diagnosis  of  the  menopause  should 
be  made  only  by  the  exclusion  of  other  condi- 
tions and  by  the  exhibition  of  true  meno- 
pausal symptoms  and  physical  changes.  This 
diagnosis  should  not  be  used  as  a means  of 
explaining  symptoms  that  might  well  be,  and 
frequently  are,  due  to  psychosomatic  difficul- 
ties unrelated  to  failing  female  endocrinic 
function.  A present  day  weakness  in  clinical 
practice  is  that  of  ascribing  too  many  sym])- 
toms  to  the  menopause  and  rushing  into  hor- 
mone therapy  prior  to  the  estalili.shment  of 
an  accurate  diagnosis.  This  applies  to  both 
the  management  of  constitutional  symptoms 
and  that  of  abnormal  vaginal  bleeding  that 
may  accompany  the  menojiausal  age.  While 
the  use  of  hormone  therapy  may  be  indicated, 
it  should  be  instituted  only  after  the  possi- 
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l)ility  of  «:eiit‘ial  inodical  ami  psydiosomatic 
difficulties  have  h(*eii  disi)ioved  and,  paiticu- 
laily,  only  after  serious  pelvic  pathology  lias 
been  eliminated. 

Hveu  then,  liormoue  tlierajiy  is  not  a 
“must'',  for  many  patients  will  accejit  a care- 
ful and  sympathetic  exiilanation  of  the  jisy- 
cholof>ic  changes  and  the  nervous  jihenomcna 
that  attend  the  menoiiau.se  alon<r  with  the  ex- 
planation that  hormone  therapy  is  a means  of 
comhatinfj  nature's  efforts  to  effect  an  en- 
docrinal  readjustment  that  must  come  sooner 
or  later.  To  administer  hoiniones  is  simply  a 
device  for  cushioninfi:  the  reaction  and  abun- 
dant evidence  indicates  that  such  therajiy  pro- 
longs the  period  of  readjustment.  Further- 
more, estrogen  therapy  is  likely  to  jiive  rise 
to  untoward  developments,  the  most  im])ort- 
ant  of  which  is  irregular  uterine  hleeding,  the 
etiolooy  of  which  must  be  determined.  Wliile 
this  is  answered  by  a diagnostic  curettage 
many  times,  it  is  not  jiractical  to  rush  into 
this  jiroeedure  immediately.  In  the  mana«:e- 
ment  of  patients  with  post-menopau.sal  bleed- 
ing, while  under  estrojjen  therapy,  the  fir.st 
step  should  be  a very  thorough  pelvic  exami- 
nation, preferably  while  the  patient  is  bleed- 
ing. If  the  blood  is  seen  to  be  coming  down 
the  cervical  canal,  if  the  lower  genital  tract  is 
clear,  and  if  the  internal  organs  are  normal 
to  jialpation,  the  next  step  is  the  immediate 
withdrawal  of  all  estrogenic  therapy.  This 
will  result  in  withdrawal  bleeding  frecpiently, 
wliich  may  continue  for  one  or  two  weeks. 
I’ersi.stence  of  the  bleeding  longer  than  two 
weeks  or  recurrence  of  the  bleeding  during 
subserpient  months  in  the  absence  of  estro- 
irenic  thera|)y  indicates  an  immediate  diag- 
nostic curettage.  When  curettage  is  not  indi- 
cated, It  is  advi.sable  to  ui'ge  monthly  inter- 
views and  examinations  for  at  least  six 
months;  otherwi.se  some  patients  will  fail  to 
report  wliat  they  consider  to  he  unimpoi'tant 
staiidng.  While  this  policy  of  delay  is  recom- 
mended in  the  event  of  vaginal  bleeding  dur- 
ing esti-()g(‘n  theiai)y,  it  is  not  recommended 
in  the  event  of  such  bleeding  in  the  ab.sence 
of  this  theraj)y.  Sixty  pei'  cent  of  the  instan- 
ces of  spontaneous  post-menopau.sal  bleeding 
have  b(‘en  proven  to  he  malignant  in  origin, 
thei'cfore,  its  occurrence  indicates  immediate, 
careful  and  complete  investigatioji. 


Certain  conditions  contra-indicate  hormone 
therapy  such  as  the  presence  of  breast  ade- 
nosis, ])remenstrual  tension,  small  myomata 
or  eudometiiosis,  previously  treated  malig- 
nancy, or  a family  history  of  malignancy.  If 
estrogen  therapy  is  deemed  necessary,  the  oral 
administration  of  the  natural  e.strogens  is  the 
most  i)ractical  and  satisfactory.  This  is  pre- 
ferable to  the  hypodermic  administration 
since  it  j)roduces  a constant  level  of  the  hor- 
mone in  contrast  to  the  peaks  that  follow  hy- 
])odermic  injections.  It  is  well  to  insi.st  upon 
a short  period  of  abstinence,  such  as  three 
weeks  of  medication  and  one  week  of  “vaca- 
tion”. Patients  .should  be  urged  to  restrict 
the  dose  to  the  minimum  recpiirements  for  re- 
lief of  symj)toms  and  gradually  to  dispen.se 
with  it  altogether.  Unle.ss  this  advice  is  given 
there  is  danger  of  estrogen  habituation,  just 
as  that  from  alcohol  or  tobacco,  which  may 
pereist  for  many  years  after  spontaneous  re- 
adju.stment  would  have  occurred  under  nor- 
mal circum.stances.  Other  types  of  hormone 
treatment  namely  thyroid,  progesterone,  or 
adrogenic  theraj)y  have  been  suggested.  In 
the  absence  of  thyroid  deficiency,  this  medica- 
tion is  not  indicated.  Progesterone  does  little 
or  nothing  to  relieve  menoi)ausal  symi)toms 
but  androgen  therapy  is  effective  in  a consid- 
erable j)ercentage  of  instances.  It  must  be 
administered  with  great  care  to  avoid  unde- 
sirable side  effects  and  usually  is  reserved  for 
those  i)atients  who  present  contra-imlications 
to  estrogen  theraj)y  but  demand  some  type  of 
hormone  medication.  Finally,  the  use  of  small 
doses  of  sedatives  and  antispasmotics,  espe- 
cially at  night,  frecpiently  will  obviate  the 
need  for  hormone  therai»y. 

The  p.sychologic  changes  that  accompany 
the  menopause  are  best  met  by  sympathetic 
undei-stajuling  and  reassurance.  i\lany  pa- 
tients are  relieved  by  the  loss  of  the  nuisance 
of  imuist  ruation  and  the  assurance  of  infer- 
tility— but  on  the  other  hand — much  resent- 
ment arise.s — chiefly  again.st  the  obvious  fact 
of  growing  old.  with  loss  of  menstruation,  ten- 
d(‘ucy  to  obesity,  unplea.sant  menopausal 
.symptoms,  and  the  fear  of  inadetjuacy.  Added 
to  this — largely  due  to  modern  propaganda — 
is  the  feai'  of  cancer  that  .seems  to  exist,  to 
greater  or  less  degree,  in  the  minds  of  all  post- 
menopausal women.  Immediate  rea.ssurance  is 
in  order  as  to  all  the  fears  except  the  latter — 
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the  fear  of  cancer — which  should  not  be  dis- 
l)elled  luitil  the  physician  by  detailed  history 
and  complete  ])hysical  examination  including’ 
gynecologic  examination  has  assured  himself 
that  no  detectable  cancer  exists.  Then  he  is 
free  to  reassure  his  patient.  The  sense  of  in- 
ade(iuacy  is  best  handled  by  sympathetic  un- 
derstanding, ex])lanation,  and  encouragement. 
If  weight  is  the  i)roblem,  dietary  and  e.xercise 
regimens  with  fluid  and  salt  reduction,  are 
far  better  than  the  use  of  e.strogenic  pills, 
anorexic  tablets  or  other  hormone  injections. 

Local  Changes.  The  post-menopausal  al- 
terations include  atrophic  changes  in  the 
brea.sts  with  a definite  increased  incidence  of 
malignant  neophrsia.  Indeed,  45  per  cent  of 
the  breast  cancers  appear  after  the  meno- 
I)ause.  The  ])elvic  alterations  consist  of  many 
local  evidences  of  the  withdrawal  of  ovarian 
.secretion.  Among  these  are  atrophic  changes 
in  the  vulvar  skin  and  in  the  vaginal  walls 
with  revei'sal  of  the  vaginal  reaction  from 
acid  to  alkaline.  Local  contractures,  or  con- 
versely great  increase  in  previously  existing 
relaxations  of  the  ])elvic  floor  are  common  de- 
velo})ments.  The  vulvar  atrophy  may  produce 
mild  i)iTiritis,  but  intense  ])ersistent  ])ruritis 
vulvae  is  more  likely  to  result  from  leucorr- 
heal  discharge,  glycosuria  with  mycotic  infec- 
tion, leucoplakic  changes,  or  from  local  sen- 
sitivity to  wearing  apparel,  highly  scented 
soaps  or  bath  salts.  This  .symptom  requires 
careful  examination  with  ])articular  attention 
to  the  ])ossibility  of  leucoplakic  changes  of 
the  vulvar  skin.  When,  by  exclusion,  the  diag- 
nosis of  unexplained  pi’uritis  vulvae  is  made, 
it  usually  will  respond  to  warm  sitz  baths 
and  to  the  local  application  of  bland  oint- 
ments. Estrogenic  cream  has  been  advised  for 
this  symptom  and  it  may  be  safe  if  the  exist- 
ence of  leucoplakia  has  been  eliminated.  The 
pre.sence  of  this  condition,  however,  contra- 
indicates e.strogenic  creams  and  indicates 
biopsy. 

Post-menopau.sal  vaginal  changes  predis- 
pose to  infection  with  the  development  of  so 
called  atrophic  vaginitis.  This  condition  gives 
rise  to  a i)urulent  discharge  that  often  is  irri- 
tating locally  and  depressing  phychologically. 
The  diagnosis  of  atrophic  vaginitis  is  made  by 
the  exclusion  of  other  conditions  that  might 
give  I’ise  to  leucorrheal  discharge  such  as  tri- 
chomonal  or  monilial  vaginitis,  or  more  seri- 
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oils  pathologic  changes  in  the  vagina,  the  cer- 
vix or  the  endometrial  cavity.  If  the  vagina 
presents  the  tyjiical  a|)pearance  of  atrophic 
vaginitis,  namely  moderate  redness  with  nu- 
merous petechial  areas  that  ooze  on  trauma 
with  cotton,  the  iiractical  procedure  is  to  treat 
this  condition  actively;  and  if  the  .staining 
does  not  clear  up  after  ten  days  or  two  weeks, 
a diagnostic  curettage  is  indicated.  The  treat- 
ment of  atrophic  vaginitis  consists  of  the  use 
of  acid  douches  (lactic  acid  or  vinegar)  and 
the  periodic  vaginal  instillation  of  estrogenic 
vaginal  suppositories  or  of  an  estrogenic  vag- 
inal cream.  By  applying  the  cream  or  sup- 
[lositories  locally,  effective  therapy  is  insti- 
tuted without  the  risk  of  the  untoward  results 
following  oral  or  parenteral  estrogen  therapy. 

Local  contractures  are  especially  likely  to 
give  rise  to  di.sti'essing  local  discomfort,  plus 
dyspareunia,  in  nulli])arous  patients  who  were 
married  late  in  life.  A similar  situation  may 
arise  following  extensive  ])lastic  repairs  that 
are  done  shortly  before  or  after  the  meno- 
pau.se.  The.se  symptoms  may  be  relieved  by  the 
frequent  use  of  sitz  baths,  warm  douches,  and 
by  the  local  instillation  of  estrogenic  vaginal 
cream.  (Occasionally,  it  is  nece.ssary  to  resort 
to  incision,  but  this  should  be  avoided,  if  pos- 
sible, for  the  resultant  scar  is  likely  to  exag- 
gerate rather  than  to  relieve  the  symptoms. 
If  operation  is  done,  it  is  well  to  jirepare  the 
patient  for  surgery  by  the  preoperative  use  of 
estogenic  cream  locally  in  order  to  facilitate 
rapid  healing.  It  also  is  well  to  advise  local 
estrogens  and  I’esumption  of  marital  relations 
as  soon  as  the  ojierative  area  has  healed. 

Patients  who  have  moderate  childbirth  re- 
laxation, i)articularly  those  with  heavy  phy- 
sical duties,  often  develop  increased  relaxa- 
tion following  the  atrophy  that  accompanies 
the  menopau.se.  with  the  appearance  of  symp- 
toms that  re([uire  attention.  While  astringent 
douches  and  local  tamponade  may  bring  tem- 
porary relief,  mechanical  support  is  re(iuired 
usually  by  means  of  either  a vaginal  pessary 
or  surgical  correction.  The  use  of  a pessary  is 
advised  when  the  constitutional  condition  of 
the  patient  prohibits  operative  intervention. 
With  modern  surgical  methods,  the  safety  of 
vaginal  repair  has  reached  a point  at  which  it 
rarely  is  necessary  to  condemn  a patient  to 
an  unhappy  pessary  life.  Here,  it  is  well  to 
point  out  that  the  approach  to  pelvic  relaxa- 
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tioii,  with  or  without  (lesc-ensiis  of  tin*  uterus, 
is  hy  way  of  the  vafiiiia  and  not  hy  way  of 
the  alxloineii.  When  a vaginal  i)lastie  as  ilone 
(lurin<r  the  j)ost-ineno])ausal  aj;e,  eare  must  l>e 
exereised  not  to  do  too  mueh,  for  the  lack  of 
resilieiiey  plus  tlie  iiievital)le  sear  tissue  may 
result  ill  jjrc'at  unhappiness  even  thou};h  jier- 
feet  anatomie  i'(*storation  has  been  effeeted. 

Following  the  menopause,  the  internal  pid- 
vie  or<rans — the  uterus  tubes  and  ovaries,  par- 
tieijiate  in  the  general  atrojihy — the  ovaries 
are  no  loiifrer  jialpable,  the  uterus  is  fireatly 
redueed  in  size  and  usually  heeomes  retro- 
verted.  This  retroversion  is  so  eommoii  as  to 
he  a normal  Hndiii};  and  it  rarely  produees 
symptoms  that  reipiire  attention.  The  same 
is  true  of  small  myomata  that  may  he  diseov- 
ered  after  the  menopause.  If  the  diafinosis  is 
eertain  and  if  the  at>f>;refrate  size  is  not  over  (» 
to  S eentimeters,  the  myomatous  utei’us  should 
h(“  hd't  alone.  This  is  not  true  of  ovarian  en- 
larjrement,  however.  Any  i»ost-menopau.sal  en- 
lar<i:ement  or  nodularity  of  an  ovary,  jiartieu- 
larly  any  iveently  developed  nodularity  in 
Douglas  eul-de-sae,  reipiires  immediate  sur- 
fi'ieal  exploration  heeause  of  the  fireat  likeli- 
hood of  ovarian  mali<>naney. 

Early  Detection  of  Malignancy.  The  most 
imjiortant.  if  not  the  most  obvious  jiortion  of 
gyneeologieal  eare  in  the  iiost-menoiiause,  is 
that  of  the  early  detection  of  iielvie  malig- 
naney.  While  the  menopause  reduces  the  vari- 
ety of  genital  hazards,  the  ri.sk  of  eareinorna 
is  enhaneed.  Table  1 shows  a review  of  the 
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Committee  for  the  istudy  of 

Pelvic  (’ancer 

Patients  with  Pelvic  Cancer 

221!) 

Po.st -menopausal  Patients 

1332  ((i07c) 

Post-menoi)au.sal  Patients  with 
Delay  in  Diagnosis 

!)()!)  ((iS%  ) 

data  aeeumulated  by  the  Committee  for  the 
Study  of  Pelvic  Cancer  in  Philadelphia,  that 
is  .so  ably  chaired  by  Dr.  dohn  V.  Ilowson. 
()f  221!)  |)atients  with  this  condition,  (iO  i)cr 
cent  W(*re  post-menopausal. 

Nine  hundred  and  nine,  ((»8  per  cent)  of 
these  pati(“iits  were  the  victims  of  delay  in  the 
diairnosis  of  malignancy  for  one  month  or 
more  following  the  onset  of  .symptoms.  The 
distiibution  of  the  malignant  lesions  is  seen 


in  Table  11.  It  is  noted  that  cervical  cancer 
e.xceeds  that  of  the  endometrium  by  10  ]>er 
cent  and  compri.ses  almost  half  of  the  post- 
menopausal malignancies,  rnfortunately,  cer- 
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Committee  for  the  Study  of  Pelvic  Cancer 
Post -Menopausal  Patients 
Site  of  the  Lesion 

Number  1 

’ereentage 

( 'ervix 

(143 

4S 

Fndometi-iurn  oOO 

3S 

( )vary 

121 

!) 

Vulva 

7)0 

3.8 

Vagina 

IS 

1.2 

Total 

1332 

100 

vical  cancer 

has  become  known  as  a 

disease  of 

the  j)re-menopause  and  endometrial  cancer  as 
one  of  the  po.st -menopause.  There  are  no  age 
limits  for  either  of  these  conditions.  Indeed, 
Palmer'  in  a recent  review  of  4(>r)2  ca.ses  of 
cervical  carcinoma,  found  22  per  cent  to  be 
more  than  fifty  years  of  age  In  a similar  re- 
view of  5)57  cases  of  endometrial  cancer,  he» 
found  20  per  cent  to  be  le.ss  than  fifty  yeaiN 
old.  Symptoms  of  cervical  cancer,  usually  leu- 
coii-hea  or  .staining,  after  the  menopau.se  re- 
(juire  complete  investigation  just  as  do  those 
of  endometrial  cancer,  usually  inter-menstrual 
bleeding,  pi'ior  to  the  menoi)ause. 

It  is  also  noted  that  of  the  1332  i)atients  all 
except  121 — those  with  ovarian  malignancy — 
must  have  experienced  some  sort  of  di.scharge 
from  the  genital  tract  either  purulent,  purulo- 
sanguineous,  or  actual  bleeding.  Malignant 
lesions  of  the  tubular  genital  tract  character- 
istically cause  either  discharge,  staining,  or 
actual  bleeding  long  before  the  development 
of  pain.  In  view  of  this  fact,  it  .seems  .strange 
that  such  a high  percentage  of  these  patients 
either  allowed  themselves,  or  were  allowed, 
to  j)rocrastinate  for  more  than  a month  before 
the  i)n‘sence  of  malignancy  was  di.scovered. 
Any  ty|)c  of  discharge  from  the  genital  tract 
after  the  mcnopau.se  indicates  immediate  in- 
vestigation. The  notion  that  examination 
shouhl  not  be  done  while  bleeding  is  in  evi- 
dence is  fallacious.  Indeed,  examination  at  the 
time  of  the  blee<ling  is  highly  desirable,  for 
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frequently  it  permits  prompt  identification  of 
the  source  of  the  blood  and  the  early  institu- 
tion of  treatment. 

The  vulvar  and  vaginal  malignancies  com- 
j)rise  five  per  cent  of  the  total  number.  Prog- 
nosis for  these  conditions,  which  are  prone  to 
develop  after  the  menopause,  is  notoriou-sly 
poor.  A large  factor  in  the  poor  prognosis  is 
the  advancement  of  the  lesion  before  it  is 
recognized.  Another  important  element  is  the 
common  association  of  vaginal  carcinoma  with 
malignancy  of  the  upper  genital  tract.  Since 
ninety  per  cent  of  vaginal  carcinomas  are 
metastatic  in  origin,  the  appearance  of  such 
a lesion  indicates  thorough  investigation  of 
the  upper  genital  tract  and  if  this  is  negative, 
of  the  breasts  and  the  entire  gastro-intestinal 
system  as  well  as  the  urinary  tract. 

Because  sixty  eight  per  cent  of  these  pa- 
tients were  not  diagnosed  for  more  than  a 
month,  it  seems  wise  to  itemize  the  sites  of  the 
disease  in  relation  to  the  delay.  This  is  done 
in  Table  III.  The  incidence  of  delay  was  high- 


Table III 

Committee  for  the  Study  of  Pelvic  Cancer 

Post -Menopausal  Patients 

Delay  Versus  No  Delay  in  ) 

Regard 

to  Site  of  the  Lesion 

Site 

Delay 

No  Delay 

Cervix 

418  (65%) 

225  (35%) 

Endometrium 

361  (75%) 

139  (25%) 

Ovary 

77  (64%) 

44  (36%) 

Vulva 

41  (82%) 

9 (18%) 

Vagina 

12  (66%) 

6 (34%) 

Total 

909  (68%) 

423  (32%) 

est  in  vulvar  carcinoma.  Characteristically 
this  lesion  occurs  in  older  people,  who,  despite 
such  symptoms  as  itching,  burning,  slight 
staining,  and  even  the  appearance  of  an  ulcer, 
are  loathe  to  submit  to  pelvic  examination. 
Another  cause  of  delay  is  the  tendency  of 
some  physicians  to  treat  this  condition  with 
salves  and  creams  in  lieu  of  a definite  diag- 
nosis. The  lowest  incidence  of  delay  is  seen  in 
ovarian  malignancy.  This  is  due  to  the  in- 
sidious nature  of  ovarian  carcinoma  which 
commonly  reaches  the  inoperable  stage  prior 
to  the  development  of  symptoms.  Since  this 


is  the  case,  some  gynecologists  have  recom- 
mended the  extirpation  of  normal  ovaries  at 
the  time  of  laparotomy  when  the  patient  is 
past  forty  years  of  age.  We  cannot  condone 
this  policy,  for  we  believe  that  it  is  better  to 
avoid  the  surgical  menopause  by  conserving 
ovarian  tissue  and  by  re-examining  the  ]>a- 
tients  at  regular  intervals.  By  so  doing,  the 
very  occasional  ovarian  enlargement  may  be 
detected  in  time  for  effective  treatment. 

Little  good  comes  from  the  presentation  of 
these  figures,  unless  the  reasons  for  the  delay 
are  determined.  The  Committee  for  the  Study 
of  Pelvic  Cancer,  in  analysing  the  responsibil- 
ity for  the  delays,  found  that  22.4  per  cent 
lay  at  the  doorstep  of  the  physician,  22  per 
cent  were  due  to  combined  procrastination  on 
the  part  of  both  the  physician  and  the  patient, 
and  55.6  per  cent  resulted  from  failure  of  the 
patient  to  report  symptoms  or  from  her  fail- 
ure to  accept  the  physician's  advice,  which 
usually  consisted  of  hospitalization  and  fur- 
ther investigation.  (Table  IV).  Indeed,  the 


Table  IV 

Committee  for  the  Study  of 

Pelvic  Cancer 

Delay  Physician  Alone 

204  (22.4%) 

Delay  Physician  and  Patient 

201  (22.0%) 

Delay  Patient  Alone 

504  (55.6%) 

Total 

909  (100%) 

hospitals  are  not  entirely  clear.  In  31  of  the 
909  delay  patients,  (3i/o  pei'  cent),  a hospital 
staff'  member  contributed  to  the  delay  in  diag- 
nosis and  treatment.  Usually  this  resulted 
from  diagnostic  failure  in  the  Out-patient 
Clinic  or  from  treatment  of  a patient  for  an 
irrelevant  condition  without  preliminary  his- 
tory and  examination  to  eliminate  the  possi- 
bility of  genital  malignancy.  The  reasons  for 
delay  in  the  diagnosis  of  malignancy  are  vari- 
ous, both  as  to  the  physician  and  as  to  the 
patient.  The  regular  meetings  of  the  Commit- 
tee for  the  Study  of  Pelvic  Cancer  are  attend- 
ed by  the  responsible  physicians  and  they 
have  revealed  many  interesting  facts.  The 
problem  of  the  general  pi*actitioner  is  difficult 
because  of  the  failure  of  patients  to  report 
symptoms  or  because  of  their  refusal  to  sub- 
mit to  preliminary  examination  or  to  accept 
the  suggestion  of  further  study.  On  the  other 
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I'.aml,  till*  physicians'  delay  is  due  in  many 
instances  to  his  failure  to  olitain  an  adeipiate 
liistory  or  to  do  a complete  physical  examina- 
tion including  pelvic  examination  and  difiital 
exi»loration  of  the  rectum.  Finally,  misinter- 
pietation  of  .symptoms  and  unwarranted  reas- 
siuance  hy  the  physician  before  he  has  ascer- 
tained the  orijiin  of  symptoms  accounts  foi' 
many  delays  in  the  diafjnosis  of  <;enital  mal- 
ignancy. 

The  answer  to  the  problem  is  two  fold, 
namely,  a thoroufrh  history  and  adequate  ex- 
amination. A sieneral  history  with  detailed 
(piestions  as  to  the  <>:enital  tract  is  essential. 
This  should  include  (lue.stions  as  to  recently 
accpiired  diseomfort  or  pain  in  the  pelvic  area, 
dysfunction  of  adjoininj;  orfrans  (the  bladder, 
the  rectum,  or  the  anus),  the  recent  develoj)- 
ment  of  an  area  of  ulceration,  a bum])  or  an 
cnlar<iement,  and  finally,  the  a|)])earanee  of 
any  tyjie  of  discharire  from  the  srenital  ti'act. 
Due  to  the  withdrawal  of  secretive  function 
any  discharge  from  the  post-menoiiausal  jren- 
ital  tract  is  ])atholofric.  While  this  may  result 
from  unimpoi'tant  develo])ments,  such  dis- 
charge, jiarticularly  if  bloodstained,  should  be 
considered  as  sufjjjestive  of  malifinancy  until 
careful  examination  has  eliminated  its  exist- 
ence. The  second  half  of  the  answer  lies  in  the 
reinilarity  and  in  the  thorou<rhness  of  the 
examination.  Preventive  medicine  is  on  the 
u])swin«i,  as  is  the  conce])t  of  the  early  detec- 
tion and  treatment  of  malifinancy.  No  more 
fruitful  field  of  endeavor  exists  than  that  in 
the  ])o.st-meno])ausal  aije  of  women,  in  which 
(id  ])er  cent  of  the  <;enital  malifinancies  occur. 
The  averafie  leiifith  of  life  of  women  in  IDoO 
is  (icS  years,  and  the  mean  a.ue  of  the  meno- 
pause is  4S  years.  Duriiifr  the  twenty  years 
followin<>-  the  meno])ause  (i  out  of  10  malifi- 
nancies  occur  in  contrast  to  4 out  of  10  dur- 
iiifi  the  piecediiifi  48  years.  Because  of  the 
tendency  of  women  at  this  afie  to  jirocrasti- 
nate  and  even  to  conceal  sym])toms  the  most 
eff(*ctiv(*  means  of  both  the  j)revention  and  the 
early  d(*tection  of  malifinancy  is  that  of  rcfiu- 
larly  sj)accd  and  com|)h>t<*ly  detailed  histories 
and  I'outine  comi)lete  examinations  of  the  en- 
tire fienit.d  tract  includiiifi  the  breasts  and  the 
rectum.  The  pre.sent  day  recommendation  is 
that  eveiy  woman  past  40  years  of  afie  should 
be  accorded  the  ben(*fit  of  this  service  every 
six  months.  In  the  past  this  policy  mifiht  have 


been  misinteri)reted,  but  the  recent  tremen- 
dous lay  ])i opafianda  and  the  widespread  ac- 
ceptance of  the  cancer  detection  clinics  prove 
that  such  a ])lan  will  be  eagerly  aecepted  by 
the  fireat  ma.jority  of  intellifient  women.  By 
institutiiifi  this  j)lan,  we  physicians  will  be 
fulfilliiifi  our  oblifiation  to  our  ])atients  in  the 
detection  of  malifinancy  either  before  it  fiives 
lise  to  sym])toms  or  before  it  has  advanced 
beyond  the  stafie  of  effective  therajiy. 

.^400  Spnicc  Street 
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I )lS(T'SSIOX 

l)n.  S.  W.  Rkxnik  ( Wilmiiifiton  I : Fsiially 
in  these  meetiiifis  there  is  a jiaper  that  is  down 
to  earth,  and  every  one  fiets  .somethiiifi  out  of 
it.  This  jiaper  we  have  just  heard  I think  is 
in  that  catefiory. 

As  Dr.  Kern  stated  not  loiifi  afio  in  Phil- 
adeljihia,  not  many  peojile,  especially  women, 
like  to  be  catalofied  as ‘‘firowiiifi  old  "so  there- 
fore he  thoufiht  that  the  science  of  care  of  the 
old  is  not  fioiiifi  to  be  inished  too  hard  and 
not  many  ])ractitioners  are  fioiiifi  to  take 
that  up.  However,  every  practitioner,  whether 
a fieneral  |)iactitioner  or  speciali.st,  has  to 
recofiiiize  certain  phy.siolofiical  ehaiifies  which 
occur  in  afie,  and  realize  that  the.se  are  not 
jiatholofiical. 

I wish  to  emphasize  Dr.  Payne's  words 
about  malifinancy,  a condition  which  is  al- 
ways to  be  watched  for.  certain  office  pro- 
cedures. such  as  the  Pajianicolaou  smear, 
endometrial  biopsy  of  cervi.x  before  it  is  cau- 
terized, the  endometrial  bio])sy  with  the  small 
curettment,  examination  of  the  breasts,  etc., 
are  simjile  jn'oeedures  and  often  reveal  jiath- 
olofiy. 

It  is  interestiiifi  to  look  back  on  certain 
cases  and  retlect  what  could  have  been  done 
to  lielj)  those  women  who  are  in  some  emo- 
tional distre.ss.  The  psyehialrist  perha]>s  is 
the  final  answer  to  many  of  these  eases,  but 
there  are  borderline  cases  in  which  the  emo- 
tional unrest  can  be  helped  by  all  of  us,  espe- 
cially the  fiynecolofrist. 

It  is  unfortunate  that  sometimes  certain 
siynecolofjists  will  examine  a woman  and  tell 
her  there  is  nothiiu;  wroiifr  with  her  and  out 
she  fioes.  He  never  takes  time  to  talk  to  her. 
A nervous,  tired  woman  eomes  in  with  a low 
hemoftlobin ; she  may  have  a malifinancy. 


May,  1952 


1)ei,aware  State  ^Medical  Journal 


119 


However,  in  taking-  the  history  of  such  con- 
dition, if  it  has  been  of  long  duration  it  is 
probably  functional  in  character,  and  perhaps 
the  history  may  elucidate  the  things  that  are 
causing  this  condition,  or  the  general  condi- 
tion can  be  worked  upon,  and  many  of  these 
women  can  be  helped  if  the  trouble  is  taken 
to  get  a good  history.  IMany  women  have  more 
trouble  in  their  mind  than  in  the  pelvis.  A 
woman  who  is  mentally  stable,  who  has  been 
an  insensitive  type,  may  have  no  difficulty  at 
all  with  the  menopause.  On  the  other  hand, 
all  kinds  of  troubles  may  arise  in  the  woman 
who  has  been  more  or  le.ss  depre.ssed — she  has 
been  a trying  problem  to  her  family,  and  this 
tyi)e  many  times  develops  even  an  involutional 
melancholia  and  all  types  of  distresses  which 
are  taken  care  of  by  the  psychiatrist,  if  that 
goes  on. 

There  are  many  causes  which  contribute  to 
this.  AVidowhood,  loss  of  husband's  affection, 
lo.ss  of  sexual  love,  loss  of  feeling  that  she  is 
needed  around  the  house,  insecurity,  and  so 
on,  that  she  believes  is  developing  in  her  mind. 
The  types  of  symi)toms  which  do  occur  are 
many.  Also,  I might  say,  sometimes  the  loss 
of  a uterus.  For  instance,  the  patient  is  oper- 
ated u])on,  perhaps  for  a benign  tumor.  But 
if  this  woman  can  be  talked  to  before  and 
have  ex])lained  to  her  what  the  condition  is. 
and  what  her  outcome  is  going  to  be,  I believe 
many  of  the  psychic  distres.ses  and  emotional 
unrests  which  frequently  occur  after  the  hys- 
terectomy can  be  avoided. 

AVe  often  see  cases  with  diarrhea,  for  in- 
stance, rigidity,  vomiting,  ga.stric  upsets  — 
all  perhai)s  brought  on  by  reason  of  an  emo- 
tional background,  which  is  menopausal  in 
that  i)articnlar  patient.  Pathological  changes 
are  not  too  difficult  to  determine  if  a good  ex- 
amination is  done.  But  the  neuroses  are  ter- 
rific and  difficult  at  times,  and  it  is  among 
these  menopau.sal  patients  that  most  of  these 
conditions  are  found. 

►So  I must  say,  do  not  rely  entirely  upon 
hypodermic  estrogenic  therapy  to  relieve  these 
patients,  because  it  won't  do  it.  To  correct 
the.se  symptoms  I think  it  is  necessary  to  sit 
down  and  talk  to  these  patients,  and  if  you 
allow  them  to  talk  they  will  really  tell  you 
what  is  wrong  with  them.  And,  emphasizing 
Dr.  Payne's  remarks  on  malignancy,  a 
thorough  checkup,  i>elvically,  rectally,  and 


the  breasts,  is  indicated  as  a routine  i)io- 
cedure  at  the  office,  and  I believe  a great 
many  of  our  pathological  conditions  will  be 
detected.  ( )n  the  other  hand,  we  do  find 
certain  emotional  conditions  that  I think  are 
very  difficult  to  undertake. 

Dr.  a.  H.  .Seegar  (AA'ilmington)  : Dr. 
Payne  has  .stressed  the  frefiueney  of  carcinoma 
in  the  post-menopausal  woman  and  the  delay 
by  the  patient  and  the  physician  in  the  diag- 
nosis and  treatment  of  the  condition  and  we 
must  keep  trying  to  prevent  these  costly  de- 
lays by  ediication  of  the  public  to  symptoms 
and  to  routine  examinations  and  the  education 
of  the  physician  to  doing  pelvic  examinations 
to  make  an  early  diagnosis. 

However,  what  has  interested  me  even  more 
is  trying  for  .something  even  better  than  this ; 
that  is  for  segregating  out  those  people  who 
are  most  apt  to  develop  pelvic  cancer  even  be- 
fore this  cancer  occurs. 

Dr.  Payne  pointed  out  that  95%  of  women 
have  hot  flushes  at  the  time  of  the  menopause, 
but  what  of  the  other  5%  ? Those  are  the 
women  who  maintain  high  estrogen  levels 
through  and  after  the  menopause.  These 
women  with  a late  menopause,  the  bloody 
menopause  without  hot  flushes,  with  little  or 
no  i)elvic  organ  atrophy  after  the  menopause, 
are  the  ones  who  should  be  watched  with  the 
greatest  care  for  corpus  cancer,  for  it  is  in 
this  group  that  the  bulk  of  the  cori)us  cancer 
is  noted. 

Clyde  Randall  once  .said  that  he  had  never 
seen  a case  of  corpus  carcinoma  in  a woman 
with  marked  vaginal  atrophy,  in  a woman 
whose  vagina  stained  ])oorly  with  Lugol's  so- 
lution. There  may  be  some  such  cases  but  they 
are  relatively  rare.  These  women,  then,  should 
l)e  watched  very  closely  for  corpus  cancer. 

In  cancer  of  the  cervix,  the  job  is  somewhat 
easier.  If  non-invasive  cancer  of  the  cervix  is 
present  for  6-12  years  before  invasive  cancer 
develops,  then  routine  office  biopsy  of  the  ap- 
I)arently  normal  cervix  should  assure  diagno- 
sis at  a time  when  the  cure  rate  is  100%.  Such 
diagnosis  is  far  preferable  to  waiting  until 
cancer  occurs,  (lusberg  has  shown  that  such 
routine  biopsy  yields  2%  cancer  in  situ  of 
the  apparently  normal  cervix. 

Dr.  J.  AA".  Barnhart  ( AA'ilmington)  : I just 
wanted  to  ask  a couple  of  questions  of  Dr. 
Payne.  Alany  of  us  practicing  medicine  have 
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done  only  fitMUMal  physicals,  includin';  judvics, 
which  1 think  should  be  done,  but  in  all  our 
examinations  1 have  often  wondered  if  we  are 
doiii"  an  adecpiate  examination,  and  doin'; 
rif;ht  by  our  jiatients. 

The  (luestion  is,  with  the  practiciiif;  l»hy- 
sician  in  the  office:  is  endometrial  biojisy  a 
justified  ])rocedure?  1 have  often  felt  it  is  a 
kind  of  meddlesome  tyjie  of  sur};ery.  And  as 
to  curettaf;e,  1 feel  that  if  there  is  need  for 
curettafre  that  it  should  be  a thorough  curet- 
taf;e,  not  an  office  curettaf;e. 

Another  thin*;,  in  i)assin<; — on  the  presence 
or  absence  of  pelvic  mali<;nancy  in  general 
medicine,  with  the  difficulty  of  the  Papanico- 
lau  stain,  is  routine  stain  his  ref;ular  pro- 
cedure? And  1 have  often  wondered  if  it  is 
justifiable  to  charge  the  patient  five  dollars 
for  this  added  study?  1 would  like  to  know  Dr. 
Payne’s  impression  on  these  two  studies. 

Dr.  Payne:  To  answer  the  two  important 
(piestions  asked  by  Dr.  Bandiart : 

-\o.  1,  as  to  endometrial  biopsy.  1 do  endo- 
metrial biopsies  in  my  office  very  frequently, 
but  1 do  them  for  the  sole  purpose  of  study- 
ing the  ])hysiology  of  the  endometrium  in  ]>re- 
menopausal  women.  After  the  menopause, 
such  a ])rocedure  would  be  an  extremely  dan- 
gerous one,  and,  furthermore,  any  attemiit  to 
rule  out  the  jire.sence  of  endometrial  malig- 
nancy by  emlometrial  biopsy  will  fail  in  the 
vast  majority  of  instances,  for  the  rea.son  that 
the  likelihood  is  that  you  don't  get  the  entire 
liinng  of  the  uterus. 

The  only  way  to  be  sure  the  jiatient  doesn’t 
have  endometrial  cancer  is  to  put  her  to  sleep 
in  the  hospital,  .scrape  inside  of  the  uterus  as 
thoroughly  as  you  possibly  can ; not  by  an 
office  curettage  or  office  endometrial  biopsy. 

As  to  the  Papanicolaou  stain:  I wish  I 

trusted  the  results  of  that  stain  or  smear  as 
much  as  some  of  my  friends  do.  1 wouldn’t 
have  to  work  nearly  as  hard.  I am  (piite  cer- 
tain, though,  that  if  my  wife  had  spotting 
after  menopause,  1 would  not  depend  on  Pa- 
])anicolaou  stains.  There  have  been  too  many 
false  positives  and  too  many  false  negatives. 
It  may  be  all  right  for  a routine  use,  as  with 
cancer  detection  clinics,  who  are  seeing  thou- 
.sands  and  thousands  of  patients,  but  when 
you  come  down  to  the  actual  question:  Does 
this  patient  have  endometrial  malignancy? — 
scraj)e  the  inside  of  the  uterus  and  send  the 


.sample  to  a gootl  laboratory.  Then  you  know. 

Dr.  Uennie  feels  just  as  1 do  about  the  man- 
agement of  patients  at  this  age.  I did  general 
liractice  for  eight  years  before  I limited  my 
work.  It  was  the  best  eight  years  I ever  sjient, 
and  I am  (piite  certain  that  I am  a better  doc- 
tor for  it.  I appreciate  the  problems  with 
which  the  general  jiractitioner  is  confronted, 
but  I do  believe  now,  in  contra.st  with  twenty 
years  ago,  it  is  easier  for  the  general  practi- 
tioner to  persuade  patients  to  submit  to  regu- 
larly-sj)aced  gynecological  examinations. 

Therefore,  I think  that  it  is  our  job,  if  they 
do  object  to  these  things,  to  educate  them  to 
the  point  at  which  they  will  accept  .such  ex- 
aminations so  that  we  can  pick  up  any  geni- 
tal malignancy,  including  the  brea.sts,  before 
it  is  advanced  to  the  point  at  which  we  can 
do  nothing  theraiieutically. 


POTENTIAL  DANGERS  FROM  INCOM- 
PLETE EXAMINATION  OF  THE 
PREGNANT  WOMAN* 

.1.  Robert  Willson,  M.  !).•• 
Philadeljihia,  Pa. 

The  .steady  decline  in  maternal  mortality 
from  58  |>er  10,000  live  births  in  1935  to  12 
in  1948  is  in  part  the  result  of  the  recognition 
of  the  value  of  careful  jirenatal  supendsion. 
In  addition  to  the  decrease  in  mortality  the 
number  of  women  incapacitated  as  a ri\sult 
of  pregnancy,  although  not  stati.stically  obvi- 
ous, is  substantially  less.  Supervision  during 
the  prenatal  jieriod  constitutes  only  a ]>art  of 
total  obstetric  care  and  in  it.self  may  be  l(*ss 
important  in  the  prevention  of  death  than 
care  during  labor  and  delivery.  Careful 
evaluation  of  the  prenatal  jiatient  will  how- 
ever indicate  tho.se  in  whom  an  abnormality 
is  jiresent  or  may  sub.seipiently  develop  and 
thoughtful  management  during  the  iiregnancy 
will  aid  in  detecting  comiilications  at  their  on- 
set. A ju-ogram  aimed  at  the  recognition  of 
any  condition  which  may  interfere  with  the 
normal  course  of  jiregnancy  or  which  may 
make  pregnancy  dangerous  for  the  jiatient 
will  aid  in  reducing  death  and  disability. 
Ideally  such  a jirogram  should  include  com- 
jilete  |)re-i»regnancy  evaluation  of  the  jiros- 
jiective  mother  since  in  certain  instances  con- 

•Read  before  the  Medical  Society  of  Delaware,  WilminR- 
ton.  October  10.  1951. 

••Head.  Department  of  Obstetrics  and  Gynecology,  Tem- 
ple University  School  of  Medicine. 
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ditions  which  either  temporarily  or  perma- 
nently contraindicate  pregnancy  may  be  ])re- 
sent.  DiscoveiA’  at  this  period  may  permit 
their  correction  after  which  pregnancy  may 
be  safer  for  both  mother  and  infant. 

Evaluation  of  the  pre-pregnant  or  prenatal 
patient  mu.st  include  1)  a complete  systemic 
history  and  physical  examination,  2)  a pelvic 
examination  including  visualization  of  the 
cervix  through  a vaginal  specialum,  3 ) inter- 
nal manual  evaluation  of  pelvic  size,  4)  a 
miniature  chest  film  or  at  least  fiuoroscopy, 
5)  examination  of  the  urine  for  protein  and 
sugar,  6)  determination  of  the  hemoglobin  or 
hematocrit,  7)  determination  of  the  blood 
Wassermann  reaction  and  8)  determination  of 
the  Rh  factor.  This  routine  is  possible  in  any 
physician’s  office  and  if  it  is  systematically 
carried  out  on  each  patient  few  pathologic 
conditions  will  be  overlooked.  It  is  not  ini- 
common  that  “prenatal  care’’  is  administered 
for  several  weeks  or  even  months  to  women 
who  are  not  pregmant.  Although  amenorrhea 
is  characteristic  an  accurate  diagnosis  of  preg- 
nancy cannot  be  made  without  complete  pel- 
vic examination.  Should  there  be  a question 
as  to  the  presence  of  a pregnancy  at  the  ini- 
tial visit  repeat  pelvic  examination  in  two  or 
three  weeks  usually  will  reveal  the  true  state 
of  affairs.  If  the  uterus  has  softened  and  in- 
creased in  size  during  the  interval  it  is  likely 
the  result  of  a pregnancy,  whereas  if  it  is  un- 
changed one  should  be  suspicious  that  the 
amenorrhea  is  on  some  other  basis.  Biologic 
tests  are  expensive,  not  always  accurate  and 
may  be  confusing  rather  than  helpful.  Until 
it  is  definitely  proven  that  a pregnancy  exists 
one  should  not  launch  the  patient  upon  the 
course  of  prenatal  care. 

Certain  medical  conditions  may  be  so  early 
or  so  mild  that  they  do  not  affect  the  normal 
activities  of  the  nonpregnant  woman ; preg- 
nancy however  may  increase  their  severity  or 
the  normal  changes  associated  with  gestation 
maj’  influence  their  course.  In  most  instances 
such  lesions  are  detectable  by  complete  his- 
tory and  careful  examination. 

In  most  large  obstetric  clinics  reduction  in 
deaths  from  hemorrhage  and  infection  has  in- 
creased the  importance  of  cardiac  disease  as  a 
cause  of  maternal  mortality.  That  these  deaths 
! can  be  substantially  reduced  by  careful  pre- 
natal supervision  is  proven  beyond  doubt ; 


this  can  however  be  accomplished  only  if  the 
lesion  is  recognized.  The  normal  physiologic 
changes  associated  with  ]>regnancy  add  to  the 
cardiac  load  and  may  inci’ease  symptoms 
which  have  been  minimal  in  the  nonpregnant 
state  or  may  precipitate  them  in  women  who 
have  been  asymptomatic  and  unaware  of  car- 
diac pathology.  Such  changes  include  in- 
creases in  plasma  volume  which  may  average 
20-25  percent  at  its  peak  late  in  pregnancy, 
in  size  of  the  vascular  tree,  in  cardiac  output 
and  in  general  metabolism.  If  cardiac  disease 
is  detected  early  a planned  regimen  of  super- 
vised rest,  protection  from  infection,  pre-de- 
livery hospitalization  and  digitalization  when 
indicated  will  reduce  both  maternal  and  fetal 
mortality.  In  addition  therapy  which  may 
be  contraindicated  for  the  cardiac  patient  can 
be  avoided  as  is  illustrated  in  the  following 
case  report : 

L.  F.,  age  32,  white,  Para  ii.  Gravida  iv, 
was  first  examined  at  the  eighth  week  of  her 
fourth  pregnancy.  The  past  history  revealed 
no  symptoms  suggesting  a cardiac  lesion  or  a 
previous  rheumatic  infection.  Two  earlier 
pregnancies  had  terminated  normally  and  one 
by  abortion.  A harsh  cardiac  murmur  was 
described  but  a diagnosis  of  heart  disease  was 
not  made.  At  the  20th  week  of  pregnancy  the 
patient  was  admitted  to  the  hospital  with  a 
severe  pyelonephritis  which  had  been  present 
for  5 days.  Because  of  dehydration  10%  glu- 
cose was  administered  rather  rapidly  intra- 
venously. After  1500  cc.  of  fluid  had  been 
given  she  developed  cyanosis,  dyspnea  and 
pulmonary  edema.  The  cardiac  decompensa- 
tion was  treated  and  the  patient  ultimately 
was  delivered  at  term  after  spending  the  rest 
of  the  pregnancy  at  almost  complete  bed  rest. 

Pulmonary  tuberculosis  may  be  present  in 
a stage  so  early  that  the  lesion  is  undetect- 
able by  physical  examination  alone.  If  chest 
x-rays  are  taken  of  every  prenatal  patient  a 
number  who  have  early  infections  not  clinic- 
ally obvious  will  be  found.  The  mortality  rate 
from  pulmonary  tuberculosis  first  discovered 
after  a pregnancy  is  high  because  the  lesions 
often  are  advanced.  If  proper  therapy  is  ini- 
tiated early  the  maternal  mortality  will  be 
reduced  and  contact  infection  of  the  newly 
born  infant  may  be  prevented. 

Essential  hypertension  complicated  by 
pregnancy  may  be  responsible  for  maternal 
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death  t'roiii  al)ru|)tio  placenta,  eerel)ral  heni- 
unliay:e  and  sn]»eriin])osed  i)re«rnaney  tox- 
emia. In  those  with  sifjns  of  vasenlai'  defienera- 
lion  in  the  irtinal  ve.s.sels  reduced  renal  func- 
tion and  l)lo()d  j)i'essures  above  200/110  the 
risk  from  pre<>:naney  is  so  <rreat  that  eaily 
interi-uption  must  l)c  considered.  The  le.sser 
deor<“es  of  hypertension  ai'c  not  necessarily 
ineompatil)le  with  i)ief;naney  hut  sufrfjest  that 
hos])italization  and  tlioroufili  evaluation  of  the 
])atient  is  neee.ssary.  Such  evaluation  .should 
include  fjeneral  physical  examination,  eye 
«:round  studies,  urine  examination,  urine  con- 
centration and  urea  clearance  tests,  determi- 
nation of  the  blood  urea  niti'ofien  level  and 
multiple  blood  pressure  recordings.  Should 
these  studies  reveal  no  remarkable  deviation 
from  the  normal  i>re<>:nancy  may  be  allowed 
to  continue  hut  supervision  must  be  careful. 
Since  serious  complications  occur  so  fre- 
(piently  mere  recofiiiition  of  hy[)crtension  is 
insufficient,  rather  a careful  i)renatal  program 
including  frecpient  visits,  weight  control  and 
rest  should  be  planned  and  discu.s.sed  with 
the  ])atient.  Here  again  by  ])re-])regnancy 
evaluation  those  whose  vascular  .system  is  so 
damaged  that  i)regnancy  is  contraindicated 
could  be  detected.  This  point  is  illustrated 
in  the  following  case  history: 

H.  \V.,  white,  (Jravida  i.  Age:  32,  had  been 
married  5 years  without  conceiving.  Complete 
infertility  studies  revealed  a low  basal  meta- 
bolic rate  in  the  patient  and  reduced  sperm 
count  in  the  husband.  After  therapy  the  ])a- 
tient  became  i)regmuit  and  oidy  then  was 
severe  hypertension  discovered.  The  patient 
was  then  referred  to  us  for  evaluation  and 
treatment.  The  blood  ])ressures  in  the  hos- 
pital averaged  210  105,  examination  of  the 
ocular  fundi  revealed  organic  changes  in  the 
ve.ssels  com])atible  with  long  standing  hyi)er- 
tension  and  orthodiagram  .showed  moderate 
cardiac  eidargcment.  It  was  our  opinion  that 
continuation  of  the  j)regnancy  would  subject 
the  patient  to  an  undue  ri.sk  and  termination 
was  advi.sed. 

Diabetes  mellitus  may  first  be  recognized 
during  j)regnancy  and  is  to  be  suspected  if 
sugar  is  found  in  the  urine.  The  fetal  mortal- 
ity associated  with  untreated  iliabetes  may  be 
as  high  as  50-(i0  i»eicent  ; both  this  and  the 
increased  maternal  mortality  can  be  substan- 
tially reduced  by  careful  management.  The 


piesence  of  redueing  substances  in  the  urine 
is  not  uncommon  during  pregnancy  and  may 
leiuesent  lactost*  which  is  i)i-oduced  normally 
by  the  mammary  glands  during  pregnancy 
and  is  of  no  con.se(pience.  While  glycosuria 
can  occur  in  the  normal  individual  due  to  the 
physiologic  dei)ression  of  the  renal  threshold 
for  gluco.se  it  may  also  indicate  diabetes.  The 
latter  can  oidy  be  eliminated  by  a glueose 
tolerance  test  which  is  indicated  in  every  j)a- 
tient  in  whom  a positive  urine  test  for  sugar 
is  detected.  The  history  may  be  suggestive  in 
that  large  babies  are  characteristic  of  diabetes 
oi-  the  prediabetic  state;  although  all  women 
who  have  had  infants  weighing  9-10  j)ounds 
do  not  have  diabetes  such  a history  indicates 
the  need  for  careful  investigation. 

Anemia  during  pregnancy  is  common  but 
all  patients  in  whom  the  hemoglobin  reading 
is  reduced  are  not  nece.ssarily  abnormal.  The 
l)hysiologic  increase  in  i)lasma  volume  dilutes 
the  blood  sufficiently  to  lower  both  the  red 
cell  count  and  the  hemoglobin  although  the 
total  amounts  of  these  blood  elements  actu- 
ally are  increased.  Thus  the  lower  normal 
limit  of  the  hemoglobin  reading  during  jtreg- 
nancy  is  10  grams,  far  below  that  for  the  non- 
pregnant woman.  Correction  of  true  anemia 
is  imi)ortant  because  a i)atient  whose  count  is 
low  can  die  as  the  result  of  hemorrhage  which 
might  not  have  affected  her  had  the  blood 
been  normal.  A blood  count  during  each  tri- 
mester of  pregnancy,  the  last  one  within  a 
month  of  term,  will  indicate  those  who  re- 
quire therapy.  Iron  preparations  are  less  ef- 
fective in  the  ])regnant  than  the  nonpregnant 
woman  hence  transfusion  is  more  often  neces- 
sary. If  the  hemoglobin  falls  below  10  grams 
and  does  not  respond  to  iron  therapy,  trans- 
fusion must  be  considered.  In  most  instanees 
blood  .should  be  administered  without  prelimi- 
nary iion  treatment  if  the  hemoglobin  is  le.ss 
than  9 grams.  The  results  of  preiuvgnancy 
detection  and  treatment  of  anemia  are  far 
su])erior  to  those  from  therapy  arising  during 
the  gestation  j>eriod. 

Rh  negative  women  may  have  become  sen- 
sitized during  a ju’evious  pregnancy  or  from 
transfusion  with  Hh  jmsitive  blood.  Hrythro- 
blastosis  in  the  infant  will  result  from  such 
sensitivity  and  since  there  is  no  preventive 
treatment  foi-  this  condition  prei)arations 
must  be  made  for  treatment  of  the  infant. 
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Immediate  postdelivery  transfusion  of  the 
baby  offers  the  main  hope  for  survival  but 
unfortunately  is  not  always  successful.  All 
Rh  negative  pregnant  women  should  have  the 
antibody  titer  determined  during  pregnancy 
in  a reliable  laboratory  since  this  will  indicate 
those  whose  infants  may  be  affected.  Here 
again  pre-pregnancy  titer  determination  will 
indicate  those  who  have  been  sensitized  and  in 
these  pregnancy  .should  be  postponed. 

Syphilis  has  little  affect  upon  pregnancy 
as  far  as  the  mother  is  concerned  but  it  may 
be  lethal  for  the  fetus.  If  syphilis  is  diag- 
nosed and  properly  treated  prior  to  the  mid- 
dle of  pregnancy  the  fetus  is  protected  in 
almost  every  instance.  Blood  for  serologic  test 
should  be  drawn  at  the  first  prenatal  visit  and 
treatment  initiated  at  once  should  the  infec- 
tion be  present.  Penicillin  administered  late 
in  pregnancy  will  arre.st  the  disease  in  the 
fetus  but,  of  course,  will  not  correct  damage 
already  done.  Treatment,  therefore,  must  he 
started  whenever  the  diagnosis  is  made  re- 
gardless of  the  stage  of  the  gestation. 

In  addition  to  the  medical  complications 
discussed  above  there  are  other  more  localized 
conditions  which  may  interfere  with  normal 
pregnancy  or  delivery.  Contracted  pelvis  has 
little  or  no  effect  upon  the  course  of  the  preg- 
nancy before  the  onset  of  labor,  however  in 
order  to  anticipate  the  type  of  delivery  pre- 
natal evaluation  of  pelvic  size  and  .shape  is 
important.  At  the  time  of  the  initial  pelvic 
examination  internal  measurements  which  in- 
clude an  estimation  of  the  diagonal  conjugate, 
palpation  of  the  lateral  pelvis  at  the  inlet, 
estimation  of  the  length  of  the  ischial  spines 
and  the  slope  of  the  side  walls  are  taken.  The 
classical  external  measurements  of  the  bony 
pelvis  are  no  longer  taken  in  our  clinic  or 
practice  since  they  are  almost  valueless  in  es- 
timating the  size  of  the  pelvic  cavity  through 
which  the  baby  must  pass.  The  outlet  often  is 
neglected  although  its  adequacy  is  of  utmost 
importance  for  the  vaginal  termination  of 
labor.  If  late  in  labor  the  outlet  is  found  to 
be  too  small  to  permit  delivery  the  infant 
may  be  lost,  whereas  if  a small  outlet  is  recog- 
nized before  the  onset  of  labor  this  catastro- 
phe may  be  prevented.  Measurements  of  the 
outlet  include  an  estimation  of  the  pubic 
angle  which  should  be  greater  than  85-90° 
or  sufficiently  wide  to  permit  the  insertion 


and  slight  separation  of  2 fingers,  measure- 
ment of  the  distance  between  the  ischial  tu- 
berosities and  palpation  of  the  lower  sacrum 
and  coccyx.  “Resistant”  perineal  .soft  tissue 
offers  little  difficulty  since  it  can  be  incised. 

X-ray  pelvimetry  offers  little  for  the  ordi- 
naiy  obstetric  patient  but  can  be  of  great  im- 
portance if  the  pelvis  is  abnormal,  the  fetal 
size  excessive  or  the  presentation  unusual. 
Preliminary'  manual  measurement  of  all  pel- 
ves will  indicate  tho.se  in  which  a more  pre- 
cise evaluation  is  indicated.  If  x-ray  pelvi- 
metry is  necessary  the  time  at  which  it  will 
give  the  most  information  is  during  labor 
since  then  the  relationship  between  the  size 
and  position  of  the  presenting  part  and  the 
pelvis  can  be  determined.  X-rays  taken  early 
in  pregnancy  are  of  little  value  during  labor 
since  they  give  no  indication  of  the  size  of 
the  infant  which  must  pass  through  the  pelvis. 

Ovarian  neoplasms  are  not  frequently  en- 
countered in  pregnant  women  but  should  such 
a tumor  be  present  it  may  prevent  vaginal 
delivery.  These  tumors  may  be  detected  at  the 
initial  examination  and  should  be  removed 
at  about  the  14-16  week  of  pregnancy.  Re- 
moval at  this  time  is  indicated  in  order  that 
an  exact  diagnosis  may  be  made,  to  prevent 
twisting  and  necrosis  during  pregnancy  and 
to  prevent  obstruction  of  the  pelvic  inlet.  De- 
liberate selection  of  cesarean  section  and  cys- 
tectomy at  term  as  a method  of  treating  a 
neoplasm  diagnosed  early  in  pregnancy  is 
unwarranted  since  an  unnecessary  cesarean 
section  will  be  performed  leaving  a scar  in 
the  uterus,  thereby  subjecting  the  patient  to 
the  danger  of  rupture  in  subsequent  pregnan- 
cies. On  the  other  hand  failure  to  examine 
the  patient  and  to  detect  a tumor  blocking 
the  pelvis  prior  to  the  onset  of  labor  makes 
such  a procedure  mandatory.  Unrecognized 
ovarian  cysts  may,  after  the  uterus  empties 
itself,  undergo  torsion  on  the  pedicle  and  ne- 
crosis making  an  emergency  operative  proced- 
ure during  the  puerperium  neces.sary. 

Cancer  of  the  breast,  uterine  cervix  or 
other  organs  is  not  common  but  if  unrecog- 
nized may  grow  rapidly  under  the  stimulus  of 
the  pregnancy.  Complete  physical  and  pelvic 
examination  will  indicate  those  patients  in 
whom  there  are  suspicious  lesions ; the  diag- 
nosis may  then  be  confirmed  or  excluded  by 
suitable  biopsy  and  tissue  study. 
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Summary 

Every  physician  who  assumes  the  responsi- 
bility for  the  care  of  prefrnant  women  should 
be  prepared  to  offer  her  all  the  refinements 
of  obstetric  care.  The  main  conceni  of  the 
I)hysician  must  be  to  reduce  maternal  and 
fetal  mortality  to  an  absolute  minimum  and 
to  return  the  mothers  to  as  near  the  normal 
l)ie-j)re‘;nant  state  as  is  possible.  Many  con- 
ditions which  can  complicate  and  increase  the 
hazard  of  pregnancy  may  be  present  without 
the  patient’s  knowledge.  Ideally  ever>'  woman 
contemi)lating  pregnancy  should  consult  her 
physician  for  a complete  pre-pregnancy 
checkup  at  which  time  minor  abnormalities 
coidd  be  corrected,  and  any  condition  contra- 
indicating ])regnancy  could  be  detected.  Un- 
fortunately many  patients  are  educated  be- 
yond their  doctors  becau.se  those  who  seek 
such  evaluation  often  are  given  a cursory  ex- 
amination or  none  at  all  only  to  find  after  be- 
coming pregnant  that  a chronic  condition  now 
is  considered  to  be  a serious  complication.  A 
.second  choice,  and  at  this  time  the  more  com- 
mon, is  complete  evaluation  as  early  in  the 
pregnancy  as  is  feasible.  A careful  initial 
e.xamination  is  complemented  by  subsequent 
investigation  which  may  become  necessary  to 
evaluate  new  .sym[>toms  or  to  follow  up  sus- 
I)icious  conditions  ])reviou.sly  noted.  It  is  only 
by  a carefully  planned  course  of  prenatal  ob- 
servation and  treatment  that  patients  can  be 
brought  to  delivery  in  the  best  possible  con- 
dition. Such  supervLsion  may  play  an  import- 
ant i)art  in  reducing  maternal  and  fetal  mor- 
tality. 

3400  A.  Broad  Street 

President  Wagner  : The  subject  is  now 
open  for  discu.ssion. 

I )iscrssioN 

Dr.  (J.  H.  II.  (Jarrison  (Wilmington)  : This 
has  been  an  excellent  jiaper  and  of  the  type 
that  we  need  more  of.  To  every  one  that 
handles  maternity  cases,  this  paper  is  full  of 
valuable  advice. 

In  the  cardiacs,  which  should  be  picked  up 
either  by  history  or  certainly  by  physical  ex- 
amination at  the  time  of  j)renatal  examina- 
tion, we  in  this  area  believe  that  they  should 
be  completely  worked  uj)  and  studied  by  a 
cardiologist.  It  is  from  the  cardiologist's  re- 
j)ort  and  fic(|uent  consultation  that  we  guide 
our  obstetrical  care. 


Tuberculosis  in  pregnancy  is  indeed  a prob- 
lem, especially  in  those  cases  that  report  late 
for  their  initial  visit,  or  the  early  ca.se  in 
which  the  jiatient  is  advised  to  have  a thera- 
jieutic  abortion,  yet  demands  to  continue  her 
pregnancy. 

Essential  hypertension  in  pregnancy  is 
summed  up  by  Uliesley’s  paper  in  the  Amer- 
ican Journal  of  March  1947,  in  which  he  stud- 
ied 301  pregnancies,  with  218  hypertensions, 
lie  found  the  gross  fetal  lo.ss  to  be  approxi- 
mately 35%  ; the  maternal  mortality  about 
2%,  which  at  that  time  was  20  times  that  of 
the  hospital  experience  at  large. 

Among  the  one-third  of  the  hypertensives 
who  developed  superimiiosed  toxemia  in  preg- 
nancy, and  about  a third  did,  the  maternal 
mortality  was  12.2%  and  a fetal  loss  of  about 
50  jier  cent,  or  about  three  times  that  of  the 
hypertensive  who  had  e.scaped  superimposed 
toxemia.  Therefore,  jiregnancy  in  a hyperten- 
sive and  superimiiosed  toxemia  should  not  be 
allowed  to  persist,  in  consideration  of  either 
the  mother  or  baby,  because  it  is  not  only  fu- 
tile, but  the  .second  thing  is,  you  lose  more 
mothers  than  babies  by  doing  it. 

Now,  in  regard  to  the  anemia  in  pregnancy, 
it  is  of  interest  that  if  repeated  blood  cell 
counts  are  done,  there  is  a relative  decrea.se  in 
both  of  them  at  about  the  third  and  eighth 
month  of  ge.station.  The  eighth  month  dip  is 
easily  understandable  because  at  this  time  the 
blood  reaches  its  maximal  dilution  as  a re.sult 
of  the  increase  of  plasma.  Why  the  third 
month  di]),  1 do  not  know. 

1 would  like  to  a.sk  the  essayist  how  much 
attention  he  jiays  to  the  Rh  titre  in  the 
mother,  the  initial  titre,  or  if  the  titre  in- 
creases, when  does  he  elect  or  determine  to 
terminate  the  jiregnancy? 

I heartily  agree  that  the  clinical  external 
jielvic  measurements  are  practically  valueless. 
The  chief  use,  if  it  can  be  called  a use,  is  that 
of  using  the  big  shiney  pelvimeter  and  holler- 
ing numbers  to  the  office  nui'se.  Hrietly,  you 
can't  tell  the  diameter  of  a house  by  measur- 
ing the  outside  walls. 

The  jLsycho.somatic  nature  of  the  mother 
during  jiregnancy  is  important,  and  it  is  only 
through  a symi>athetic  attempt  to  explain  in 
a logical  manner  what  could  be  causing  her 
various  symptoms  that  this  type  of  trend  can 
be  countered. 
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Dr.  Andrew  M.  Gehret  (Wilmington)  : 
I understood  the  doctor  to  say  that  he  treats 
luetics  early  in  pregnancy,  and  previous  to 
placentation,  that  is,  formation  of  the  pla- 
centa. It  was  my  impression  that  best  results 
were  obtained  after  the  formation  of  the  pla- 
centa. 

Then,  too,  I would  like  to  ask  whether  he 
still  thinks  it  necessary  to  re-treat  pregnant 
women  who  previously  had  had  syphilis  but 
now  are  considered  to  be  cured? 

Dr.  Willson  : I thank  the  discussants  for 
the  points  they  added. 

Certainly  the  psychosomatics  of  obstetrics 
involves  more  than  twenty  minutes.  It  is  a 
highly  important  aspect  of  prenatal  care 
which  I chose  to  eliminate,  not  because  I don’t 
think  it  is  important,  but  simply  because  there 
was  not  enough  time  to  get  involved  in  it. 

As  to  the  Kh  titers,  I am  not  sure  exactly 
what  increasing  titer  means,  principally  be- 
cause the  determination  of  Rh  titer  is  rela- 
tively inaccurate.  I don ’t  believe  we  can  draw 
too  many  conclusions  from  the  Rh  titer,  we’ll 
say.  We  don’t  terminate  pregnancy  on  the 
basis  of  titer,  and  in  these  patients  now  our 
general  tendency  is  to  let  them  go  to  term  and 
deliver  normally,  and  then  to  be  prepared  for 
immediate  transfusion  of  the  baby.  The  baby ’s 
blood  count  is  checked,  and  if  it  is  normal 
or  if  it  is  high,  then  the  transfusion  is  delayed 
temporarily.  But  the  baby  is  watched  con- 
stantly, repeated  blood  counts  are  checked 
every  few  hours,  and  if  it  continues  to  drop, 
the  babj’  is  then  transfused. 

One  of  the  serious  problems  of  the  Rh  and 
titer  is  the  fact  that  they  are  exceedingly  dif- 
ficult and  that  if  they  are  not  run  in  the  prop- 
er manner  they  are  all  wrong.  There  was  a 
recent  evaluation  of  Rh  titers  in  various  labo- 
ratories over  the  country,  and  from  one  labo- 
ratory a report  was  returned  of  no  agglutina- 
tion, in  some  sheep’s  blood  that  was  sent  to 
the  laboratory.  Of  course,  if  they  are  really 
titered  properly  they  would  get  a ])ositive  for 
the  patient.  So,  as  far  as  the  Rh  titer  is  con- 
cerned, I am  not  sure  that  repeated  titers  are 
necessary.  I think  every  patient  ought  to  have 
at  least  one,  so  that  you  can  be  prepared,  and 
I think  that  one  ought  to  be  during  the  last 
trimester  of  pregnancy  to  be  properly  evalu- 
ated. 

As  far  as  the  treatment  of  lues  is  concerned. 


presumably  if  a Herxheimer  reaction  occurs 
with  the  treatment  of  lues,  the  placenta  may 
separate.  There  have  been  cases  reported  of 
placental  separation  with  the  use  of  penicillin 
in  the  treatment  of  lues  in  pregnancy.  We 
have,  however,  treated  the  patient  as  soon  as 
the  condition  was  diagnosed,  and  so  far  have 
had  no  difficulty  with  the  placenta.  There 
can,  however,  be  little  harm  in  waiting  until 
placentation  has  occurred,  perhaps  14  or  15 
weeks,  because  in  the  classic  studies  of  lues 
during  pregnancy  those  patients  in  whom 
treatment  was  started  before  the  twentieth 
week  of  pregnancy,  the  infection  of  the  fetus 
was  prevented  in  almost  every  instance.  That, 
of  course  was  done  with  bismuth  and  so  on. 
I think  it  would  be  safer  to  delay  that  therapy. 

We  have  in  the  past  also  re-treated  all  pa- 
tients who  have  had  lues,  even  though  there 
was  no  sign  of  infection,  and  even  those  that 
have  negative  serology.  However,  there  is  a 
mass  of  evidence  that  must  amount  to  at  least 
a thousand  patients  who  have  been  delivered 
without  re-treatment.  That  is,  patients  are 
treated  with  penicillin  who  have  been  deliv- 
ered without  re-treatment,  and  have  been 
free  from  lues.  So  I would  think  if  the  pa- 
tient has  been  adequately  treated  with  penicil- 
lin, and  if  she  has  a negative  serology,  that 
re-treatment  is  not  necessary. 


THE  IMPORTANCE  OF  EARLY  DIAG- 
NOSIS OF  BREAST  CANCER'^ 

John  F.  Hynes,  M.  D.,** 
Wilmington,  Del. 

That  early  diagnosis  is  the  most  important 
factor  determining  the  curability  of  breast 
cancer  is  universally  accepted.  Breast  can- 
cer is  the  commonest  cancer  affecting  women. 
It  accounts  for  one-fifth  of  the  cancer  deaths 
in  this  sex.  It  occurs  in  an  organ  easily  ac- 
cessible for  examination,  and  one  which  lends 
itself  to  wide  surgical  removal  together  with 
its  regional  lymph  nodes.  Why  then  should 
so  many  deaths  be  due  to  cancer  arising  in 
the  breast?  Obviously,  the  diagnosis  is  not 
being  made  in  the  early,  curable  stage  of  the 
disease. 

By  definition,  the  early  cancer  is  small, 
limited  in  extent,  and  without  distant  meta- 

•Read  at  St.  Francis  Hospital  Staff  Meeting,  January 
22,  1952. 

••Chief,  Neoplastic  Diseas3s,  St.  Francis  Hospital. 
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stasis.  The*  time  factor  from  onset  to  treat- 
ment is  important,  hut  does  not  tell  the  whole 
story.  One  cancer  may  fjrow  and  si)iead  very 
slowly,  and  he  curable  months  or  years  after 
onset,  while  anothei'  of  rapid  ftrowth  may  be 
incurable  within  a few  weeks.  Rarely,  multi- 
centric oihfiin  occurs:  this  is  a bad  proftiiostic 
si<?n.  J’ain  is  usually  absent  in  the  breast  can- 
cer (a  fretpient  excuse  to  postpone  examina- 
tion on  the  i)atient’s  part);  when  pre.sent  it 
indicates  rapid  growth  and  a serious  progno- 
sis. 

The  size  of  the  primary  tumor  is  also  an  in- 
dication of  the  .sta^e  of  the  disease.  Several 
years  a»:o  Lewis  and  Oeschickter,  in  a review 
of  the  Johns  Hopkins  Hospital  cases,  found 
that  most  of  the  lonjj  term  cures  result  when 
the  primary  tumor  is  not  over  2.5  cm.  in  di- 
ameter (as  measured  by  the  i)atholo»ist,  since 
to  pali)ation  the  mass  is  always  mafjnified  in 
size  by  overly  in"  breast  tissue  and  fat).  A 
similar  relationship  between  the  size  of  the 
tumor  and  Ion"  term  suiwival  can  be  shown 
in  the  series  reported  below. 

The  jiresence  or  ab.sence  of  axillary  node 
metastasis  is  also  important  in  estimating  the 
stage  of  the  disease  and  its  curability.  The 
truly  early  cancer  has  not  metastasized  to  the 
axilla  and  the  prospect  of  cure  is  good  (75- 
80%  in  most  reports).  The  presence  of  one 
or  two  small  metastatic  nodes  in  the  axillary 
base  immediately  changes  the  picture,  and 
when  extensive  axillary  node  involvement  is 
I>re.sent  only  a few  cures  can  be  exi)ected  by 
the  most  radical  surgery,  since  unrecognized 
distant  metastasis  is  probably  also  present. 

Such  obviously  unfavorable  clinical  signs 
such  as  extensive  lymphedema  of  the  breast, 
cutaneous  cancer  nodules,  metastatic  nodes 
above  the  clavicle  or  in  the  opposite  axilla, 
edema  of  the  arm,  or  distant  skeletal  or  vis- 
ceral metastasis  do  not  come  within  the  scope 
of  a i)aper  on  early  diagnosis.  The  majority 
of  such  ca.ses  should  be  cla.ssified  as  advanced, 
inoperable,  suitable  for  j)alliative  therapy 
only.  Nor  is  this  the  place  to  discuss  the  treat- 
ment of  recurrent  or  metastatic  carcinoma,  for 
which  much  may  be  done  by  radiation  ther- 
a])y,  hormones  and  perhaps  chemotherapy  to 
alleviate  symptoms  and  prolong  life  in  com- 
fort. 

Early  diagnosis  of  breast  cancer  dei)ends  on 
two  individuals:  the  patient,  and  the  i)hy- 


sician  first  consulted.  It  is  my  imi)ression  that 
j)atients  today  are  much  more  alert  in  detect- 
ing abnormalities  of  the  breast,  much  readier 
to  seek  medical  advice,  and  much  more  insi.st- 
ent  on  adetjuate,  thorough  examination.  It  is 
also  my  imi)ression  that  physicians  are  much 
more  careful  in  their  diagnostic  examinations, 
much  readier  to  entertain  the  diagnosis  of 
cancer,  and  more  willing  to  get  consulting  ad- 
vice in  doubtful  or  difficult  ca.ses.  However, 
the  chief  causes  for  delay  in  diagnosis  remain. 
Most  often,  the  patient  is  singularly  indiffer- 
ent to  changes  in  her  own  breast ; how  can  we 
exi)lain  otherwise  the  large  breast  mass  dis- 
covered just  a week  or  two  before  consulta- 
tion ? or  she  may  be  aware  of  a mass,  but  avoid 
consultation  out  of  fear.  I believe  delay  on 
the  patient ’s  part  has  been  reduced  consider- 
ably by  the  educational  programs  of  the  Pub- 
lic Health  Service,  the  insurance  companies, 
and  particularly  the  American  Cancer  Soci- 
ety. There  remain  many  women  who  are  not 
reached  in  this  manner,  hence  I believe  the 
physician  should  instruct  his  patients  in  self- 
examination  of  the  breast.  Her  job,  of  course 
is  not  self-diagnosis,  but  the  discovery  of 
either  breast  deformity  or  breast  ma.ss,  for 
which  she  must  consult  her  physician. 

In  general,  the  practicing  physicians  today 
are  keenly  aware  of  the  possibility  of  breast 
cancer  and  the  importance  of  early  diagnosis. 
The  old  advice  “if  it  doesn’t  bother  you,  don’t 
bother  it’’  no  doubt  was  conditioned  by  many 
doctors’  conviction  that  surgery  disseminates 
brea.st  cancer,  as  it  does  if  the  advanced,  hope- 
less lesion  is  subjected  to  surgery.  Under  pres- 
ent conditions,  when  surgical  cure  of  the 
early  breast  cancer  is  a commonplace,  when 
even  elderly  i>atients  can  .safely  be  subjected 
to  operation,  such  advice  is  rarely  heard.  Oc- 
casionally, the  age  of  the  patient  delays  diag- 
nosis, as  in  one  of  the  cases  reported  — a 
twenty-four  year  old  woman  consulted  four 
surgically  trained  physicians  over  a three 
month  period  before  a diagnosis  of  breast  can- 
cer was  made  and  radical  mastectomy  per- 
formed. Another  medical  error  sometimes 
made  is  inadecpiate  biopsy:  the  tissue  removed 
does  not  contain  the  cancer,  the  patient  is  re- 
a.ssured,  and  the  cancer  grows  steadily  adja- 
cent to  the  biopsy  scar.  I have  .seen  at  least 
six  such  cases,  and  only  one  survived  five 
years.  In  one  case,  a submammary  incision 
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was  used  to  reach  an  upper  quadrant  tumor 
in  a large  breast.  Finally,  the  initial  surgical 
treatment  may  be  inadequate  or  improper. 
For  example,  preliminary  biopsy  followed  by 
radical  ma.stectomy  without  closure  of  the 
original  incision  and  without  change  of  drapes, 
gowns,  gloves  and  instruments  may  implant 
cancer  cells  in  the  new  incision. 

Review  of  Cases 

In  preparing  this  report  the  author  review- 
ed all  his  personal  cases,  as  well  as  those  serv- 
ice cases  performed  by  surgical  residents  un- 
der his  direct  supervision.  The  cases  were 
analyzed  with  respect  to  duration,  size  of 
primary  tumor,  presence  (and  extent)  of  ax- 
illary node  metastasis,  and  survival.  Oper- 
able cases  only  were  considered,  since  we  are 
here  concerned  with  early  cancer.  A much 
larger  group  of  advanced,  primarily  inoper- 
able breast  cancer  and  of  locally  recurrent  or 
metastatic  cancer  was  not  considered.  For  the 
years  1937  through  1946  the  cases  are  classi- 
fied as  failures  (died,  or  living  with  recurrent 
disease)  and  successes  (living  and  well  for 
the  period  of  observation).  Deaths  after  the 
five  or  ten  year  period,  if  due  to  cancer,  were 
considered  failures ; if  not  due  to  cancer  were 
subtracted  only  in  the  survival  period  in 
which  death  occurred.  No  cases  were  lost  from 
observation. 


Table  I 

Results  of  Mastectomy 

for  Cancer 

Failures  Successes 

Year  Total  Cases  5 Yrs.  10  Yrs.  5 Yrs.  10  Yrs. 

1937-41 

4 n 

0 4 4 

1942-46 

28  8 

2 18 

All  Cases 

Followed 

32  10 

22  (70%) 

5-10  Years 

1947-51 

70  15 

(to  date) 

Total 

Mastectomies 

112 

Of  the  ten  failures  among  those  followed  at 
least  five  years,  the  average  duration  of  the 
tumor  was  ten  months  (1 — 24  months,  5 more 
than  12  months),  the  size  of  the  tumor  was  1.0 
to  2.5  cm.  in  3,  2. 5-5.0  cm.  in  3,  over  5.0  cm. 
in  2,  and  2 patients  had  double  primary  can- 


cers. Axillary  metastasis  was  present  in  9 of 
the  10  jiatients.  Two  failures  died  from  sen- 
ility one  and  five  years  after  oj)eration  with- 
out apimrent  recurrence.  One  failure  refused 
general  ane.sthesia  and  had  only  a simple  mas- 
tectomy for  a small  tumor ; though  her  nodes 
were  not  then  palpable  she  had  axillary  node 
recurrence  and  died  of  cancer.  Three  failures 
lived  or  are  living  with  metastatic  disease 
moie  than  five  years  after  operation. 

Of  the  22  successful  cases  the  average  dura- 
tion of  tumor  was  4 months  (0 — 12  months,  8 
one  month  or  less),  the  size  of  the  tumor  was 
less  than  2.5  cm.  in  17,  from  2. 5-5.0  cm.  in  4 
cases.  Axillary  metastasis  were  absent  in  14, 
])resent  in  7,  uncertain  in  1.  One  7 year  sur- 
vivor was  omitted  from  the  calculation  of 
tumor  size  and  duration : she  had  a slowly 
growing  gelatinous  adenocarcinoma  of  7 to  15 
years  duration  which  reached  a size  of  12  x 
7.5  X 6 cm.  without  metastasizing.  One  7 year 
survivor  delayed  operation  10  months  and  2 
years  later  had  a normal  term  pregnancy. 
Four  recent  cases  have  also  become  pregnant. 

The  more  recent  series,  the  end  results  of 
which  are  not  yet  apparent,  already  shows  15 
failures,  all  but  one  of  which  had  positive 
axillary  nodes,  all  but  2 of  which  had  tumors 
larger  than  2.5  cm.  However,  4 patients  gave 
a month’s  history  of  tumor,  4 others  less  than 
6 months,  none  over  a year,  except  one  who 
had  a breast  mass  16  years ! The  short  history 
must  mean  that  these  patients  had  tumors  of 
very  rapid  growth,  or  failed  to  notice  tumors 
of  long  standing. 

A palpable  mass  is  the  single  mo.st  import- 
ant sign  of  breast  cancer.  This  is  usually 
sharply  defined,  but  may  be  obscured  by  a 
large  amount  of  breast  tissue.  Very  small  can- 
cers may  be  mobile  and  simulate  adenofib- 
roma ; hence  all  tumors  of  the  breast  should 
be  excLsed  for  diagnosis.  So-called  chronic 
mastitis  is  .sometimes  difficult  to  differentiate ; 
when  the  mass  seems  to  be  a plaque  of  mas- 
titis this  diagnosis  should  be  deferred  until 
re-examination  after  the  onset  of  the  men- 
strual period  confirms  its  cyclic  involution. 
Cysts  of  the  breast  under  tension,  particularly 
when  imbedded  in  mastitis,  sometimes  simu- 
late solid  tumors.  Here  aspiration  is  of  value. 
If  the  ma.ss  completely  disappears  after  as- 
piration of  clear,  opale.scent,  or  milky  fluid,  it 
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may  be  considered  a cyst,  hut  re-examination 
after  a month  or  two  is  always  advisal)le. 
Should  bloody  tliiid  be  obtained,  the  possible 
presence  of  cancer  must  be  ruled  out  by  sur- 
frieal  biopsy. 

Defonnity  of  the  breast  or  nipple  is  the 
second  important  diagnostic  sign.  Sometimes 
the  cancerous  breast  is  larger  or  more  promi- 
nent than  its  fellow.  IMore  often  there  is  ele- 
vation of  the  breast,  deviation  of  the  nipple, 
or  retraction  of  the  nipple  toivard  the  tumor. 
This  is  best  recognized  with  the  patient  sit- 
ting in  a good  light  with  both  breasts  exposed. 
Elevation  of  the  arms,  pressure  on  the  hips 
with  arms  akimbo,  or  forward  bending  with 
arms  elevated,  freqiiently  exaggerates  the  de- 
formity, which  may  be  no  more  than  slight 
tlattening  of  the  breast  adjacent  to  the  cancer. 
Whenever  deformity  of  breast  or  nipple  is  as- 
sociated with  a ma.ss,  cancer  is  the  most  likely 
diagnosis.  Dimpling  of  the  skin  over  a cancer 
is  not  always  ai)parent  unless  the  skin  is  fixed 
with  the  fingers  of  one  hand  and  the  tumor 
displaced  with  the  other,  and  is  best  seen  with 
oblique  illumination. 

Bleeding  or  brownish  discharge  from  the 
nipple  is  due  to  cancer  in  about  25%  of  cases. 
Most  commonly,  a lacteal  duct  papilloma  is 
the  cause.  l’ai)illomas,  of  cour.se,  should  be 
excised  as  a po.ssible  precancerous  lesion.  Often 
they  are  difficult  to  palpate  and  are  most  eas- 
ily located  by  inserting  a lacrimal  duct  probe 
into  the  bleeding  duct  and  excising  the  i)robe. 

Axillary  lymph  node  enlargement  is  of 
prognostic  importance,  but  its  absence  should 
not  influence  us  in  the  diagnosis  of  early 
breast  cancer.  By  definition,  the  early  cancer 
should  not  have  spread  to  the  nodes.  Like- 
wise, such  signs  as  edema  of  the  breast,  fixa- 
tion or  umbilication  of  the  nii)ple,  and  ulceia- 
tion  are  signs  of  advanced  cancer. 

Summary 

A series  of  personally  treated  ca.ses  of  oper- 
able brea.st  cancer  is  rei)orted.  The  series  is 
analyzed  with  resi)cct  to  size  of  tumor,  dura- 
tion, and  incidence  of  axillary  metastasis  to 
emi)hasize  the  imimrtance  of  early  diagnosis 
with  resi)ect  to  successful  surgical  treatment. 
.\  few  unusual  eases  are  mentioned. 

1100  y.  .huhson  St  red 


THE  EARLY  CLINICAL  DIAGNOSIS  OF 
CARCINOMA  OF  THE  CERVIX' 

l.SADOKK  SloVIX,  .M.  1).,** 
Wilmington,  Del. 

The  wording  of  my  subject  this  evening, 
the  early  ‘‘clinical”  diagnosis  of  carcinoma 
of  the  cendx,  makes  it  po.ssible  for  me  to  im- 
press upon  you  what  I think  is  the  mo.st  im- 
portant ])art  of  this  paper:  that  when  a diag- 
nosis of  carcinoma  of  the  cervix  is  jmssible  on 
clinical  grounds,  it  isnever ‘‘early. ” The  diag- 
nosis of  early  cai  cinoma  of  the  cervix  is  based 
purely  upon  laboratory  method.s.  A high  in- 
dex of  “cancer  suspicion”  will  lead  us  to  seek 
these  examinations  as  early  in  the  disea.se  as 
possible. 

The  importance  of  seeing  malignancy  early 
cannot  be  overstressed.  Our  great  hope  for 
-salvage  of  cancer  victims  today  lies  predomi- 
nately in  favor  of  early  diagnosis.  No  matter 
how  refined  our  present  armamentarium  of 
treatment  may  be,  the  finding  of  a cancer  in 
its  early  stages  will  outmatch  the  great  in- 
genuity of  theraj)y.  Truly,  an  ounce  of  i)re- 
vention  will  outweigh  many  pounds  of  cure! 

With  respect  to  carcinoma  of  the  cendx 
uteri,  we  have  been  accustomed  to  classify 
these  malignancies  as  outlined  by  the  League 
of  Nations,  ('lass  1 (or  Stage  1)  League  of 
Nations  implies  an  early  lesion,  limited  to  the 
portio  of  the  cervix  — definitely  an  early 
lesion.  Yet  20%  of  such  cases  die  from  pelvic 
carcinoma.  That  is  to  say  that  even  at  the 
time  when  carcinoma  is  apparently  limited  to 
the  cervix,  20%  have  pelvic  lymi)hatic  in- 
volvement. In  such  cases  we  should  therefore 
exj)ect  at  least  80%  cure  with  proper  treat- 
ment. In  order  to  expect  a greater  j)ercentage 
of  cures  our  efforts  must  be  directed  j)rimarily 
to  earlier  diagnosis,  with  no  delay  in  treat- 
ment. Our  aim  must  be  to  treat  carcinoma  be- 
fore it  has  invaded  the  basement  membrane 
(carcinoma  in  .situ  I . In  this  way  oidy  can  we 
exi>ect  to  obtain  the  most  nearly  ])erfect  cure 
rate,  at  least  until  more  effective  method.s  of 
treatment  are  established. 

It  behooves  us  to  have  a high  index  of  “can- 
cer suspicion’’  and  to  set  high  standards  in 
choosing  cases  for  study,  such  as: 

1.  Frequent  and  periodic  speculum  examina- 

•Read  at  St.  Francis  Hospital  Staff  Meeting.  January 
22,  1952. 
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tion  on  all  women,  particularly  those  that 
have  had  a pregnancy. 

2.  All  patients  with  excessive  bleeding,  con- 
tact bleeding,  or  unexplained  discharge 
should  be  examined  with  a speculum  im- 
mediately. 

3.  All  cervices  showing  ulceration,  granu- 
lation or  hypertrophy  in  the  mucosal  epi- 
thelium should  be  biopsied. 

4.  A Papanicolaou  smear  should  be  taken  on 
all  cases  examined  which  show  a normal 
cervix  grossly. 

Methods  of  Diagnosis 

1.  Papanicolaou  Smear.  After  exposing 
the  cervix  and  posterior  vaginal  fornix  by 
means  of  a speculum,  a smear  specimen  is 
taken  from  the  posterior  fornix  and  endocerv- 
ical  canal.  This  is  best  done  by  means  of  an 
Ayre ’s  applicator  or  by  a split  tongue  depres- 
sor. An  effort  is  made  to  scrape  some  of  the 
cells  from  the  complete  circumference  of  the 
squamo-columnar  junction  of  the  cervix,  since 
it  is  in  this  area  that  the  great  majority  of 
carcinomas  begin. 

The  specimen  is  then  fixed  while  wet  by  im- 
mersing it  in  a solution  of  equal  parts  of  ether 
and  95%  alcohol.  After  fixing,  it  is  ready  for 
staining  by  the  method  as  outlined  by  Papani- 
colaou and  -Schorr. 

Vaginal  eytological  examination  has  drawn 
us  a step  closer  to  perfection  in  the  early  diag- 
nosis of  carcinoma  of  the  uterus.  Its  great 
value  lies  in  its  applicability  as  a screening 
process  in  eases  which  exhibit  no  gross  lesion 
and  no  symptoms  or  signs.  It  should  not  be 
depended  upon  to  replace  the  study  of  tissue 
taken  by  biopsy.  Unless  this  fact  is  realized 
many  tragic  mistakes  will  be  made.  Have  we 
not  already  seen  the  case  of  the  cervical  ulcer 
upon  which  a smear  was  done  with  a negative 
report,  only  to  result  in  a far  advanced  case 
after  six  months  of  complacency? 

2.  Office  Biopsy.  In  the  presence  of  any 
suspicious  granulations,  mucosal  ulcerations 
or  hypertrophy  of  the  cervix  a biojisy  is  indi- 
cated. This  may  be  done  in  the  office  by  using 
a punch  biopsy  or  a Gusberg  biopsy  punch. 

3.  Operating-  Room  Biopsy.  The  operating 
! room  biopsy  is  by  far  the  most  superior 
j method  of  evaluating  a suspicious  case  of  car- 
I cinoma  of  the  cervix.  Under  anesthesia  a cir- 
cular biopsy  of  the  complete  squamo-columnar 
junction  can  be  made  wdth  the  scalpel.  It  can 


be  combined  with  a biojisy  of  the  endometrium 
and  endocervical  canal.  An  exact  e.stimate  of 
the  type  and  size  of  radium  applicator  can  be 
evaluated  at  this  time,  in  the  event  that  the 
biopsj'  should  reveal  that  malignancy  is  pre- 
sent. 

Cases 

The  following  abstracts  of  ca.ses  will  illus- 
trate the  value  of  the  critical  .standards  men- 
tioned above : 

Case  I.  Illustrates  the  importance  of  doing 
a biopsy  in  the  presence  of  abnormal  excessive 
lileeding,  although  the  cervix  may  be  innocent 
in  appearance.  M.  D.,  age  30,  white.  Admitted 
to  the  hospital  August  25.  1951  with  a history 
of:  (1  ) polymenorrhoea  of  four  months  dura- 
tion. Her  periods  had  been  coming  at  more 
freipient  intervals;  and  (2)  menorrhagia  of 
four  months  duration.  Her  iieriods  were  quite 
excessive,  and  lasted  from  six  to  ten  days.  Pel- 
vic examination  at  that  time  revealed  a mod- 
erate amount  of  bleeding  coming  from  the 
uterus.  Visualization  of  the  cervix  revealed  it 
to  be  dilated  to  admit  one  finger,  but  the  mu- 
cosa appeared  intact.  The  fundus  was  second 
degree  retroverted  and  slightly  enlarged.  No 
adnexal  masses  were  palpable. 

A fractional  dilatation  and  curettage  was^ 
done  August  27,  1951,  and  revealed  only  a 
scant  amount  of  endometrial  and  endocervical 
tissue.  The  endocervical  ciirettings  showed  tis- 
sue suggesting  epidermoid  carcinoma  of  the 
cervix.  On  August  29,  1951  a repeat  circular 
biopsy  of  the  cervix  was  done  and  .showed  car- 
cinoma in  situ  with  beginning  invasion  of  the 
stroma. 

Case  II.  Illustrates  the  value  of  the  Papa- 
nicolaou smear,  and  the  greater  importance  of 
doing  a biopsy  when  a pathological  lesion  is 
evident.  T.  M.,  age  41.  She  was  .seen  in  the 
office  -September  5,  1951  at  which  time  she 
gave  a history  of  bleeding  and  spotting  for 
the  ])ast  three  or  four  months.  -She  had  been 
seen  recently  in  a Cancer  Detection  Cancer 
where  a “.suspicious  smear “ was  gotten.  Pel- 
vic examination  in  the  office  revealed  an  area 
of  ulceration  and  granulation  of  the  anterior 
lip  of  the  cervix,  about  2cm  in  diameter. 
There  was  no  palpable  ])arametrial  infiltration 
and  the  fundus  was  movable. 

A biopsy  of  the  cervix  and  dilatation  and 
curettage  was  done  in  the  hosiiital  on  Septem- 
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1)(*|-  11,  1!>.')1  iiiul  ifvcah'd  sijuamous  c(‘ll  cairi- 
iioma  ol'  till'  c(“rvix,  <;ra(l»'  11. 

Case  III.  lllu.straTes  the  importance  of  dc- 
velopin<r  a Id^li  index  of  “eaneer  su.spieion” 
even  in  the  youn<r  patient.  M.  Iv,  af>:e  24. 
Was  seen  in  tlie  office  duly  11,  Ifldl.  At  that 
time  she  *>ave  a history  of  a normal  delivery 
in  N’ovemlx'r  IDoO.  At  lier  six  weeks  eheek-ui» 
an  erosion  of  the  cervix  was  found  and  the 
patient  was  advised  by  her  family  ])hysieian 
to  iH'turn  for  cauterization.  The  patient  never 
returned.  Since  that  time  she  had  increased 
fre(|ueucy  of  periods  with  incivased  bleeding:, 
exce.ssive  huikorrhea,  and  cramjis.  On  exami- 
nation, a lesion  of  the  cervix  was  noted  on  the 
lower  lip  in  the  form  of  a marked  <;ranulation 
about  dem  in  diameter  and  extendin*;  from  the 
cervix  onto  the  va<j;iual  wall.  Its  base  was 
purulent.  There  was  no  paliiable  infiltration 
of  the  parametrium  and  no  fixation  of  the 
uterus. 

( >n  duly  14.  1951  a biopsy  of  the  cervix  and 
dilatation  and  curettas>e  was  done.  The  patho- 
logic report  revealed  sipiamous  cell  carcinoma 
of  the  cervix,  fjrade  II. 

Case  IV.  Illustrates  the  importance  of  in- 
vest ifjatin”-  l)y  bioi)sy  all  eases  of  contact 
bleediiifi.  F.  H..  afie  54,  ":ravida  O.  She  was 
seen  in  the  office  on  December  15,  1950,  com- 
plainint?  of  bUn'dino;  on  intereour.si'  of  one 
month  duration.  She  had  undergone  a sujira- 
oervical  hystei-ectomy  threi'  years  jireviously. 
Pelvic  examination  revealed  a cervix,  normal 
in  a[)pea ranee,  except  for  one  innocent  look- 
in<>'  papillary  projection  about  0.5cm  in  di- 
ameter on  the  portio.  Hleedin«:  was  elicittnl 
on  soundinu:  the  endocervix.  No  fundus  was 
pali)able  because  of  the  previous  hysterectomy. 

A biojisy  of  the  cervix  and  curettage  of  the 
endocervix  on  danuary  4.  1951  revealed  a 
s(piamous  cell  carcinoma  of  the  cervix.  »rrade 
II. 

( 'oxc'i.rsiox 

1.  Early  iliaiinosis  is  our  most  important 
wca[)on  today  against  carcinoma  of  the  cervix 
uteri. 

2.  Riy;id  standards  must  be  established  and 
a hifih  index  of  “canc(*r  suspicion"  main- 
tained. 

5.  Tin*  dia'inosis  of  cancer  is  made  by  the 
laboratory,  after  |)rop(*i-  smears  and  biopsies 
have  been  supi>li(*d. 


4.  The  limitation  of  cytoloiiical  diairnosis 

must  be  realized. 

1104  .V.  JdchsoH  Sfreet 
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EARLY  DIAGNOSIS  OF  CANCER  OF 
THE  PROSTATE' 

Nokmax  L.  ('a.vxox,  M.  I)..** 
Wilmin«:ton,  Del. 

In  order  to  restrict  this  discu.ssion  to  the 
early  dia“:nosis  of  cancer  of  the  jiro.state,  I am 
forced  to  limit  my.self  to  the  jiresentation  of 
the  problem  as  it  arises  in  only  five  to  ten  |>er 
cent  of  the  patients  seen  by  the  urolofiist.  1 
shall  accept  the  definition  of  what  con.stitutes 
"early  diafjnosis"  as  presented  by  the  preced- 
iii”:  speaker.  Dr.  dohn  Hynes,  to  be  that  can- 
cer dia«;no.sed  before  metastasis  or  extension 
from  the  primary  site  has  occurred.  Unfor- 
tunately  for  the  patient,  this  early  diafpiosis 
does  not  occur  in  any  more  than  five  to  ten 
per  cent  of  the  patients  seen,  accordiii":  to  fifj- 
ures  from  the  best  clinics  in  the  country. 
Lowsley  says  that  ‘‘in  the  jiast  of  ca.ses 

of  prostatic  cancer  have  been  beyond  hope  of 
operative  caie  when  first  .seen."  To  imiuove 
this  appalliii”:  statistic,  Lowsley  .states  that 
"any  physician  who  fails  to  make  a rectal 
examination  on  his  male  jiatients  over  45 
years  of  a<je  is  fjuilty  of  »ross  nefilect." 

In  comparison  to  breast  cancer,  where  50' < 
of  ca.ses  are  diagnosed  early,  prostatic  cancel- 
falls  far  Ix'hind.  I susjiect  that  if  self-e.xami- 
nation  of  the  prostate  were  feasible  and  if 
rectal  examinations  were  esthetically  more  at- 
tiactive,  the  comparative  fi«rures  with  breast 
cancer  diafrnoses  mi>^ht  im|)rove. 

Too  often  the  diairnosis  of  prostatic  cancer 
is  made  in  reverse  order.  The  metastatic  lesion 
is  found  first  and  traced  back  to  a jirostatic 
focus  much  too  late  for  any  treatment  other 
than  palliative.  The  index  of  suspicion  must 
be  kept  hi^h  if  we  are  to  recofjnize  early  jiros- 
tatic  cancer  before  metastasis  occui-s. 

It  is  not  the  purpose  of  this  iiajier,  there- 
fore, to  di.scuss  the  mechanism  of  prostatic 
metastasis  or  to  consider  the  common  sites  of 
metastatic  prostatic  cancer.  .N'or  are  we  con- 
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eeined  with  the  .synii)toms  of  tiie  metastatic 
lesions  or  the  effects  of  extension  beyond  the 
prostate. 

In  the  early  diagnosis  of  primary  prostatic 
cancer  one  must  not  be  misled  by  the  absence 
of  urinary  symptoms.  The  inamary  nodule  in 
i the  prostate  is  too  small  to  i)rodnce  obstruc- 
I tive  changes  and  its  location  is  commonly 
I away  from  the  urethral  aspect  of  the  jn'os- 

1 tate.  The  })atient  may  present  symptoms  of 
early  i)ro.statism,  hut  this  is  not  frequent 
enough  to  be  relied  upon.  Any  other  symp- 
I toms  such  as  pain,  loss  of  weight,  fractures, 

I edema  and  constipation  are  late  symptoms  of 
i no  help  in  early  diagnosis. 

As  far  as  diagnostic  tests  are  concerned,  the 
mo.st  important  one  available  to  all  i)hysicians 
is  the  information  which  can  be  derived  from 
the  insertion  of  the  index  finger  into  the  rec- 
tum and  carefully  palpating  the  pi'ostate 
gland.  Here  the  experienced  finger  is  able  to 
relay  its  information  to  the  acute  physician 
who  is  seeking  out  those  suspicious  areas  in 
the  prostate  which  may  turn  out  to  he  early 
I cancer.  The  cancer  must  be  differentiated 
j from  other  lesions  of  the  pro.state  which  also 
feel  hard  and  nodnlar.  Snch  conditions  as 
prostatic  calculi,  tuberculous  jArostatitis,  be- 
nign fibromata,  and  leiomyosis  all  may  mani- 
fest thennselves  as  suspiciously  like  a prostatic 
cancer  to  the  examiner's  finger.  The  malig- 

I 

I nant  nodule  is  usually  in  the  right  or  left  up- 
I per  pole  of  the  prostate.  It  is  di.screet,  fixed. 

not  tender,  and  distinctly  harder  than  the 
j normal  surrounding  tissue.  The  often  de- 

scribed stony  hard  prostate  where  the  en- 
tire gland  feels  liks  rock  is  again  a late  mani- 
I fe.station  of  i)rostatic  cancer  rather  than  an 
' early  one.  There  are  at  present  only  two  other 
I validated  diagnostic  tests  for  early  diagnosis. 
One  is  biop.sy  and  the  other  is  the  examination 
of  the  prostatic  secretion  for  tumor  cells  ac- 
cording to  the  method  of  Papanicolaou.  Bi- 
1 oi>sy  can  be  a needle  biopsy,  which  requires 
I considerable  experience  in  order  to  become  a 
' useful  tool,  .since  the  ])ossibility  of  mi.ssing 
the  small  nodule  is  not  uncommon.  IMuch  bet- 
! ter  for  biopsy  purposes  is  the  open  perineal 
operation  with  bioi)sy  under  direct  vision. 

I Here  frozen  .section  can  be  done  and  radical 
surgical  treatment  carried  out  in  the  ])resence 
of  a positive  diagnosis. 


The  Papanicolaou  stain  of  the  i)ro.static 
sediment  has  been  acclaimed  by  .some  investi- 
gators, but  not  correlated  too  well  with  posi- 
tive surgical  findings  by  others.  A positive 
Papanicolaou  stain  diagnosed  by  an  experi- 
enced i)athologist  familiar  with  cytological 
si)ecimens  can  be  acted  upon  with  consider- 
able certainty.  On  the  other  hand,  even  in 
the  best  of  laboratories,  many  false  negatives 
occur.  So  much  for  early  diagno.stic  tests. 

Such  diagnostic  tests  as  x-rays  of  the  bony 
spine  and  pelvis,  elevated  serum  acid  phos- 
phatases, elevated  sedimentation  rates  or 
therapeutic  benefit  with  e.strogens,  all  consti- 
tute diagnostic  evidence  of  late  metastatic 
prostatic  cancer. 

Most  of  the  therapy  now  being  performed 
for  prostatic  cancer  is  palliative  therai>y  and 
this  1 shall  not  discuss  at  this  time.  The  ther- 
apy for  early  prostatic  cancer  as  defined  in 
this  })aper  is  of  the  same  nature  as  the  ther- 
apy for  early  breast  cancer  as  described  in 
the  preceding  presentation.  This  consists  of 
complete  .surgical  removal  of  the  ])rostate  and 
.seminal  vesicles  immediately  following  a po.si- 
tive  pathological  diagnosis.  This  oi)eration 
Avhen  completely  performed  offers  the  best 
hope  of  cure.  It  is  usually  performed  in  con- 
junction with  a bilateral  orchiectomy.  These 
])atients  are  rendered  impotent  and  many 
have  prolonged  periods  of  po.sto])erative  urin- 
ary incontinence.  However,  in  the  best  series 
reported,  more  than  75%  of  patients  .so  oper- 
ated u))on  regained  comi)lete  luinaiy  control 
within  a year  following  operation. 

With  an  e.stimated  95%  mortality  within 
five  years  of  diagnosis  in  patients  treated  all 
other  ways  other  than  radical  surgery,  it 
seems  a small  price  to  pay  for  these  patients 
to  give  up  their  sexual  ])otency  in  I'eturn  for 
cure  of  their  prostatic  cancer.  The  operation 
is  a drastic  one  and,  to  a ])atient  who  is  not 
subjectively  sick,  extremely  hard  to  accept. 
Psychologically  the  male  patient  with  an  early 
.symptomless  pro.statie  cancerous  nodule  is 
not  as  ready  to  accept  surgery  as  is  his  female 
counteri)art  with  a .similar  nodule  accidentally 
discovered  on  routine  breast  examination. 
This  is  i)erhai)s  the  second  largest  i)roblem 
with  regard  to  treatment.  The  first  is  the  dif- 
fienlty  in  making  the  diagnosis  early  because 
of  the  lack  of  .susi)icion  that  such  a cancer  is 
there. 
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Cntil  we  discover  a moi’(*  attractive,  less 
niutilatinif  cure  for  prostatic  cancer,  the  treat- 
ment of  |)iostatic  cancer  will  pertain  as  de- 
scribed in  this  paper  to  only  a small  pcrcent- 
a<ie  of  the  patients  we  see.  It  is  ordy  throufrh 
the  alert  cooperation  of  the  »;cneral  practi- 
tioner in  his  routine  prostatic  examination  of 
male  ])atients  that  more  i)rostatie  cancers  will 
fall  within  the  curable  "roup  and  fewer  suit- 
able oidy  to  palliative  procedures  that  merely 
j)ostpone  an  inevitable  death. 

1208  Dclawnre  Avenue. 


DIAGNOSIS  OF  RECTAL  CARCINOMA' 

I.  Lewis  (’miuman,  dn.,  M.  I).** 
\Vilmin"ton,  Del. 

It  can  he  stated  at  the  out.set  that  there 
have  been  no  recent  advances  for  the  dia"- 
nosis  of  rectal  carcinoma.  Because  the  "eneral 
jiuhlic  and  physicians,  as  a part  of  that  {)uh- 
lic,  are  ht'comin"  evermore  aware  of  the  pres- 
ence of  the  cancer  i)rohlem  "enerally,  it  can 
.safely  he  said  that  the  rectal  examination  is 
hecomiu"  a more  routine  procedure  than  ever 
before.  However,  there  are  still  many  in- 
stances when  this  relatively  simple  examina- 
tion is  not  iierformed  as  a routine  measure  in 
the  "eneral  physical  examination. 

Bcctal  adenocarcinoma  can  he  characterized 
as  follows:  (1)  noduJuv,  (2)  seirrhous,  (3) 
eoUoid,  and  (4)  pupdlnrjj.  The  nodular  car- 
cinoma is  usually  sessile  and  the  mass  projects 
into  the  lumen  of  the  rectum  and  at  times 
tends  to  encircle  the  bowel.  I’lceration  is  not 
uncommon,  the  base  of  which  may  he  necrotic, 
the  seirriiou.s  tyi>e  of  adenocarcinoma  is  that 
in  which  the  fibrous  elements  play  a jiredomi- 
nant  role  over  the  epithelial  portion,  "ivin," 
rise  to  a contracted  hard  mass.  These  lesions 
do  occur  in  the  rectum,  hut  are  relatively  I'aie. 
The  eoUoid  type  of  carcinoma  is  also  known 
as  mucoid  or  "(datinous  variety.  They  are 
found  most  commonly  in  the  i-ectum  and  rec- 
tosigmoid. The  papdlarp  tyja*  resmnhles  the 
common  warty  jiapilloma. 

True  ci)itheliomas  which  have  their  origin 
in  the  anal  mucous  mcmhraue  can  extend  into 
the  rectum  "iviii"  rise  to  the  ditllVnmtial  ])roh- 
1cm  as  to  the  oii"in  of  the  tumoi'.  It  also 
should  he  mentione<l  that  jiractically  all  other 

•Read  at  St.  Francis  Hospital  Staff  Meeting,  January 
22.  19,52. 

••Associate  in  Medicine,  Gastro-Enterology  Section.  St. 
Francis  Hospital. 


forms  of  maliftnant  tumors  have  lieen  at  one 
time  or  another  descrihetl  as  occurriii"  in  the 
rejJtion  of  the  anus  and  rectum.  Final  his- 
tolofjic  diasrnosis  must  be  made  in  the  labora- 
tory. 

The  mode  of  spread  of  rectal  carcinoma  oc- 
curs chielly  in  three  ways:  (1)  infiltration: 
(2)  by  way  of  the  lymphatics;  and  (3)  by 
way  of  the  blood  stream. 

Infiltration  is  used  to  denote  local  invasion 
both  jicriphcrally  .ind  in  depth.  The  malig- 
nant cells  invade  in  order:  the  mucosa,  inus- 
cularis  mucosae,  suhmucosa,  mu.scular  coats 
and  later  the  perirectal  fascia.  It  is  only  after 
the  penetration  of  this  fascia  that  invasion  of 
nei"hborin"  structures  can  take  place. 

Dissemination  by  way  of  the  Ijpnphaties  is 
the  most  fivipient  means,  and  therefore  the 
most  important.  From  the  lymph  nodules  and 
channels  in  the  submucosa  and  between  the 
muscular  co:it  siiread  occui's  to  the  lymjih 
sinus  which  is  outside  the  mu.scular  coats  but 
inside  the  fascia  porpi  ia  of  the  rectum.  From 
this  area  the  spread  is  to  the  "lands  situated 
between  the  rectum  and  .sacrum,  and  from 
here  spread  occurs  in  an  upward,  downward, 
and  lateral  direction. 

Carcinoma  of  the  rectum  is  less  i>rone  to 
invade  the  blood  stream  than  sarcoma.  How- 
ever, late  in  the  disea.se  venous  radioles  may 
be  invaded  and  carry  tumor  cells  by  way  of 
the  suiieiior  hemorrhoidal,  inferior  mesen- 
teric, and  portal  veins  to  the  liver,  where  a 
metastasis  is  .set  ui),  usually  in  the  ri"ht  lobe. 
The  order  of  freiiuency  for  metastasis  from 
the  rectum  is  liver,  peritoneum,  and  lun"s. 

As  is  true  "cnerally  in  rejrards  to  cancer  of 
an.v  ])ortion  of  the  di"estive  tract,  cancer  of 
the  rectum  is  a process  which  jiredominately 
alTects  individuals  jiast  the  a"e  of  40,  in  which 
"roup  a])i)roximately  S.o  to  90  ])cr  cent  of 
cases  OCCU1-.  Aiiiiroximately  (iO  per  cent  occur 
in  jHMsons  beyond  the  a<re  of  oO.  It  has  been 
commonly  observed  by  various  individuals 
that  when  cancer  of  the  rectum  occurs  in  the 
youn"er  a"e  "I'oU])  it  tends  to  be  rather  a 
fulmiuatiu"  i»roccss.  Rectal  cancer  is  two  or 
thi'ee  times  more  common  in  the  male  sex  than 
in  the  female. 

One  of  the  most  distressiii"  features  re"ard- 
iii"  early  diairnosis  of  this  disea.se  is  the  fact 
that  in  the  majority  of  case's  there  is  an  inter- 
val  of  between  four  and  six  months  from  the 
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onset  of  the  first  symptom  to  either  the  jire- 
sentation  of  the  ]>atient  to  the  physician  or  the 
establishment  of  the  correct  diagnosis. 

Symjitoms  are  often  vague  and  varialile  de- 
pending largely  on  the  duration,  location,  and 
size  of  the  tumor.  As  has  been  constantly  re- 
iterated in  the  medical  and  lay  press,  a change 
in  bowel  habit  is  of  jiaramount  importance 
and  warrants  eomiilete  and  thorough  investi- 
gation. The  ])atient  may  describe  a slight  ir- 
I regularity,  an  incomplete  or  unsatisfactory 
movement,  or  a complete  change  from  consti- 
^ pation  to  normal  or  loose  movements,  or  any 
I combination  of  the  above.  Urgency  of  defeca- 
tion is  frequently  noted.  Constipation  may  de- 
: velop  insidiously,  for  an  induced  inertia  of 

; the  colon  often  does  not  occur  until  there  is 
moderate  obstruction.  The  constipation  is  of 
progressive  variety  and  frequently  alternates 
with  diarrheal  type  of  stool.  Because  of  the 
, inconstancy  of  normal  bowel  habit,  patients 
frequently  resort  to  the  use  of  taxation  in  any 
form,  with  a resultant  frequent  desire  for 
' stool  which  is  more  reason  for  the  diarrhea 
than  resulting  from  the  neoplasm  itself.  Care 
should  be  taken  to  question  patients  regard- 
I ing  early  morning  diarrhea,  for  not  infre- 
(jnently  the  history  can  be  obtained  of  the 
I individual  arising  between  five  and  seven  for 
I the  pui'iiose  of  defecation, 
j Attention  of  the  patient  is  freiiuently  first 
attracted  by  blood  and  mucous  whicli  is  noted 
on  the  outside  of  the  stool  or  may  be  mixed 
with  the  stool  and  vary  from  blight  to  dark 
red  in  color.  The  blood  may  be  noticed  only 
I on  the  tissue.  Approximately  85  per  cent  of 
all  patients  with  a malignant  tumor  of  the 
rectum  note  blood  at  some  time  during  the 
I course  of  their  disease.  It  is  not  common  to 
^ have  frank  rectal  hemorrhage.  In  many  eases 
the  observance  of  rectal  bleeding  is  the  earli- 
est sign  of  a rectal  neoplasm. 

Aliout  50  to  60  per  cent  of  all  patients  de- 
scribe some  type  of  discomfort  which  is  usu- 
ally not  severe.  It  is  often  noted  as  an  uneasi- 
ness or  discomfort  occurring  in  the  rectum 
j before,  during,  or  after  defecation.  Later  a 
feeling  of  fullness  and  weight  in  the  rectum 
! develojis  which  may  be  constant  or  intermit- 
j tent.  When  the  anal  sphincters  are  implicated 
or  the  tumor  mass  becomes  within  the  grasp 
' of  the  s{)hineterie  musculature,  jiain  is  more 
pronounced.  When  the  growth  has  extended 


into  tile  perirectal  strictures,  this  causes  a 
heightening  of  the  severity  of  pain  and  may 
be  referred  to  the  abdomen,  back,  hips,  and 
down  into  the  thighs. 

In  the  past  undue  emphasis  has  been  jilaced 
on  “ribbon”  or  “pencil”  stools.  If  this  type 
of  stool  is  present  and  there  is  a ma.ss  located 
in  the  region  of  the  rectum  it  will  usually  be 
a low  lying  lesion  and  often  involving  the 
anus  itself. 

General  symptoms,  such  as  loss  of  weight, 
anemia,  lack  of  strength,  and  urinary  symp- 
toms, are  manifestations  of  a lesion  which  has 
sjiread  beyond  the  confines  of  the  rectum. 

In  relation  to  early  diagnosis  of  carcinoma 
of  the  rectum  the  general  jiliysical  examina- 
tion is  not  noteworthy.  Of  imiiortance,  how- 
ever, are  the  historical  points  li.sted  as  above, 
and  next  in  imjiortance  is  local  examination 
of  the  anus,  rectum,  and  sigmoid  colon.  It  is 
well-known  that  apiiroximately  75  per  cent  of 
malignancy  involving  the  anus,  rectum,  and 
sigmoid  are  within  reach  of  the  finger  used 
on  digital  examination.  Care  should  be  taken 
to  carefully  palpate  the  entire  circumference 
of  the  rectal  wall,  for  if  the  individual  has  a 
large  rectal  pouch  small  lesions  might  well  be 
mirijed.  When  the  mass  is  palpated  it  may  be 
felt  as  an  elevation  above  the  surface  of  the 
mucous  membrane.  It  is  freiiuently  firm  to 
the  touch  and  irregular  in  outline.  The  base 
is  frequently  indurated,  broad,  and  fixed  to 
the  underlying  tissues  and  the  wall  around 
the  tumor  is  slightly  thickened.  Trauma  from 
the  examining  finger  may  provoke  a varying 
amount  of  bleeding  and  this  is  easily  seen 
upon  withdrawal.  For  tumors  that  lie  just 
without  the  reach  of  the  digit,  it  is  wise  to 
instruct  the  patient  to  strain  down,  for  the 
increase  in  intra-abdominal  jiressure  often 
forces  lesions  in  the  region  of  the  recto-sig- 
moid interiorly  so  that  they  can  be  palpated 
with  relative  ease. 

The  other  most  important  diagnostic  pro- 
cedure is  the  procto-sigmoidoseopic  examina- 
tion when  a rectal  or  recto-sigmoidal  lesion  is 
sus]>ected.  The  rectum  and  sigmoid  should  be 
carefully  clean.sed  prior  to  the  examination  by 
the  administration  of  a plain  warm  tap  water 
or  saline  enema.  The  sigmoidoscope  is  intro- 
duced until  the  tumor  is  located  and  its  size, 
degree  of  fixation,  and  extent  of  ulceration, 
as  well  as  the  presence  of  blood  and  pus,  are 
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iio1t*(l.  If  thi“  luin.Mi  is  paitially  occIiuIcmI. 
cai’t*  sliouM  1)1'  tak'‘ii  nut  to  t lauinat izc  thf 
.sti-ictui-(‘il  area  fur  niptiuv  uf  the  huwul  wall 
can  ucciii-  witliuut  difficult y.  ( )ucc  tlic  h'siun 
is  ciicuuntcrcd,  biopsy  matciial  can  be  ob- 
tained and  the  tissue  sent  to  tlie  bistului>ieal 
labui'atury  fui-  patholu”:ieal  dia'jnusis.  Should 
bleediu'i  ueeiU"  fulluwin*i  biopsy,  it  may  Ix' 
eonti'olled  by  pi'cssure,  topical  ap|>lieation  of 
a satui-ated  solution  of  potassium  pt'ianantia- 
nate  oi-  a 10-20  per  cent  silvei-  niti’ate  solution. 

The  roent»:t'noi>raphie  exandnation  of  the 
i-eetum  for  rectal  carcinoma  is  unsatisfactory; 
and.  if  the  diatiiiosis  is  made  by  the  I'oentuen- 
olo^ist,  it  should  be  oidy  at  the  embarrass- 
ment of  the  clinician. 

The  most  common  error  in  the  diajrnosis  of 
cancer  of  the  rectum  is  making:  the  dia«>:no.sis 
of  external  or  inteiaial  hemorrhoids,  for  it  i.s 
still  re])or<^ed  that  approximately  10-15  j)er 
cent  of  all  cases  who  have  carcinoma  of  the 
rectum  have  had  a previous  hemon-hoidec- 
tomy. 

( 'oxcnr.siox 

Hecause  carcinoma  of  the  rectum  is  one  of 
the  most  accessible  digestive  tiact  tumors,  con- 
tinued efforts  in  the  direction  of  ])ublic  edu- 
cation as  to  eai'ly  symptoms  and  sifrns,  and 
the  need  of  thoroiijih  examination  at  the  onset 
of  .symptoms,  and  the  continued  and  i)i'o*>:res- 
sive  awareness  of  the  cliiucian  of  the  value  of 
routine  digital  examination  of  the  rectum  and 
the  moi'c'  routine  u.se  of  the  si^inoido.scopic 
examination,  will  materially  decreast'  the  mor- 
tality statistics  of  this  disea.se  and  of  the  can- 
cel' problem  »;enei'ally. 

Kai'ly  dia<>nosis  can  be  accom|)lished  only  if 
the  j)atient  pre.sents  him.self  shortly  after  the 
onset  of  symptoms  and  a careful  history  elicits 
important  clues  followed  uj)  by  pi'ojier  local 
examination  with  bioji.sy  of  the  lesion  demon- 
st  rated. 

914  ./ effc  rsn  )i  S I r(  1 1 . 

Speediim:  on  T.  S.  streets  and  hii>;hways  last 
ye;ir  injured  57n.<IS()  men,  women  and  chil- 
dren. 


Speediiur  on  I*.  S.  streets  and  hi”:hways  last 
yc'ar  killed  Id.TdO  men,  women  and  children. 

Ill  11*51.  !l.47<*  jiedestrians  wert'  killed  in 
r.  S,  traffic  accidents. 


S.  P.  A.  D.  Book  Free 

A jiatron  of  the  Society  for  the  Prevention 
of  Asphyxial  Death  Inc.,  interested  in  makinir 
tilt'  causes  and  pievi'iition  of  asphyxia  better 
known  amonjf  physicians  of  Delawai'e  .state, 
has  kintlly  offered  to  donate  a co])y  of  the  Art 
of  Kesuscitation.  by  Paluel  d.  h’la*!*;.  M.D.,  to 
the  first  100  physicians  who  become  members 
of  the  Society  following  the  rele;ise  of  this 
information  in  the  Delaware  State  Medical 
•Journal.  The  I'eviews  of  this  book  are  hisrhly 
laudatoiy.  The  book  lists  for  $<>.00.  Volumes 
donated  will  be  auto<>:raphed  by  Dr.  Flafr»:. 

Physicians  who  wish  to  receive  this  auto- 
liiaphed  volume  for  their  library  are  asked 
to  apjily  for  membeishi])  in  the  Society  for 
the  Prevc'iition  of  Asjihyxial  Death.  Inc.,  en- 
closinji:  membership  dues  of  $5.00.  Communi- 
cations should  be  addressed  to  Secretary. 
S.P.A.D.  Inc..  2 Fast  (id  Street.  N.  V.  C.  21. 
X(  York. 


New  York  University 

A si'ininai'  on  the  i ehabilitation  of  children 
will  be  jfiven  ( )ctober  20th  throufjh  24th,  1952. 
and  .January  19th  throu*ih  2drd,  1958,  at  the 
Children's  Division.  Institute  of  Physical 
Medicine  and  Hehabilitat ion.  New  York  Cni- 
versity-Hellevue  .Medical  Center.  400  Hast 
84th  Stri'et,  New  York  City. 

Illustrated  talks,  ob.se I'vat ions,  lectures  and 
demonstrations,  including  iiarticipation  in 
clinics,  will  be  used  to  <rive  bu.sy  praetitioners, 
|)articularly  pediat licians,  a detailed  picture 
of  the  theory  and  practice  of  a modern  chil- 
dren's rehabilitation  .service. 

Since  »:ood  lehabilitation  de|)ends  on  the 
concerted  efforts  of  many  .services  and  skills, 
tin'  cour.st'  will  stie.ss  the  inte<rration  of  all  the 
means  and  metlnxls  u.sed  to  evaluate,  jiie.scrilx' 
for,  treat  and  train  a disabled  chihl  and  to 
t'stablish  his  jiroin'r  lelat ionship  with  his  com- 
munity. 


Niin'ty-seven  pei'  ct'iit  of  di'ivers  involved  in 
1951  auto  acciih'uts  had  at  least  one  year  of 
cxperienc)'  behind  the  wheel. 


In  n*51.  290.(i()0  pedestrians  were  injured 
in  C.  S.  trafllic  acciilents. 
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Black  Sheep 

A few  weeks  ago  the  country  was  shocked 
to  read  in  the  March  24,  1952  Issue  of  Time 
magazine  (p.  80)  that  some  California  phy- 
sicians had  been  “gypping"  the  state's  Blue 
Shield  Plan — California  Physicians’  Service. 

This  alarming  charge  had  been  whispered 
about  for  some  time  previously,  so  the  C.P.S. 
trustees  had  canvassed  a large  group  of  pa- 
tients and,  regrettably,  found  that  some  200 
doctors  had  bagged  “swag”  estimated  at  over 
$1,000,000  out  of  the  $18,000,000  paid  out  last 
year  in  behalf  of  its  850,000  subscribers. 


draining  a stye.  There  was  wholesale  chiseling 
by  charging  for  imaginary  x-rays  and  labora- 
tory tests.  ’ ’ 

This  story  also  received  nationwide  pub- 
licity in  the  daily  press,  and  the  public  reac- 
tion was  [U'ompt  and  potent,  in  effect:  Too 
bad  the  medical  profe.ssion  contains  so  many 
crooks,  but  what  is  it  going  to  do  about  it?  Is 
it  really  as  bad  as  they  say  it  is,  or  is  it  even 
worse?  Etc.,  etc. 

The  jirofe.ssion  immediately  took  .steps  to  do 
something  about  it,  as  outlined  by  Dr.  John 
M.  Cline,  President  of  the  American  Medical 
A.ssociation  who,  in  an  address  made  on  April 
2,  1952  at  San  Franci.sco,  before  the  annual 
National  Blue  Shield  Conference,  .said: 

“At  this  time  I should  comment  upon  the 
bad  recent  publicity  with  reference  to  Cali- 
fornia Physicians’  Service.  You  gentlemen 
will  be  going  to  your  homes  all  over  the  coun- 
try and  I think  you  should  have  information 
which  was  not  included  in  a certain  periodical 
article  or  some  of  the  newsiiaper  accounts. 

“Out  of  some  11,500  physicians  .serving 
California  Physicians'  Service,  the  inve.stiga- 
tion  revealed  that  about  200  probably  were 
abusing  the  i)lan.  Perhaps,  “over  using" 
might  be  a better  term.  Out  of  that  whole 
group  thei'e  were  two  or  three  instances  of 
what  a})peared  to  be  — and  I do  not  possess 
the  full  evidence  — actual  fraud.  In  one  in- 
stance it  is  reported  that  a physician  billed 
the  Service  for  an  operation  which  he  did  not 
perform.  In  another  instance,  a physician  is 
said  to  have  performed  a simple  operation  and 
billed  the  Service  for  an  oi)eration  of  much 
greater  magnitude  which  carried  a much 
higher  fee.  I am  informed  that  in  one  case 
fraud  has  been  established.  The  others  are  in 


How  could  such  fabulous  skullduggery  be 
done?  Says  Time:  “One  chiseler  made  the 
crude  mistake  of  sending  in  a bill  for  surgery 
and  office  calls  while  the  patient  was  actually 
in  New  York.  Others  got  higher  fees  by  rais- 
ing the  category  of  their  work — e.g.,  charging 
for  a cataract  operation  in.stead  of  merely 


the  proce.ss  of  investigation  but  the  initial 
evidence  indicates  that  they  will  fall  into  the 
same  cla,ssitieation. 


“The  County  IMedical  Association  has  al- 
ready ])i'oceeded  again.st  in  the  first  instance. 
The  offender,  if  found  guilty,  will  be  disci- 
plined to  the  full  extent  posshi^, 
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loss  of  Ills  ni(>nil)orslii|).  Alirady  the  State 
Hoard  of  Medical  Hxaminers  has  been  ap- 
])rised  of  this  i)hysieian's  suj)posed  miscon- 
duct and  if  the  evidence  justifies  action,  his 
license  ])rol)ahly  will  be  revoked  on  >rrounds 
of  moral  turi)itude. 

“After  that  the  District  Attoiaiey  of  the 
County  and  i)erha|)s  the  Federal  District  At- 
torney will  he  sup])lied  with  the  evidence  and 
criminal  prosecution  will  be  instituted.  That 
decision  lies  without  the  scoi>e  of  the  medical 
profession,  but  the  medical  profe.ssiou  cannot 
and  will  not  tolerate  that  variety  of  conduct 
on  the  part  of  n«i/  iihysician. 

“The  publicity  has  had  a serious  initial  ef- 
fect ui)on  the  medical  profession  and  uj)on  the 
Blue  Cro.ss  and  Blue  Shield  Blaus  all  over  the 
country.  In  the  end,  1 believe  the  net  re.sult 
will  be  «rood.  The  medical  i>rofession  is  de- 
termined to  see  that  our  pre[)ayment  j)lans 
are  proi)erly  protected  from  unscrupulous 
physicians  and  that  those  who  infringe  the 
code  of  ethics  will  be  discii)lined.  This  will 
strengthen  the  program  and  build  ])ublie  con- 
fidence in  the  prei)ayment  j)lans.  “ 

Such  prompt  and  determined  action  will 
make  future  would-be  chiselers  more  inclined 
to  remember  the  Biblical  injunction:  Be  .sure 
your  sins  will  find  you  out.  While  the  medical 
profe.ssiou  .should  contain  no  black  sheep,  it 
welcomes  a com[)ari.son  of  its  mere  two  pei- 
cent  with  that  of  any  other  group  in  the  com- 
munity. Even  so,  black  sheep  in  Blue  Shield 
never  leave  a white  trail. 


MISCELLANEOUS 

Protein  Structure  Discovered 

Science  has  drawn  a step  nearci'  to  creating 
life  with  the  recent  discovery  of  how  atoms  of 
nitrogen,  carbon  anti  other  elements  fit  to- 
gether to  form  itrotein  molecules,  according  to 
an  article  by  Ewart  Tliomas  in  the  April  i.ssue 
of  I'opuhir  Mechanics  Matiazine. 

The  di.scovery  of  how  some  protein  molecides 
are  foiined  alrt'ady  is  being  hailed  as  “one  of 
the  greatest  scientific  discoveries  of  our  time" 
because  “it  not  only  makes  jutssible  a new  di- 
rect approach  to  the  comiuest  of  many  dis- 
eases, but  jtartially  solves  the  baftling  secret 
of  life  it.self. “ 

The  analysis  of  the  structure  of  i)rotein 
molecules  by  Professors  Linus  Pauling  and 


Iiobert  B.  Corey  oi)ens  uj)  several  new  fields 
of  research,  the  article  states.  Mo.st  important 
of  these  is  the  po.ssibility  of  designing  and  cre- 
ating molecules  that  would  attach  themselves 
to  vii  us  i)roteins  and  then  destroy  the  potency 
of  the  viruses  by  forcing  a rearrangement  of 
their  atomic  structure.  Profe.s.sor  Pauling, 
noting  that  many  of  the  new  dugs  such  as  the 
sulfas  and  penicillin  are  believed  to  be  potent 
becau.se  they  combine  with  proteins  and  other 
organisms,  thinks  the  day  may  come  when  it 
will  be  jmssible  to  sit  down  in  the  laboratory 
and  write  out  the  specifications  for  whatever 
kind  of  molecule  is  needed  for  vanquishing  a 
particular  disease. 

“There  is  even  a sugge.stion, “ the  article 
states,  “that  molecules  might  be  fashioned 
which  would  act  on  the  wild  growth  of  pro- 
toplasm in  cancer,  reducing  or  eliminating  the 
malignancy.” 

Some  time  in  the  future,  too,  according  to 
the  article,  chemists  may  be  able  to  manufac- 
ture virus  i)i'oteins.  This  would  be  a tremen- 
dous scientific  achievement  because  a virus  has 
.some  of  the  proj)erties  of  a living  organism. 
It  can  reproduce  it.self,  although  it  has  no 
metabolic  reactions.  “When  atomic  chemists 
finally  create  synthetic  virus  proteins  they  will 
have  come  clo.se  to  manufacturing  life  itself," 
the  article  states. 

Another  possibility  growing  from  the  dis- 
covery of  how  protein  molecules  are  formeil  is 
the  manufacture  in  the  laboratory  of  protein 
foods  directly  from  the  elements  of  which  they 
are  composeil.  Economically,  the  process  could 
hai'dly  compete  with  ])resent  ways  of  raising 
foodstuffs. 

Professors  Pauling  and  (’orey  worked  from 
the  basic  knowledge  that  a protein  consists  of 
long  chains  of  amino  acid  residues  . . . rela- 
tively simple  substances.  They  decided  to  try 
to  leaiii  the  atomic  structure  of  some  of  the 
amino  acids  and  then  as.semble  these  struc- 
tures into  shapes  or  combinations  that  might 
fit  the  re(iuirements  for  a protein.  This  was 
done  by  means  of  x-ray  diffraction  i)hotog- 
raphy. 

The  next  stej)  consiste*!  of  as.sembling  three- 
dimensional  diagrams  of  amino-acid  cry.stal 
structures  after  which  models  of  .several  pro- 
teins were  made  from  brightly  colored  wood 
ami  jda.stic  “atoms".  The  models  of  the  atoms 
represent  a lineal  magnification  of  .several 
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million  times.  On  the  same  scale  a grain  ot 
rice  would  extend  from  New  York  to  the  Ha- 
waiian Islands,  or  from  London  to  the  heart 
of  Texas. 

The  exploration  of  proteins  is  only  one  of 
the  many  contributions  that  Professor  Pauling 
has  made  to  chemical  knowledge.  He  is  the 
principal  author  of  the  resonance  theory  of 
chemical  bonds.  He  is  also  one  of  the  outstand- 
ing American  scientists  selected  by  Popular 
Mechanics  ^lagazine  for  its  Golden  Anniver- 
sary Hall  of  Fame.  Professor  Pauling  is  head 
of  the  chemistry  and  chemical-engineering 
division  of  the  California  Institute  of  Tech- 
nology, with  which  Professor  Corey  also  is  as- 
sociated. 


Largest  Medical  Exhibit 

Chicago's  half-mile  long  Navy  Pier  will  be 
used  June  9-13  to  house  the  largest  medical 
.scientific  and  technical  exhibits  ever  staged. 

Three  hundred  scientific  and  375  technical 
exhibits  will  have  a frontage  of  more  than 
three  miles.  They  will  occupy  nearly  a quar- 
ter of  a million  square  feet  of  floor  space,  ac- 
cording to  Thomas  R.  Gardiner  of  Chicago, 
business  manager  of  the  American  Medical 
Association. 

The  exhibits  will  be  held  in  connection  with 
the  101st  annual  .session  of  the  A.M.A.  Ap- 
proximately two-thirds  of  the  space  will  be 
devoted  to  the  technical  exposition,  a presen- 
tation of  informative  displays  by  manufactur- 
ers and  distributors  of  practically  the  entire 
scope  of  the  physicians'  needs. 

The  scientific  exhibits,  sponsored  in  most 
I>art  by  doctors,  will  show  the  latest  develop- 
ments and  techniiiues  in  virtually  every  spe- 
cialty of  medicine.  Emphasis,  however’,  will 
be  placed  on  subjects  of  interest  to  the  family 
physician,  according  to  Thomas  G.  Hull, 
Ph.I).,  of  Chicago,  director  of  the  A.iM.A.  Bu- 
reau of  Exhibits. 

A registration  of  between  12,000  and  15,000 
physicians  from  all  parts  of  the  country  is  ex- 
l>ected  at  the  convention.  In  addition,  about 
15,000  other  medical  personnel,  exhibitors  and 
guests  are  expected  to  attend.  This  large  at- 
tendance makes  it  necessary  to  limit  admission 
to  the  exhibits  to  A.M.A.  members  and  their 
guests. 


Commission  Moves  to  Baltimore 

The  Commission  on  Chronic  Illness,  which 
maintains  offices  in  the  American  ^ledical  As- 
.sociation's  headquarters  building  in  Chicago, 
will  move  to  Baltimore  July  1.  A sjiecial,  in- 
tensive study  of  chronic  disease  will  be  made 
in  Baltimore. 

The  commission  was  founded  in  1949  by  the 
A.M.A.,  the  American  Hospital  Association, 
the  American  Public  Health  A.ssociation  and 
the  American  Public  Welfare  Association.  It 
is  headed  by  newly-appointed  Dr.  Dean  W. 
Roberts,  Baltimore,  deputy  director  of  the 
^Maryland  State  Department  of  Health,  and  a 
member  of  the  faculty  of  Johns  Hopkins  Uni- 
versity. 

The  study  of  chronic  disease  among  city 
dwellers,  during  which  4,00f)  Baltimore  fami- 
lies will  be  surveyed  and  tested,  will  be  a com- 
panion-study to  one  on  the  rural  population 
of  Hunterdon  County,  New  Jersey. 

The  studies  will  provide  answers  to  perti- 
nent health  que.stions  involving  the  estimated 
needs  for  medical  care  and  related  services 
of  the  chronically  ill,  and  the  extent  of  chronic 
disease  in  urban  and  rural  populations.  The 
studies  are  expected  to  take  .several  years  to 
complete. 


New  Interns  Appointed 
By  National  Matching  Plan 

A national  matching  plan  has  been  used  for 
the  first  time  this  year  to  place  new  interns  in 
hospital  appointments.  The  plan  was  designed 
to  help  lessen  the  confusion  which  has  occur- 
red in  the  past  when  hospitals  were  seeking 
10,000  interns  from  a graduating  class  of 
6,000. 

Under  the  plan  sponsored  by  the  National 
Interassociation  Committee  on  Internships, 
hospitals  and  .students  contact  each  other 
freely  during  the  student's  senior  year.  Stu- 
dents apply  for  any  internship  which  inter- 
ests them,  and  visit  hospitals  of  their  choice. 
After  these  preliminaries  have  been  com- 
pleted. students  and  hospitals  file  confidential 
ratings  with  the  Committee.  The  two  are  then 
matched,  with  the  student  receiving  the  in- 
ternship he  prefers  most,  if  this  agrees  with 
the  hospital’s  rating  of  him. 

Success  of  the  plan  is  indicated  by  the  fact 
that  84  per  cent  of  this  year's  new  interns 
were  matched  with  the  hospital  they  indicated 
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as  tluMi-  fii'st  clioict*.  All  additional  10  iier  C(‘iit 
rociMved  their  second  elioiee  |)laeeinent.  Sev- 
enty-four per  cent  of  the  hospitals  received 
the  student  they  desimuited  as  their  first 
elioiee. 

In  an  article  in  the  .May  1952  issue  of  the 
./oiinuil  of  Medical  Education,  Dr.  F.  II.  .Mul- 
lin.  Dean  of  Cldeafto  .Medical  School  and 
ehairinan  of  the  interiislii])  eoininittee  and 
dohii  .M.  Stalnaker,  director  of  studies  for  the 
.\ssoeiation  of  .\nieriean  .Medical  Collefies,  re- 
port on  the  results  of  the  first  year’s  inateh- 
inji:.  They  e.xpress  the  opinion  that  the  plan 
may  he  even  more  fully  utilized  when  its  suc- 
cess is  «;en(“rally  known. 

In  March  of  this  year  punehed  ratio”-  cards 
were  run  throu'rh  a machine  which  automat- 
ically matched  hospitals  and  interns,  in  most 
eases  with  their  first  choices. 

.\l)pro.\imately  95  ])er  cent  of  this  year's 
interns  jiartieipated  in  the  plan.  .Some  9S  per 
cent  of  the  hospitals  offeriii”  internshi|»s  W(*re 
participants. 

The  National  Interassoeiation  Committee 
on  Internshiiis  is  composed  of  representat ivt*s 
from  the  .\s.soeiation  of  American  Medical 
Colle<>es,  Couneil  on  Medical  Fdiieation  and 
Hospitals  of  the  A.  .M.  A.,  .\meriean  Hospital 
.V.ssoeiation,  American  Protestant  Hospital 
.\ssoeiation,  Catholic  Hosiiital  Association, 
and  the  medical  services  of  the  Federal  agen- 
cies ofiferiii”-  internships. 
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OBITUARY 

.1.  WlU.IAM  Fhik,  .M.  D. 

Dr.  dames  William  ITie.  4(i.  of  Elmhurst. 
di(‘d  suddenly  of  a heart  attack  on  Ajiril  17. 
1952  at  his  summer  eotta<;e  at  Hehohoth. 
where  he  had  fione  for  a short  rest.  He  had 
not  l)(*eii  ill. 

Dr.  Frie  had  been  health  offieer  at  The 
.Memoiial  Hospital  for  five  years.  He  recently 
was  named  nursin”  school  re<ristrar.  He  also 
had  .served  as  .seerefary  to  the  hospital  medical 
staff.  He  was  also  on  the  Wilmiiifjton  Oeneral 
Hos])itaI  staff. 

Dr.  Ci  ie,  in  addition,  .served  as  ])hysieian  t(» 
all  Conrad  Hi”:h  School  football  teams  since 
the  school  opened  in  1985.  In  1950,  the  hijih 
school  year  book.  ‘'The  Coniadian, ’’  was  dedi- 
cated to  him. 

Dr.  Frie  was  boi-n  .March  2S,  190(i,  neai- 
Kennedyville.  Md..  the  son  of  .Mi-s.  Delia  Ann 
Frie  and  the  late  Dr.  dames  William  ITie. 

He  was  fjradiiated  fi'om  ( ’lu*stertown  Hi>rh 
School,  and  fiom  the  Hahnemann  Medical 
(’olleye,  Philadeli)hia.  in  1929.  He  .served  his 
interneship  at  the  Hahnemann  Hos|)ital  and 
c'ame  to  Elmhurst  to  ])raetiee  in  1931. 

Durin”:  the  last  war,  he  entered  service  as 
a first  lieutenant.  He  .saw  action  on  Leyte  and 
Luzon.  Duriii”:  the  eami)ai«>:n  on  Luzon  he 
was  wounded  and  was  awarded  the  Bronze 
Stai-  for  heroic  aetioTi  in  reseuiii”  several 
wounded  men. 

He  was  placed  on  the  inactive  list  of  the 
.Medical  Corps  Reserves  in  November.  1945. 
with  the  rank  of  eai)tain. 

Dr.  Frie  was  a member  of  the  New  Castle 
County  .Medical  .Society,  the  .Medical  .Society 
of  Delaware,  the  American  .Me<lieal  .\s.soeia- 
tion,  and  the  .\meriean  .\eademy  of  Ceneral 
Practice.  He  also  was  a imunber  of  the  .New- 
ark Countiy  Club. 

Dr.  Frie  was  mairied  to  the  former  .\nna 
Rasin  of  Kennedyville  on  duly  9,  1!)31. 

In  addition  to  the  widow  and  mother,  who 
lives  at  Kenneclyville.  survivors  are  a sister. 
.Mrs.  Catherine  White.  Kennedyville;  a niece, 
and  two  nephews. 

Funeral  services  weie  held  on  .\pril  21. 
1!F)2  in  Kennedyville  .Methodist  Church.  In- 
terment was  in  Still  Poml  Cenudery. 
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CRANIOCEREBRAL  TRAUMA' 

Richard  G.  Coblentz,  M.  D.,** 
Baltimore,  Md. 

It  is  an  established  fact  that,  in  the  past 
decade,  trauma  to  the  head  has  become  one 
of  the  major  causes  of  death.  R.  Glenn  Spur- 
ling  has  stated : ‘ ‘ The  number  of  severe  head 
injuries  has  increased  in  direct  ratio  with 
each  increase  in  the  speed  of  transportation.” 
It  is  true  also  that  the  number  of  qualified 
specialists  in  neurology  and  neurosurgery  has 
increased  greatly  in  the  past  decade.  Even 
so,  because  of  the  wide  distribution  of  severe 
head  injuries,  it  is  obvious  that  only  a small 
percentage  of  them  can  be  cared  for  by  these 
qualified  specialists.  Every  general  practi- 
tioner and  every  general  surgeon  in  every  lo- 
cality will  at  one  time  or  another  be  called 
upon  to  treat  a patient  wdth  craniocerebral 
trauma.  The  manner  in  which  the  patient 
is  treated  is  all  important  and  w'hile  fre- 
quently detei’mining  survival  or  decease  of  the 
patient,  always  determines  his  future  value 
to  society. 

It  is  imperative,  therefore,  that  the  general 
practitioner  and  especially  the  general 
surgeon,  be  familiar  with  the  broad  general 
principles  upon  which  the  modern  treatment 
of  head  trauma  is  based.  These  principles 
are  based  on  a knowledge  of  the  basic  ana- 
tomy, physiology  and  pathology  of  the  brain. 
A short  review  of  the  pertinent  anatomic, 
physiologic  and  pathologic  data  will  there- 
fore be  considered  before  proceeding  with 
classification,  diagnosis  and  treatment. 

Prom  an  anatomical  standpoint,  the  skull, 
the  membranes  covering  the  brain  and  spinal 
cord.  The  great  venous  sinuses  lying  between 
folds  of  the  dura,  the  middle  meningeal  artery 
and  the  cerebrospinal  fluid  are  most  import- 
ant. 

The  skull  is  a rigid  container  which  can- 
not expand  and  contract  to  accommodate  for 

• Head  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  9.  1951. 

••  Clinical  Professor  of  Neurological  Surgery,  Uni- 

versity of  Maryland. 


changes  in  volume  of  its  contents.  The  fora- 
men magnum  at  the  base  of  the  skull  is  a 
large  opening  through  which  the  brain  stem 
joins  the  spinal  cord.  Many  important  medul- 
lary structures  are  located  in  this  area.  Both 
of  these  facts  are  important  from  the  stand- 
jioint  of  both  generalized  and  focal  pressure 
on  neighboring  structures.  At  the  same  time 
the  skull  is  .so  constructed  that  it  can  trans- 
mit force  to  the  cranial  contents  without  be- 
ing fractured.  For  this  reason  fatal  brain 
injuries  can  be  produced  without  demon- 
strable skull  fractures. 

The  membranes  covering  the  brain  are  the 
dura  mater,  the  arachnoid  and  the  pia  mater. 
The  dura  mater  is  a tough  fibrous  structure 
made  up  of  two  layers.  The  outer  layer  forms 
the  endosteal  lining  of  the  cranial  bones  and 
the  inner  covers  the  brain.  One  extension  of 
the  dura  forms  a longitudinal  partition  be- 
tween the  two  cerebral  hemispheres.  A sec- 
ond extension  forms  a horizontal  partition 
separating  the  cerebellum  from  the  cerebral 
hemispheres.  An  opening  in  this  partition  is 
in  the  region  of  important  structures.  Large 
venous  sinuses  lie  between  folds  of  the  dura. 
The  superior  longitudinal  and  the  two  lateral 
sinuses  receive  venous  blood  from  the  brain 
through  thin  w^alled  cortical  veins.  The  sin- 
uses empty  into  the  internal  jugular  veins. 
Trauma  in  the  region  of  these  large  sinuses 
may  cause  rupture  of  the  sinus  itself  or  of 
the  veins  emptying  into  it,  and  thereby  pro- 
duce a collection  of  blood  in  the  subdural 
space  to  form  a subdural  hematoma. 

It  is  extremely  important  that  one  be 
familiar  wdth  the  course  of  the  middle  menin- 
geal artery,  which  is  frequently  involved  in 
head  trauma.  It  enters  the  base  of  the  skull 
through  the  foramen  spinosum  and  runs 
through  a bony  groove  in  the  temporal  bone 
from  which  it  is  distributed  to  the  dura 
mater.  This  artery  is  frequently  torn  by  lin- 
ear fractures  in  the  temporal  bone.  Arterial 
bleeding  thus  produced  accumulates  between 
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the  dura  ami  the  skull.  A elot  thus  formed 
dissects  the  dura  from  the  .skull  ami  grad- 
ually eularfjes  to  form  au  extradural  hema- 
toma, one  of  the  most  important  surjiical  eom- 
idicatious  of  head  trauma. 

The  cerehrosjiiual  fluid  is  secreted  chiefly 
from  the  chorioid  ])lexus  in  the  lateral  ventri- 
cles. It  pas.ses  throufrh  the  ventricular  sys- 
tem to  the  cisterns  at  the  base  of  the  brain. 
It  then  flows  over  the  surface  of  the  brain  in 
the  .subarachnoid  spaces.  .Mo.st  of  the  fluid 
is  then  absorbed  into  the  venous  sinuses 
throufjh  the  arachnoidal  villi  ami  "ranula- 
tious.  Normal  ab.sorption  may  he  altered  by 
blood  in  the  spinal  fluid  circubitin<r  in  the 
subarachnoid  space.  The  cerebrospinal  fluid 
acts  as  a space  compeu.satin<r  mechanism  be- 
tween the  brain  and  the  skull.  Blood  in  the 
siiinal  fluid  acts  as  an  ii-ritaut  amt  iiroduces 
.si"us  and  symptoms  characteristic  of  sidj- 
araehuoid  hemorrhafje. 

One  should  he  familiar  with  the  i)hysiolo"y 
of  the  cerebral  cortex  in  order  to  correctly 
interjiret  neurologic  signs  which  may  be  pro- 
duced by  injuries  to  the  brain  itself.  Some 
of  the  impoi'tant  gro.ss  areas  of  localization 
include  the  frontal  jioles,  the  motor  and  sens- 
ory areas,  the  speech  center,  the  visual  cen- 
ters and  the  basilar  structures  of  the  brain. 
Damage  to  the  frontal  jioles  causes  alteration 
of  cerebration,  concentration  and  judgment. 
Lesions  of  the  motor  cortex  produce  varia- 
tions of  voluntary  muscular  activity,  (ien- 
erally  speaking  destructive  lesions  cause 
contralateral  hemiplegia  while  irritative 
lesions  of  cortical  cells  produce  .Jacksonian 
epile])tiform  seizures  ou  the  opposite  side  of 
the  l)ody.  The  .sensoiy  area  lies  directly  be- 
hind the  motor  area.  Damage  in  this  area 
causes  .sensory  disturbances  on  the  opjiosite 
side  of  the  body.  The  siieech  area  is  localized 
in  a witle  area  centered  about  the  junction 
of  the  Rolandic  and  Sylvian  fissures  in  the 
left  hemisphere  in  the  right  handed  and  the 
right  hemisphere  in  the  left  handed.  The 
antei’ior  portion  is  chiefly  motor.  Extensive 
lesions  in  the  s])eech  area  produce  both  motor 
and  .sensory  aphasia.  The  visual  centers  are 
located  in  the  occipital  poles  in  the  Calcarian 
cortex  on  the  mesial  surface.  Damage  in  this 
area  produces  visual  field  defects  deiiending 
ou  the  size  of  area  involved.  Damage  to  the 
basilar  structures  in  the  region  of  the  hy- 


pothalmus  and  mesencephalon  can  produce 
alterations  in  blood  ])ressure,  water  regula- 
tion and  temperature — producing  glycosuria, 
hyperemia  and  death. 

Numerous  cla.ssifications  of  head  injuries 
have  been  made,  some  based  on  the  principal 
of  clinical  entities,  others  on  the  jiliysiologi- 
cal  or  anatomical  conditions  present.  The 
following  classification  is  based  on  the  result- 
ant gross  jiathology  and  is  an  abstraction 
from  pei-sonal  experiences  and  those  in  the 
literature. 

1.  !sim])le  scalp  wounds; 

Brush  burns,  contusion.s,  lacerations, 
subgalea  hematoma. 

2.  Skull  fracture  (with  or  without  a.ssoci- 
ated  brain  injury) 

A.  Vault 
If.  Ba.se 

('.  Simple  (linear  or  comminuted) 

I).  Depres.sed 
E.  (’omi)ound 

3.  Brain  Injury  (without  or  without  as- 
sociated skull  injury) 

A.  Concussion 

B.  Oedema  (cerebral) 

C.  (Vrebral  contusion 
1).  Cerebral  laceration 
E.  Hemorrhage 

(1)  Extradural 

(2)  Subdural 

(3)  Intracerebral 

(4)  Subarachnoid 

(5)  Diffuse  iietechial 

4.  (’oml)inations  of  the  above. 

Sub.se(pient  discussion  largely  rests  on  this 

classification. 

•\o  routine  jirocediires  can  be  followed  in 
the  initial  stage  of  a serious  head  injury.  The 
initial  symiitomatology  will  vary  in  almo.st 
every  ca.se.  Often  the  later  cour.se  of  indi- 
viiluals  with  exactly  similar  initial  symptoms 
will  vary.  livery  means  should  be  exhausted 
to  ascertain  the  condition  of  the  patient  im- 
mediately following  the  injim-  and  in  the  in- 
terval which  may  have  elai»sed  before  .seen 
by  a jihysician.  If  this  interval  is  a matter 
of  houi’s  the  information  obtained  may  be  the 
oidy  guide  for  the  proper  diagnosis  and  treat- 
ment. The  manner  in  which  an  injury  is 
sustained  is  also  important  from  a diagnostic 
standpoint. 

Synijitoms  of  traumatic  shock  are  infre- 


June,  1952 


Dei, AWARE  State  IMedicai.  Journal 


141 


quent  in  uncomplicated  cases  of  head  trauma. 
If  shock  is  present  one  should  examine  care- 
fully for  other  injuries  such  as  fractured 
bones,  including  cervical  spine,  chest  injur- 
ies, ruptured  viscus  with  intrathoracie  or  in- 
traperitoneal  hemorrhage  and  chest  injuries. 
When  signs  of  shock  are  observed,  the  treat- 
ment of  shock  takes  precedence  over  every 
other  consideration. 

Such  matters  having  been  taken  care  of  an 
effort  should  be  made  to  cla.ssify  the  injury 
and  to  determine  as  soon  as  possible  what 
type  of  operative  or  non-operative  treatment 
is  indicated. 

Generally  speaking  there  are  certain  injur- 
ies which  fall  into  the  non-operative  group. 
Namely : 

1.  Simple  concussion 

2.  Cerebral  oedema 

3.  Cerebral  contusions  and  lacerations  un- 
complicated by  extradural,  subdural  or  in- 
tracerebral hemorrhage  producing  increas- 
ed intercranial  pressure. 

4.  Uncomplicated  subarachnoid  hemorrhage 

5.  Simple  linear  fractures  of  base  of  the  .skull 
without  associated  brain  injury. 

Those  requiring  operative  treatment  in- 
clude : 

1.  Scalp  lacerations 

2.  Depressed  fractures  of  skull,  both  simple 
and  compound 

3.  A few  linear  fractures  complicated  by 
dural  tears  producing  cerebrospinal  fluid 
rhinorrhea 

4.  Extradural  hematoma 

5.  Subdural  hematoma 

G.  Penetrating  wounds  of  brain 
7.  Intracerebral  clots  (encysted) 

Careful  observation  and  repeated  neuro- 
logical examinations  together  with  certain  in- 
dicated diagnostic  procedures  such  as  spinal 
puncture,  x-ray  examination,  electroencepha- 
lographic  studies  and  occasional  air  studies 
are  u.sed  to  make  a differential  diagnosis.  Im- 
portant neurological  signs  include 
4.  The  de])th  and  duration  of  unconsciousness 

2.  The  ])resence  of  paralysis 

3.  The  presence  of  decerebrate  rigidity 

4.  Convulsions 

5.  Cervical  rigidity 

6.  Alterations  in  pulse,  respiration,  tempera- 
ture and  blood  pi'e.ssure 

7.  Occular  signs 


8.  Vertigo 

9.  Mental  symptoms 

By  and  large,  the  degree  of  cerebi’al 
trauma  is  in  direct  ratio  to  the  dei>th  and 
length  of  unconsciousne.ss.  The  length  may 
vary  from  a few  minutes  to  several  weeks. 
Concussion  is  clinically  characterized  by  a 
transient  impairment  or  lo.ss  of  consciousness 
which  may  last  from  a few  seconds  to  several 
hours.  Having  regained  consciousness,  most 
usually  having  vomited,  the  patient  makes  a 
speedy  and  complete  recoverju  The  spinal 
fluid  is  clear  under  normal  or  increa.sed  pres- 
sure. A ])atient  who  has  not  regained  con- 
sciousness after  two  or  three  hours  has  prob- 
ably sustained  contusions  and  lacerations  of 
the  brain. 

A contu.sed  brain  imjilies  a brui.sed  brain 
with  moderate  bleeding  into  the  subarachnoid 
space  with  normal  or  increased  s])inal  fluid 
jiressure.  Cerebral  laceration  imiilies  a torn 
brain  with  varying  amounts  of  bleeding  into 
the  subarachnoid  or  subdural  space.  Without 
gro.ss  bleeding  the  spinal  fluid  pressure  is 
normal  or  lower  than  normal.  The  most  fre- 
quent points  of  laceration  and  contusion  are 
at  the  tips  of  the  frontal,  temporal  and  oc- 
cipital poles.  The  ojiposite  side  of  the  brain 
to  the  point  of  impact  may  be  contxised  or 
lacerated  by  contra  coupe. 

Cei’ebral  oedema  is  due  to  an  increase  of 
ti.s.sue  fluids  in  the  brain.  Recent  experi- 
mental studies  indicate  that  this  condition  is 
not  a fre([uent  condition  following  trauma. 
When  it  does  occur,  uncomplicated,  the  spinal 
fluid  is  clear  and  under  increased  ])ressure. 

Subarachnoid  hemorrhage,  which  implies 
bleeding  into  the  .subarachnoid  space,  is  us- 
ually followed  by  irritative  signs  such  as  rest- 
lessness, delirium,  neurologic  like  head  pains, 
cervical  rigidity  and  all  the  classical  signs  of 
meningitis.  The  spinal  fluid  contains  blood 
and  the  pressure  is  normal  or  less  than  normal 
when  gx’oss  hemorrhage  is  present. 

Patients  with  small  deep  seated  multiple 
hemorrhages  show  characteristic  signs  of  low 
spinal  fluid  pressure : rapid  j^ulse  and  respir- 
atory rate ; sharp  rise  in  temperatui'e ; semi- 
consciousness with  restlessness ; spasticity  of 
muscles,  cranial  nerve  or  other  paralyses; 
lethargic  state  and  other  neurologic  signs,  de- 
pending on  the  location  of  the  lesions — the 
most  frequent  sites  being  in  the  region  of  the 
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Vein  of  (Jalen  system,  the  brain  stem  and 

the  basal  {ranglia. 

The  important  measures  to  be  considered 

in  the  non-operative  treatment  include : 

1.  The  control  of  shock 

2.  The  maintenance  of  free  respiratory  ex- 
chanjie  and  the  prevention  of  drainafre  of 
mucous,  vomitus  and  secretions  into  the 
bronchial  tree.  This  is  best  accomplished 
by  postural  drainage.  The  foot  of  the  bed 
is  elevated  to  an  angle  of  30°.  The  pa- 
tient is  ])laced  on  the  abdomen  or  side,  with 
the  head  in  such  i>osition  to  iiennit  free 
drainage. 

3.  The  control  of  rest le.s.sn ess  by  sedative 
drugs  and  limited  restraint.  The  drugs 
which  have  been  found  to  be  most  effective 
include  paraldehyde  by  mouth  or  rectum ; 
sodium  luminal  in  fairly  large  do.ses  hy- 
l)odermically  or  sodium  amytal  intraven- 
ously. IMorjihia  is  contraindicated  because 
of  its  depressing  effect  on  the  respiratory 
centers  and  its  masking  effect  on  the  state 
of  consciousness.  Often  the  catheteriza- 
tion of  a full  bladder  will  produce  remark- 
able re.sults  in  controlling  restle.ssness. 

4.  Nourishment  in  the  uncon.scious  jiatient 
should  be  maintained  by  intravenous  in- 
jections of  dextrose  10%  solution  in  sterile 
water  or  by  a high  caloric,  well-balanced 
intake  by  gavage. 

5.  The  question  of  fluid  intake  is  .still  a most 
disputed  (piestion.  Some  advise  extreme 
dehydration.  Others  feel  that  this  is  un- 
nece.s.sary  in  mo.st  patients  and  that  it  may 
I)roduce  confusing  elevation  of  tempera- 
ture, and  an  alarming  high  protein  nitro- 
gen. We  have  been  convinced  that  best 
results  can  be  obtained  by  limiting  the 
fluid  intake  to  1500  cc  per  24  hours.  10% 
dextrose  in  distilled  water  intravenously 
is  recommended. 

().  The  (juestion  of  spinal  inincture  is  also  a 
disputed  one.  In  some  clinics  spinal  punc- 
ture is  performed  on  every  case  of  cranio- 
cerebral injury  regardless  of  the  clinical 
picture.  Others  are  more  conservative  and 
recognize  certain  contraindications.  Num- 
erous jiroven  fatalities  have  been  rcjiortcd 
following  spinal  tap  on  patients  with  in- 
creased intercranial  pressure.  Pressure 
cones  may  be  jiroduced  at  the  incisura  or 
the  foramen  magnum  causing  death  or 


alarming  medullary  symptoms.  We  feel 
that  lumbar  puncture  is  indicated  in  cases 
which  do  not  show  clinical  evidence  of  in- 
crea.sed  intercranial  pressure,  mainly  to  de- 
termine the  pre.sence  or  absence  of  blood. 
At  times  repeated  jiunctures  are  indicated 
for  the  removal  of  bloody  spinal  fluid 
where  the  bleeding  has  ceased  and  the 
blood  is  causing  meningeal  irritation. 
Spinal  puncture  is  contraindicated  in  all 
cases  where  there  is  clinical  evidence  of 
high  increased  spinal  fluid  pressure  or  of 
exiianding  lesions  in  the  posterior  fos.sa. 
Bilateral  exploratory  trephines  under  local 
anaesthesia  is  a simple  and  safe  procedure 
and  should  be  used  for  diagnosis  and  lo- 
calization in  such  ca.ses. 

7.  The  use  of  hypertonic  .solutions  to  reduce 
intercranial  pressure  is  resened  for  those 
patients  who  are  in  critical  condition  from 
surgical  complications  and  when  time  is 
needed  to  prepare  the  patient  and  the 
operating  room  for  surgery,  or  for  tho.se 
jiatients  who  develop  increased  intercran- 
ial pre.s.sure  from  meningeal  irritation 
without  surgical  complications.  Hyper- 
tonic sale  .solution  or  concentrated  dextro.se 
will  reduce  the  pressure  quickly.  For  i>ro- 
longed  u.se  concentrated  sucrose  (50%)  is 
effective  but  is  not  without  danger  of  renal 
damage. 

One  of  the  mo.st  important  operative  pro- 
cedures in  craniocerebral  trauma  is  the  proper 
treatment  of  .scalp  wounds.  All  .scalp  wounds 
.should  be  handled  meticulously  for  even  the 
small  jiuncture  wounds  act  as  portals  for  in- 
fection. The  imjiortant  stejis  to  be  followed 
arc : 

1.  Careful  cleansing  and  .shaving  of  a wide 
area  about  the  wound,  and  the  wound  it- 
.self  after  blocking  off  with  local  anaes- 
thesia. 

2.  Adeipiate  drajiing 

3.  Inspection  and  j)alpation  of  pericranium 
and  skull  for  fractures 

4 Control  of  hemorrhage 
5.  Careful  debridement 

().  Accurate  primary  suturing  of  the  wound 
in  layei’s,  using  interrupted  black  silk  su- 
tures in  the  galea  and  through  and 
through  interrupted  sutures  in  the  .scalp 
7.  The  use  of  sulphonarnides  and  antibiotics 
to  i)revent  infection. 
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It  should  be  kept  in  mind  that  the  improper 
care  of  a simple  scalp  wound  may  result  in 
serious  complications  such  as  osteomyelitis — 
cerebral  abscess  or  meningitis. 

Practically  all  depressed  fractures  of  the 
skull,  both  simple  and  compound,  require 
surgical  repair.  This  type  of  injury  may  be 
associated  with  dura  tears  and  local  brain 
contusion  and  laceration  which  will  also  re- 
quire repair.  The  principles  to  be  followed 
include  those  mentioned  for  scalp  wounds  and 
in  addition  careful  removal  of  detached  bone 
fragments  and  foreign  material,  adequate  ex- 
posure for  inspection  and  repair  of  the  under- 
lying structures  and  the  control  of  hemorr- 
hage, removal  of  devitalized  brain  tissue  by 
suction  and  careful  closure  of  the  dura  to 
prevent  spinal  fluid  leak.  Large  bony  de- 
fects should  be  left  for  a secondary  operation. 
Some  small  defects  can  be  repaired  at  the 
time  of  the  initial  operation,  depending  on 
the  condition  of  the  patient  and  the  facilities 
at  hand. 

Extradural  hemorrhage  almost  always  has 
its  origin  from  a tear  in  the  middle  meningeal 
artery  usually  produced  by  a linear  fracture 
extending  across  the  squamous  portion  of  the 
temporal  bone.  The  bleeding  is  usually  slow 
as  it  strips  the  dura  from  the  skull,  but  it 
may  expand  rapidly  to  cover  a large  area  of 
the  hemisphere  to  produce  increased  inter- 
cranial  pressure  and  focal  neurological  signs. 
The  classical  s^mdrome  may  manifest  itself 
by  a short  period  of  unconsciousness  follow- 
ing a blow  on  the  head,  followed  by  a lucid 
interval  in  which  the  patient  may  complain 
of  headache  and  nausea  but  be  perfectly  ra- 
tional. This  interval  in  tuni  is  followed  by 
other  signs  of  increasing  intercranial  pres- 
sure : drowsiness,  stupor,  coma,  slowing  of 

the  pulse,  vomiting  and  elevation  of  blood 
pre.ssure.  This  state  may  be  preceded  or  fol- 
lowed by  focal  signs  such  as  weakness  of  the 
contralateral  face,  arm  and  leg  with  reflex 
changes  and  a dilated  pupil  usually  on  the 
side  of  the  lesion.  If  the  condition  is  not 
recognized  and  treated  the  coma  deepens — 
there  may  be  a convulsive  seizure  and  the 
pulse  and  temperature  increase  and  the  blood 
pressure  falls.  IMedullary  function  fails  and 
the  patient  dies  within  several  hours.  Long 
before  these  symptoms  develop  a diagnosis 
should  be  made  and  operation  performed  for 


removal  of  the  clot  and  the  control  of  hemorr- 
hage. Doubtful  eases  should  be  explored 
early.  The  original  burr  opening  on  the  sus- 
pected side  at  the  temporal  ridge  will  con- 
firm the  diagnosis  and  serve  as  a starting 
point  for  a liberal  subtemporal  exposure  for 
the  removal  of  the  clot  and  the  control  of 
bleeding. 

Subdural  bleeding  usually  arises  from  a 
tear  of  one  or  more  of  the  cortical  veins  enter- 
ing the  venous  sinuses.  In  severe  head 
trauma,  laceration  and  contusion  of  the  brain 
may  be  present  and  therefore  bleeding  from 
the  cortical  vessels  may  be  either  venous  or 
arterial  and  difficult  to  control.  Bleeding 
spreads  unrestricted  because  of  the  nature  of 
the  subdural  space.  It  may  consist  of  a thin 
soft  clot  over  a portion  of  the  cortex  or  it 
may  be  found  as  a large  collection  of  blood 
over  one  or  both  hemisiiheres.  In  most  cases 
the  arachnoid  is  torn  and  the  leakage  of  cere- 
brospinal fluid  produces  a mixture  of  blood 
and  spinal  fluid.  This  accounts  for  the  fact 
that  solid  subdural  clots  are  not  often  en- 
countered. In  the  acute  form  the  symptoms 
vary  widely  and  depend  on  the  location  of 
the  brain  injury  and  the  extent  of  bleeding. 
Most  patients  are  unconscious  after  the  in- 
jury and  remain  so.  Signs  of  increased  inter- 
cranial  pre.ssure  develop  with  or  without  focal 
signs,  depending  on  the  location  of  the  lesions. 
When  one  is  forced  to  treat  the  patient  surgic- 
ally at  an  early  stage,  the  treatment  is  often 
unsatisfaetoiy  due  to  the  fact  that  the  venous 
or  arterial  bleeding  is  difficult  to  localize  and 
control. 

Often  multiple  exploratory  burr  openings 
are  necessary  to  locate  and  evacuate  the  blood. 
Drainage  is  frequently  necessary.  Improve- 
ment is  usually  slow  after  operation.  The 
control  of  increased  intercranial  pressure  and 
the  use  of  non-operative  treatment  measures 
are  the  main  points  to  be  considered.  Re- 
exploration for  fresh  bleeding  is  frequently 
necessary  when  there  is  a secondaiy  rise  in 
intercranial  pressure. 

Chonic  subdural  hematoma  presents  a dif- 
ferent picture  clinically.  This  condition  us- 
ually follows  a slight  trauma  to  the  head 
which  produces  a small  tear  in  a cortical  vein 
entering  the  venous  sinuses  without  other 
brain  damage.  The  bleeding  is  slow  and  in- 
termittent allowing  the  brain  to  accommodate 
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itself  to  a fj;ratlual  increase  in  intercranial 
pressure  without  definite  early  si"us.  Symp- 
toms may  appear  within  a few  days  hut  us- 
ually weeks  or  even  months  elapse  before 
symidoms  apj)ear  and  the  comlition  is  suspect- 
ed. Din  ing  this  jieriod  the  blood  becomes  en- 
capsulated and  may  extend  over  the  entire 
hemisphere  or  may  be  localized  over  a smaller 
area. 

The  .symiitoms  consist  of  personality 
changes,  mild  intermittent  headache,  drowsi- 
ness and  mental  retardation.  Later,  as  the 
intercranial  pres.sure  slowly  increases,  nausea, 
vomiting,  dizziness  and  blurred  vision  de- 
velop. f'onvulsions  and  localized  i)araly.ses 
are  not  freipiently  encountered. 

The  neurological  signs  are  those  of  slowly 
increasing  jire.ssure.  Focal  signs  are  variable 
and  slight  and  therefore  cannot  be  relied  upon 
for  diagnosis  or  localization.  The  spinal  fluid 
pressure  is  slightly  elevated  and  slightly  xan- 
thochromic. 

Fxjiloratory  trejihine  openings  will  e.stab- 
lish  the  diagnosis  when  the  expo.sed  dura  pre- 
sents the  typical  green i.sh-blue  appearance. 
When  the  outer  wall  of  the  .sac  lying  on  the 
under  surface  of  the  dura  is  ojicned,  brown- 
ish-red liipiid  clots,  often  in  large  (|uantities, 
evacuate  themselves.  The  trephine  opening 
should  be  slightly  enlarged  to  permit  adeipiate 
opening  in  the  dura  and  sac  to  iiermit  free 
evacuation  to  effect  a cure  without  drainage. 
Occasionally  solid  clots  and  clots  in  all  stages 
of  degeneration  are  encountered.  In  such 
cases  when  the  clot  cannot  be  removed  it  is 
necessary  to  turn  a bone  flap  and  remove  the 
entire  sac  with  its  contents.  It  is  not  nece.s- 
sary  to  remove  the  sac  to  effect  a cure.  Bi- 
lateral exi)loration  is  always  indicated,  for 
the  condition  is  bilateral  in  20%  of  the  cases. 

The  treatment  of  penetrating  wounds  of  the 
brain  is  based  on  the  iirincijiles  developed 
by  Dr.  Cushing  and  his  co-workers  in  World 
War  1.  Only  a few  modifications  and  refine- 
ments have  been  adiled.  These  jirinciples 
briefly  consist  of 

1.  Thorough  cleansing  of  the  area  surround- 
ing the  wound  as  mentioned  in  treatment 
of  scalp  lacerations 

2.  Knlargement  of  the  scalp  wound  to  exjiose 
the  bony  involvement 

3.  Knlargement  of  bony  involvement  to  give 
aileipiate  exposure  of  involved  brain 


4.  Careful  debridement  of  all  structures  from 
without  inward 

5.  (.’ontrol  of  hemorrhage  by  coagulation  or 
silver  clips 

1).  Kemoval  of  all  macerated  brain,  small  bone 
fragments  and  debris  by  suction  and  irri- 
gation 

7.  Kemoval  of  metallic  bodies  when  feasible 
and  possible  without  large  damage  to  the 
brain 

8.  Repairs  of  dura  with  fascia  or  prepared 
membrane  to  effect  a tight  closure 

9.  Closure  of  scalp  without  drainage  as  de- 
scribed in  scalp  wounds 

10.  U.se  of  chemothera])y  and  antibiotic 
therapy  to  prevent  infection 

The  operative  treatment  of  cerebrospinal 
fluid  rhinorrhea  is  a formidable  procedure 
and  .should  be  left  to  the  trained  neurosurgeon 
and  avoided  by  the  occasional  intercranial 
operator. 

Time  does  not  permit  a discussion  of  the 
common  .se(|uela,  of  craniocerebral  trauma, 
ll  is  hoped  that  such  se(|uela,  as  ejiilep.sy,  cor- 
tical atrophy  and  the  .so-called  post  concus- 
sion .syndrome  will  be  le.ss  freiiuently  en- 
countered as  the  general  principles  of  treat- 
ment are  more  freipiently  employed. 

In  this  paper  I have  made  no  pretense  of 
thoroughly  covering  all  aspects  of  craniocere- 
bral trauma.  Neither  has  an  attemjit  been 
made  to  discuss  in  detail  the  non-operative 
treatment  or  operative  techniipie.  It  has  been 
written  primarily  to  stimulate  more  detailed 
inve.stigation  by  the  physician  and  surgeon 
who  is  not  him.self  a neurologist  or  neuro- 
surgeon. 

2 K.  Read  Street 

Di.suu.ssion 

Dr.  B.  J.  Dordy  (Wilmington):  I would 
like  to  thank  Dr.  Coblentz  for  this  clear  and 
interesting  pajicr  on  the  general  care  and  ap- 
proach to  head  injuries.  He  has  covered  the 
entire  field. 

I would  only  like  to  perhaps  re-emphasize 
.several  points  that  he  has  mentioned.  One 
is  the  extreme  imiiortance  of  the  jirojier  care 
of  scalp  wounds.  As  he  says,  it  is  too  often 
forgotten  that  a seal])  laceration  is  a portal 
of  infection  which  may  lead  to  serious  com- 
]>lications,  such  as  osteomyelitis,  cerebral  ab- 
sces.s,  or  meningitis. 

In  the  aiiproach  to  fluid  balance  in  the 
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head-injured  patient,  I think  the  general 
trend,  as  Dr.  Coblentz  has  pointed  out,  is 
toward  leaving  behind  the  older  methods  of 
extreme  dehydration.  Extreme  dehydration 
in  the  patient  who  has  been  restricted  in  his 
fluid  intake  can  be  a striking  thing  and  give 
a picture  almost  as  alarming  as  was  the  head 
injury  itself.  So  only  an  adequate  fluid  in- 
take should  be  given. 

Probably  the  most  important  single  thing  in 
the  non-operative  care  of  the  head  injury  is 
maintenance  of  a clear  airway,  going  as  far  as 
reinserting  trachea  tubes  in  an  attempt  to 
clear  the  bronchial  tree. 

In  diagnosing  time  for  surgical  interven- 
tion in  head  injuries,  the  list  or  group  of  fac- 
tors, as  Dr.  Coblentz  has  mentioned,  should 
be,  of  course,  interpreted  as  a whole.  Xo 
.single  sign  gives  us  the  “pitch”  on  when  to 
go  in.  I think  the  most,  or  among  the  most 
important  of  those,  is  the  depth  of  uncon- 
sciousness of  the  patient,  which  depends  on 
the  careful  observation  from  the  time  he 
enters  the  hospital  so  that  you  can  decide 
whether  or  not  the  state  of  consciousness  is 
deepening,  staying  the  same,  or  improving. 

The  question  of  subdural  hematoma  of 
course,  divides  itself  into  the  acute  and 
chronic  subdurals. 

One  thing  might  be  mentioned  in  addition 
to  Dr.  Coblentz’  discussion — that  is,  the  pres- 
ence of  subdural  hematomas  in  infants,  bring- 
ing up  a different  problem  but  a very  im- 
portant one,  in  diagnosing  these  adequately 
and  sufficiently  early,  so  that  the  fluid  can 
be  removed — and,  when  necessary,  the  mem- 
branes are  removed  in  order  to  prevent  inter- 
ference to  the  devolping  of  the  infant's  brain. 

Chronic  subdural  hematoma  has,  as  Dr. 
Coblentz  mentioned,  a minimum  of  definite 
signs.  It  might  be  called  “the  great  imita- 
tor”. 

With  regards  to  technique,  I would  like 
to  say  only  this  one  thing.  There  is  no  harm 
in  performing  a negative  trephine.  This  can 
be  done  under  local  or  at  the  most  under 
slight  anasthesia,  and  it  is  better  to  perform 
a trephine  rather  than  let  a possible  lesion 
go  by.  l\Iany  times  it  is  necessary  to  do  that 
even  though  we  can  make  a clear  preoperative 
diagnosis  of  a cranial  lesion.  It  is  necessary 
to  say  when  the  trephines  should  be  bilateral. 


and  one  may  not  suffice.  You  may  have  to 
make  several. 

As  an  illustration,  while  in  the  Army  at 
Frankfurt,  we  had  a boy  come  in  who  died 
shortly  after  admission.  lie  had  been  trei>hin- 
ed  at  an  earlier  admission  but,  unfortunate- 
ly, the  trei)hining  had  not  been  .sufficient  to 
uncover  the  source  of  the  lesion.  Had  an- 
other trephine  been  made,  say,  only  3 cm. ’s 
from  the  orignial  one,  there  may  have  been 
a different  outcome. 

Dr.  D.  J.  Prestox  (Wilmington):  I am 

highly  grateful  to  Dr.  Coblentz  for  his  excel- 
lent and  ])ractical  discussion  of  an  important 
subject.  It  brings  to  mind  an  early  exper- 
ience of  mine  in  the  treatment  of  head  in- 
juries. 

I was  asked  to  see  a fifty  year  old  man  who 
had  fallen  down  and  injured  his  head.  He 
was  tempoiarily  unconscious,  apparently  well 
for  two  days  or  so  and  then  would  become  un- 
conscious again.  He  was  brought  into  the 
hos])ital  in  a comatose  state.  When  I saw  him 
he  had  signs  of  localization  in  his  left  hemis- 
phere, with  paralysis  of  the  oi>posite  side. 
That  seemed  like  an  obvious  enough  history. 
We  took  him  to  the  operating  room,  made  a 
hole,  removed  the  blood  clot  and  while  on  the 
operating  table  his  i)ulse  rate  improved,  and 
his  blood  pressure  and  respiratory  rate  im- 
I)i'Oved.  After  he  was  returned  to  bed,  he 
seemed  to  do  well  for  the  first  day;  then,  de- 
s])ite  supportive  measures  within  two  more 
days  he  died.  I was  very  much  disa])pointed, 
e.specially  so  because  I was  unable  to  obtain 
a ])ost-mortem  examination. 

Soon  after  this  occurred.  I had  occasion  to 
discuss  the  case  with  a neurosurgical  friend 
of  mine  and  I said:  “why  was  I unable  to 

save  this  man?"  He  chuckled  and  remarked, 
“5  on  probably  would  have  saved  him  if  you 
had  opened  the  other  side. 

His  feeling,  of  course,  coincided  with  what 
was  .said  today,  and  is  a practical  point  that 
one  trephine  may  not  be  adeqiiate.  and  in  all 
cases,  if  you  don 't  find  fhe  clot  that  you  know 
is  there,  you  must  certaiidy  try  elsewhere, 
there,  or  on  the  opposite  side,  or  in  different 
places  on  the  same  side. 

The  remarks  made  by  Dr.  Coblentz  about 
the  magnitude  of  seal])  wounds  are  very  good. 

I think  any  cai’eles.sness  in  this  matter  is  in- 
excusable, because  of  the  underlying  chance 
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(jT  cianial  iiilVction.  It  ^ivcs  tl’.c  examiner 
a eliaiiee  to  exaniiiu'  the  iiml(‘ilyiii^  hone  to 
(letennine  |»resenee  of  a I'l-aeture  oi'  iinli'ixani 
bone  l'ra<rinent.  There  I think  we  should  take 
advantafje  of  the  do])ri(leinent  of  the  hone, 
and  it  is  important  that  an  aseptic  teehni<iue 
he  lln>  rule,  without  (|Ueslion. 

The  peiK'ti'atiiifr  wounds  of  the  skull,  espe- 
cially as  in  shell  fracture,  etc.,  we  don't  see 
often  in  civilian  life,  ])ut  when  they  do  occur 
the  first  thin»:  the  family  will  ask  is:  "has 

the  bullet  been  removed?" 

I was  favorably  impressed  by  Dr.  Col)- 
hntz'  I'emarks  that  it  is  not  of  ”:reat  impor- 
tance to  remove  the  Ixxly  that  is  not  causin”: 
(lamafje,  and  1 am  cci'tain  others,  as  well  as 
he,  have  seen  dama5?e  occur  from  unwise  re- 
moval of  metallic  bodies  not  causin<i  (lamafre. 
The  removal  of  such  bodies  can  .sometimes 
cause  .sc'vere  damage.  This  does  not  mean  that 
inti'acranial  wounds  should  not  be  debi'ided, 
with  the  removal  of  the  chroiuc  tissue  and 
ingrown  bone  fi‘a*>ments,  or  in-drivem  fra«- 
numts.  I recall  one  doctor  said  "a  bullet 
which  (Miters  the  skull  is  dan<jerous  only  so 
lon^  as  it  is  moviii”'. ’’  Perhaps  that  is  not 
entirely  true,  but  certainly  the  bullet  if  not 
moviii"  and  not  causins;  damage  miftht  better 
be  left  alone. 

The  habit  of  rushinst  patients  from  the 
scene  of  the  accident  risrht  to  the  x-ray  room 
is  sometimes  unwise,  especially  in  those  who 
have  severe  injuries  other  than  their  head 
injury.  1 have  seen,  on  occasion,  a patient 
in  shock,  bein«:  taken  to  the  x-i'ay  dejiartment 
for  x-ray  studies  and  the  treatment  of  the 
shock  bein<>:  delayed  or  deferred.  That.  1 
think  is  somethin<r  we  should  <ruard  against 
becauM*  certainly  our  first  conceiai  should  be 
tlie  trc'atment  of  shock.  It  is  also  true  that 
in  the  case  of  many  head  injuries  shock  is 
relatively  slight  or  absent,  and  when  we  .s(‘c 
a patient  with  a deep  shock  and  haviiiff  a 
head  injury,  we  immediately  look  for  other 
causes  for  that  shock — a crushed  chest,  inti'a- 
thoracic  ble(>dinfj:  or  abdominal  bleedin*',  or 
injuries  to  the  extremeties  may  be  also  as- 
sociated with  the  head  injuries. 

1 re;ilize  that  Dr.  Coblentz’  discussion  did 
not  bear  upon  the  se(pielae  of  head  injuri(*s, 
but  1 would  like  to  ask  him  to  say  something 
about  one  of  these  troublesome  .setpielae — the 
so-called  post-concussion  syndrome. 


Pm:sii)i;.\T  Wacjnku  : A <*reat  many  of  us 
aie  lookiim:  foiwai'd  to  hearinji  Dr.  dohn  W. 
('line  this  evening:  in  a jirepared  address, 
lint  since  he  is  with  us  at  this  session,  1 would 
like  to  call  on  him  now  to  make  a few  remarks 
])ertinent  to  this  subject. 

Dh.  doiix  W.  ('i.iXK  (President,  A..M.A.)  : 
Thank  you,  Di'.  \Va}>iiei’.  1 have  (Mijoyed  this 
very  comprehensive  i)aper  and  the  pertinent 
remarks  of  the  discu.s.sants.  1 don't  believe 
there  is  anythin<r  that  1 can  add  to  the  dis- 
cussion. 

When  1 was  i(*sident  suisicon  at  the  Belle- 
vue— a flood  many  yeais  a*jo,  we  confionted 
often  the  difficulty,  as  one  does  in  public  hos- 
pitals of  a patient  who  had  been  drinkinj' 
and  had  a head  injury  of  some  de<rree.  It 
was  nece.ssary  to  differentiate  as  to  whether 
the  princij)al  thin<i  was  the  alcohol  or  the 
principal  thinij  was  the  injiuy,  and  1 think 
in  many  instances  that  still  holds  true.  I 
would  be  very  interested  to  have  Dr.  Cob- 
lentz  eidarfije  upon  that,  if  he  has  time. 

The  other  thin<>:  that  we  found  out  at  that 
time  at  Bellevue,  and  the  thiiifi  we  have  u.sed 
in  San  Francisco  County  Hospital  is  to  in- 
sist that  the  hospital  doctor  record  periodical- 
ly a faii  ly  com])lete  neurolofrical  examination, 
because  of  the  changes  takin>r  place  are  ex- 
tnunely  important  and  the  memory  of  man 
is  extremely  fallible.  If  an  actual  rc'cord  has 
bc(Mi  made  |)eiiodicalty,  tlnm  the  chan<res  can 
he  demonstrated.  And  lookin*i  back  over  the 
past  2b  years  it  schmus  to  me  the  i»rineipal 
advance  made  in  the  triMitment  of  head  in- 
juiy  has  resulted  from  a ftieat  understand- 
iiif?  of  the  actual  patholofiical  and  physiolofti- 
cal  chaiifjes  they  produce  and  the  restriction 
of  radical  procedures  to  the  elimination  of 
those  particular  conditions,  rather  than  in  the 
old  days,  when  the  subtemi)oral  decompres- 
sions were  done  for  increa.sed  intracranial 
pressures  of  one  type  or  another  wheie  there 
was  no  sp(*cific  patholo«ry  which  could  be  dealt 
with. 

Pkk.sidkxt  Wacxkr  : Thank  you,  very  much. 
Dr.  Cline. 

Is  tluM’c  any  other  discussion  on  this  very 
interestiiifi  paper?  If  not,  I shall  call  on  Dr. 
Coblentz  to  close  the  distMi.ssion. 

Di«.  CoHLK.XTZ:  1 was  very  ylad  to  have 
Dr.  (iordy  and  Dr.  Preston  emphasize  the  im- 
|;ortance  of  prop(“r  treatment  of  scalp  wounds 
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and  the  prevention  of  infection,  and  also  to 
emphasize  the  fact  that  all  foreijrn  bodies 
don't  have  to  be  removed,  especially  if  it  en- 
tails damajae  to  brain  tissue  that  is  not  ad- 
jacent to  the  actual  damaged  brain.  Often 
a gunshot  wound  or  fragment  may  he  far 
displaced  from  the  ])ortal  of  entry.  I have 
seen  a lot  of  damage  done  in  probing  around 
even  under  x-ray,  trying  to  take  out  a small 
foreign  body  at  another  point.  I think  judg- 
ment has  to  be  used  along  tho.se  lines. 

After  the  First  World  War  theie  were 
])lenty  of  foreign  bodies  left  in,  and  the  ab- 
scesses formed  were  all  sterile,  i)ractically. 
Some  had  to  be  operated  on. 

The  question  of  subdural  hematoma  iii 
children  I did  not  go  into,  because  I think  the 
treatment  of  cerebral  trauma  in  children  dif- 
fers quite  a bit  from  that  in  adults.  They 
react  differently.  What  might  give  an  adult 
a headache,  might  give  a child  a convulsion. 
And  with  the  proper  control  convulsive  seiz- 
ures I have  seen  the  patient  recover  without 
any  residual.  That  is  not  often  seen  in  grown 
people. 

The  subdurals  in  children  are  very  elusive. 
I remember  a case  of  a child,  a new-born, 
which  had  trauma  at  birth.  The  head  start- 
ed to  enlarge  and  the  child  was  referred  to 
our  clinic.  We  did  subdural  taps,  the  .sub- 
dural fluid  was  slightly  xanthochromic.  And 
we  felt  the  child  had  subarachnoid  hemor- 
rhage. We  did  tapping  until  the  blood  had 
almost  cleared.  In  the  meantime  the  baby's 
head  kept  enlarging.  We  couldn't  act,  for  the 
reason  there  was  nothing  in  the  subdural 
space  over  the  hemisphere  and  that  the  spinal 
fluid  had  practically  cleared  of  blood. 
Through  a very  small  incision  in  the  scalp 
and  a small  opening  in  the  bone  we  came 
down  on  the  chronic  .subdural  hematoma.  The 
child  was  two  weeks  old  by  the  time  we  got 
to  it.  It  was  a rare  case  and  not  often  found 
in  life  but  is  found  at  autopsy.  In  fact,  that 
was  the  only  case  I could  find  that 
had  been  found  before  death.  There  had 
been  subdurals  around  the  chiasm  and  around 
the  base,  but  I think  this  was  the  only  one 
in  the  posterior  fossa.  So  it  can  happen 
there,  but  it  is  not  frequent. 

Dr.  Cline  brought  up  the  fpiestion  where 
you  don't  know  whether  the  patient  is  drunk 
—you  smell  alcohol  on  his  breath  and  evident- 


ly he  has  had  a blow  on  the  head.  AVe  treat 
the  patients  just  as  if  they  had  never  had 
a drink  of  liquor. 

And  probably  a little  moie  obvious  and  one 
of  the  things  I didn't  emphasize  was  a record 
on  the  chart  of  the  progress  of  that  patient, 
state  of  consciousness.  {)aralysis,  or  any 
change  in  pulse  or  temperature,  and  that 
should  be  recorded,  because  in  case  of  internes 
or  nurses  changing  you  just  don't  know,  oth- 
erwise. Not  only  are  you  confused  with  those 
that  come  in  with  alcohol  on  their  breath,  but 
'the  patient  may  fall  suddenly  and  .strike 
his  head  and  he  comes  in  with  a hyperten- 
sion, at  least  you  feel  that  he  has  such.  You 
may  not  see  him  for  two  or  three  hours  after 
the  fall,  and  the  inci'ea.se  in  blood  i)ressure 
may  be  due  to  the  increase  in  intracranial 
pressure.  That  can  be  confusing  at  times. 
You  can't  tell  whether  there  is  a spontaneous 
hemorrhage  or  he  had  a stumble,  or  that  the 
condition  was  due  to  cerebral  trauma. 

Way  back  some  time  ago  we  used  to  do 
spinal  ])uncture.s  of  every  ca.se  where  we 
smelt  alcohol  on  the  breath,  hoi)ing  that  would 
bring  him  out  of  the  alcoholic  state,  but  you 
get  into  trouble  doing  si)inal  punctures  on 
cases  where  that  shouldn't  be  done.  So  our 
method  is  more  observation  on  the  fellow  you 
feel  is  drunk  and  has  had  too  much  alcohol. 


THE  MEDICAL  MANAGEMENT 
OF  EPILEPSY^ 

Dou(;l-\s  T.  Davidson,  Jr..  AI.  D..* ** 
Boston.  Alass. 

Epile])sy,  that  condition  characterized  by 
periodically  recurrent  fits,  spells,  convulsions 
or  seizures,  affects  at  least  800,000  iier.sons  in 
these  United  States.  Epilepsy  affects  more 
individuals  than  cerebral  i)alsy,  infantile 
paralysis  or  active  tuberculosis.  Like  infan- 
tile paralysis,  ei)ilepsy  strikes  down  its  vic- 
tims in  all  classes  of  society  and  in  all  age 
groups,  though  thi'ee-cpiarters  are  first  af- 
fected as  children.  Like  infantile  paralysis, 
it  strikes  strong  as  well  as  weak.  Every  bus- 
iness. trade,  art  or  jirofession  contributes  its 
ciuota  of  sufferers  from  epilepsy  so  that  the 
handicai).  obviously,  does  not  preclude  super- 
ior intellectual  or  artistic  endowment  or 
achievement.  And  yet,  what  is  too  often  the 

* Read  before  the  Medical  Society  of  Delaware,  W’il- 
mington.  October  9.  1951. 

••  Assistant  in  Pediatrics.  Harvard  University. 
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t‘|)ih'i)tic’s  place  today?  Sti«;matizcd,  isolat- 
ed I'roin  normal  social  contacts,  denied  educa- 
tional opi)ortiinities  and  all  too  frecpiently 
rel'used  a chance  to  earn  a livin«:,  he  is  driven 
to  umvilliiifr  dependence  on  iini)ersonal  char- 
ity and  is  sup])orted  in  idleness  at  the  cost 
ol  millions  of  dollars  yearly.  At  a very  rea- 
sonable financial  outlay  to  ])rovide  modern 
treatment  and  proper  job  trainin<>:  and  place- 
ment, the  majority  of  emj)loyable  ei)ileptics 
— two-thirds  of  all  the  adults — can  be  made 
l)roductive  members  of  .society  at  a tremend- 
ous savin*;  in  dollars  and  with  inestimable 
b(‘nefit  to  our  society. 

When  the  facts  about  epileirsy  are  known 
to  a reasonable  number  of  our  citizens,  new 
and  more  rational  attitudes  on  the  part  of  the 
public  will  ])revail  and  the  tou<>he.st  part  of 
the  problem  will  have  been  solved.  At  this 
])oint  1 would  like  to  advocate  support  for  the 
.National  Epilei)sy  Leaj;ue,  a lay  or<;ainzatiou 
which  is  ])ioneerins>-  on  the  fis>ht  to  stamp  out 
su])erstitions  and  misconceptions  about  epi- 
lc])sy  by  makin*;  the  facts  available  to  all.  I 
fully  acknowledsi'e  our  ijidebtedness  to  .lack- 
son,  (lowers,  Hers;er,  Lennoe,  I’enfield,  the 
doctors  who,  throu*;!!  their  ingenuity,  indus- 
try and  devotion  have  conti-ibuted  .so  bril- 
liantly to  our  understanding  of  this  age-old 
scourge  and  have  made  i)ossible  the  magnifi- 
cent advances  in  treatment.  Finally,  I would 
like  to  pay  tribute  to  those  parents  of  epilej)- 
tic  children  and  to  those  individuals  who  suf- 
fer from  the  disea.se  who  are  courageously  and 
clearly  demonstrating  to  the  world  that  epi- 
lepsy is  not  a mysterious,  loathesome  and  al- 
most supernatural  condition,  but  only  another 
ojie  of  life’s  many  handicaps  to  be  faced 
squarely  and  carried  gallantly — not  a catas- 
tr()])he,  certaiidy  not  the  end  of  all  hope  for 
a full  life. 

Today,  we  physicians  can  determine  the 
cau.se  or  causes  of  a patient's  seizures  and 
pre.scribe  treatment  that  will  materially  de- 
crease or  eliminate  seizures  in  eight  of  ten 
ei)ileptics.  However,  the  mo.st  satisfactory 
residts  are  not  always  achieved  at  once  and 
the  adjustment  of  medication  may  retiuire 
.several  months  or,  in  some  ca.ses,  several  years. 
Even  in  those  patients  whose  seizures  are  not 
controlled  after  i>rolonged  treatment,  medical 
progress  and  particularly  in  the  ca.se  of 
children,  time  works  for  their  advantage.  In 


view  of  this  favorable  outlook  for  the  over- 
whelming majority  of  epileptics  and  yet  with 
the  realization  that  the  j)roblem  of  living  with 
occasional  .seizures  will  have  to  be  faced  by 
tho.se  whose  seizures  cannot  be  immediately 
controlled,  we  j)hysicians  have  the  additional 
responsibility  of  teaching  patients  how  to  live 
with  their  .seizures  while  carrying  on  as  full 
and  productive  a life  as  their  natural  endow- 
ments i)ermit.  Stopi)ing  a i)erson's  seizures 
is  of  little  u.se  if  he  has  mis.sed  the  chance 
for  education  for  learidng  how  to  get  along 
with  i>eople,  if  he  has  been  forced  into  con- 
sidering him.sclf  an  invalid — a rejected  and 
worthless  member  of  society.  We  must  spare 
no  effort  to  sui)port  the  ])atient’s  morale — to 
keej)  him  swimming  in  the  normal  current  of 
life. 

What  are  the  strictly  medical  services  which 
his  i)hysician  can  offer  the  seizured  i)atient? 
Obviously,  the  first  step  is  accurate  diagnosis 
of  the  cause  or  cau.ses  of  the  attacks.  I shall 
not  discuss  in  detail  the  careful  inve.stigation 
of  the  nervous  system  for  evidences  of  dam- 
age, nor  the  imiuiry  into  the  family  history 
for  evidences  of  a ])redisposition,  nor  yet  the 
e.stimation  of  the  role  of  emotional  factors  in 
precii)itating  the  seizures.  1 would  like  to 
point  out,  however,  that  oidy  one  laboratory 
examination — the  electroencephalograi)h,  an 
electronic  amidifyer  which  makes  a record  of 
the  brain’s  electrical  current.s — is  capable  of 
suggesting  the  diagnosis  of  ei)ilep.sy.  X-rays, 
chemical  determinations  of  the  blood  and 
even  surgical  e.\i)loration  of  the  brain  may 
disclose  no  abnormality  and  yet  the  electro- 
encephalogram, abbreviated  EE(J,  may  dem- 
onstrate the  characteiistic  abnormality  with 
startling  clearness.  Only  in  the  j)ast  few 
years,  since  1!)4"),  has  the  electroencephalo- 
graph become  widely  available  as  a practical 
clinical  test  for  the  assistance  of  the  average 
doctor.  The  electroencephalogram  is  useful 
in  differentiating  epilep.sy  from  fainting  or 
hysteria,  in  locating  Inain  injury  or  tumor,  in 
indicating  the  seriousne.ss  of  the  case,  in  sug- 
gesting the  best  drug  to  be  used  and  in  fol- 
lowing the  succe.ss  of  treatment.  The  electro- 
encejihalograph  is  to  the  treatment  of  ejiilepsy 
what  the  electrocardiograph  is  to  treatment  of 
heart  di.«<ease. 

Having  made  a diagnosis  of  epilepsy  and 
evaluated  the  etiological  factors,  the  physician 
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then  prescribes  one  of  the  six  to  eight  medi- 
cines currently  available  for  treatment  of 
epilepsy.  In  general,  the  drugs  can  be  divid- 
ed into  two  groups — the  first  group  composed 
of  tridione  and  paradione,  is  effective  against 
the  petit  mal  type  of  seizure.  Petit  mal  seiz- 
ures, you  will  recall,  are  of  three  types — the 
absence  or  simjile  lo.ss  of  consciousness  last- 
ing from  five  to  15  seconds  with  eyes  open  and 
staring  or  blinking,  recurring  many  times 
during  the  day  and  usually  affecting  children. 
The  second  type  in  the  petit  mal  group  is 
the  akinetic  or  drop  seizure  in  which  the  pa- 
tient instantaneously  falls  limply  forward  if 
sitting  or  to  the  floor  if  standing  and  recov- 
ers immediately.  The  third  pattern  of  the 
{letit  mal  grou])  is  the  myoclonic  jerk  seizure 
which,  in  adults,  usually  involves  one  or  a 
j)air  of  extremities  and,  in  infants,  involves 
the  whole  body  in  a momentary  shock-like 
contraction  of  the  extensors  or  the  flexors, 
producing  a jacknifing  or  hyperextention  of 
the  body.  In  the  younger  age  groups,  these 
shock-like  contractions  may  recur  at  15  second 
intervals  for  a series  of  five  to  a dozen  or 
more  jerks. 

The  second  group  of  drugs  is  useful  in 
treating  both  the  convulsive  and  the  epileiffic 
ecjuivalent  types  of  seizures.  In  this  group 
are  phenobarbital,  mebaral,  dilantin  and 
mesantoin.  The  long  established  bromide  is 
useful  occasionally  when  other  drugs  fail  but 
is  generally  too  sedative  in  comjiarison  with  its 
anticonvulsant  action.  A new  hydantoin, 
thiantoin,  produced  by  Lilly,  is  said  to  be  ef- 
fective in  this  group  of  seizures,  but  recent 
experience  has  showm  it  to  be  toxic  for  the 
liver.  A significant  advantage  over  dilantin 
to  warrant  the  risk.  In  the  convulsive  group 
of  seizures  is  the  generalized  convulsion  or 
grand  mal  and  the  focal  convulsion  involving 
only  one  extremity  or  one  side  of  the  body 
and  that  particular  type  of  focal  convulsion 
in  which  there  is  a gradual  spread  or  march 
of  symptoms — the  jaeksonian  seizure.  E})i- 
leptic  eciuivalents  or  psychomotor  seizures  are 
characterized  clinically  by  a trance-like  state 
in  which  the  patient  often  makes  chewing  or 
swallowing  motions,  drools  and  performs 
automatic  movements  if  conscious  though  he 
has  amnesia  for  the  entire  affair  and  often 
experiences  headache  or  drowsiness  follow- 
ing the  attack. 
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The  electroencephalogram  may  be  extreme- 
ly helpful  in  distinguishing  between  the  petit 
mal  tyjie  of  seizure  and  the  epileptic  ecpiiva- 
lent,  or  jisychomotor  tyi>e,  for  in  the  petit  mal 
group  the  spike-wave  complex  spells  the  need 
for  tridione  or  jiaradione  and  in  the  psycho- 
motor group  the  spike  discharge  in  the  tem- 
jioral  region  calls  for  the  use  of  one  of  the 
hydantoins — dilantin  or  mesantoin  as  a rule. 
The  electroencephalographic  demonstration  of 
a spike  focus  any  place  on  the  scalp  may  in- 
dicate the  guilty  area  which  is  jiroducing  the 
sparks  which  jicriodically  set  off  the  general- 
ized conflagration  or  convulsion. 

In  the  following  table,  I have  listed  the 
most  commonly  used  drugs  and  their  top 
normal  dosages. 


Seizure  Pattern  Age  1 yr.  Age  6 yrs.  Age  12  yrs. 


Convulsive 

Phenobarbital 

Mebaral 

2gr. 

3gr. 

3gr. 

4gr. 

3gr. 

6gr. 

Psychomotor 

Dilantin 

Mesantoin 

I'/agr. 

IVigr. 

4>/2gr. 

4'/2gr. 

6gr. 

7V2gr. 

Petit  Mal 

Tridione 

lOgr. 

20gr. 

50gr. 

Paradione 

lOgr. 

20gr. 

50gr. 

We  usually 

start  with 

about 

one-third  to  one- 

half  the  maximum  dose  and  increase  it,  if 
necessary,  and  if  tolerated  by  the  patient. 
The  total  daily  dose  listed  in  this  chart  is 
given  in  several  increments,  usually  after 
meals  and  at  bedtime. 

Tridione,  paradione  and  mesantoin — three 
of  the  most  valuable  drugs  for  the  treatment 
of  epileiisy — are  each  of  them  capable  of  de- 
ju’essing  the  bone  marrow,  the  most  vulner- 
able elements  of  which  are  the  neutrophils 
or  polys  and  the  platelets.  It  is,  therefore, 
mandatory  that  blood  counts  be  done  at  reg- 
ular intervals  on  all  patients  receiving  the 
newer  drugs.  We  recommend  a monthly  white 
blood  count  and  differential  smear  from 
which  examinations  the  absolute  neutrophil 
count  can  be  calculated  and  the  presence  or 
absence  of  a normal  number  of  platelets  on 
smear  noted.  If  the  absolute  number  of  polys 
is  depressed  to  2500  per  cubic  millimeter,  the 
blood  count  is  done  at  fortnightly  intervals ; 
and  if  the  depression  of  the  neutrophils 
reaches  1600  per  cubic  millimeter,  the  drug 
is  stopped.  We  expect  a return  to  normal  in 
three  or  four  days.  If  the  neutrophil  count 
falls  below  1000  inadvertently,  then  we  rec- 
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ommeiid  the  use  of  vifiorous  antibiotics 
therai)v  in  order  to  j)revent  bacterial  invasion 
ot  the  system  diirin*;  the  i)eriod  of  lowered 
body  defenses. 

All  the  anli-ei)ilei)tic  drills  are  capable  of 
jtroducinfr  a rash  in  certain  individuals  and 
mesantoin  seems  to  be  the  worst  offender  in 
this  connection.  Fever  and  lymi)hadenopathy 
often  accompany  the  measle.sdike  rash  of 
mesantoin.  Failure  to  stoj)  medication 
j)romptly  in  the  presence  of  a rash  from  any 
of  these  di'Ufrs  may  result  in  e.xfoliative  derm- 
atitis and  j)ossihly  in  ai)lastic  anemia  or  ma.s- 
sive  liver  necrosis.  The  anti-histaminics  will 
stop  the  itching  which  often  accompanies  the 
rash,  but  usually  does  not  hasten  the  disap- 
pearance of  the  eruption  which  spontaiieous- 
ly  fades  in  from  24  to  9b  hours. 

Painle.ss  swellin<i  of  the  <tums  is  produced 
in  po.ssibly  half  the  patients  who  take  dilan- 
tin,  but  rarely  iiece.ssitates  discontinuance  of 
the  dru«j.  The  only  treatment  which  .seems 
to  help  is  faithful  and  skillful  massage  of 
the  oums  by  the  use  of  a toothbrush.  In  se- 
vere hyi)erplasia  surjiical  excision  of  the  ex- 
ce.ss  mini  tissue  may  he  reijuired,  hut  this 
promptly  recui's  unle.ss  massam  is  carried  out 
as  soon  as  the  sums  heal. 

Some  decree  of  sedation  is  produced  by 
massive  doses  of  nearly  all  the  anti-epileptic 
drufrs,  I'tif  especially  by  phenobarbital.  Dil- 
antin has  the  least  sedative  effect  of  all,  hut 
in  youii"  children  produces  vomitin<r  in  ex- 
ce.ssive  doses  and  in  adults  ataxia,  nystagmus 
or  ambliojiia. 

We  feel  that  medication  should  be  prescrib- 
ed continuously  with  a constant  daily  do.se 
once  the  effective  dosage  is  di.scovered  and  it 
should  he  maintained  until  at  least  six  months 
after  the  last  .seizure  and  at  that  time,  if  the 
electroence])halo<rram  has  cleared  up,  the  dos- 
age may  he  cut  in  half  gradually.  Six  months 
later,  if  .seizures  have  not  recurred  and  if  the 
electroence])halo«:ram  is  still  normal,  the  oth- 
er half  of  the  medication  may  he  >rradually 
withdrawn. 

It  is  imixntant  to  explain  to  the  patient  at 
the  beirinniiifi  of  treatment  that  the  initial 
prescription  is  the  one  which  is  most  likely  to 
succeeil  in  his  type  of  .seizure  hut  that  be- 
cause his  individual  reaction  cannot  be  pre- 
dicted, other  medicines  may  have  to  he  tried. 
Kapjiort  is  usually  improved  if  the  patient 


is  made  a jiartner  in  the  trial  of  medication, 
the  doctor  sufif;estin<i  the  drufj  and  the  dos- 
age and  the  patient  evaluatiiifr  his  reaction 
to  the  dru«r  and  the  effect  upon  his  seizures. 
Only  one  drufi  should  he  chaufjed  at  a time 
and  the  change  .should  be  gradual  enough  and 
continued  lonji  enough  for  accurate  observa- 
tion of  effects. 

In  summary  then,  we  have  di.scus.sed  the 
ma<rnitude  of  the  jirohlem  of  epilepsy  and  its 
uniiiue  position  amon*;  handicaps  jiosed  by 
the  stigmatization  associated  with  it.  We 
have  outlined  recent  advances  in  diafrnostic 
and  treatment  methods  which  if  employed  on 
on  a wide  scale  could  revolutionize  the  out- 
look for  the  overwhelmiii};  majority  of  our 
three-ipiarters  of  a million  epileptics. 

300  Lonf/irood  Avenue 

I)iscu.s.sioN 

Dr.  a.  li.  Ingram,  .Jr.  { Wilmiiifiton)  : I 

would  like  to  coiifiratulate  Dr.  Davidson  on  a 
very  stimulating  and  succinct  jiresentation  of 
an  admittedly  difficult  subject.  With  the  in- 
creasing strides  and  advances  made  it  becomes 
increasingly  more  difficult  to  pre.sent  the  es- 
sential facts  in  an  understandable  form,  and 
I think  this  has  been  accomplished  most  ad- 
mirably this  morning. 

I was  happy  to  note  that  Dr.  Davidson 
made  a statement  concerning  the  teaching  of 
patients  to  live  with  their  seizure.  As  he 
noted,  it  often  takes  many,  many  months,  even 
years,  to  be  able  to  find  the  ojitimum  dosage 
of  the  correct  drug  to  control  the  seizures  of 
the  jiarticular  jiatient.  It  is  during  this  time 
that  psychotherapy  can  be  most  useful.  How- 
ever, all  too  often  we  neglect  the  psychothera- 
jicutic  aspects  in  the  treatment  of  the  seizure 
jiatient,  which  often  gives  rise  to  jireventible 
psychiatric  problems.  Too  often  we  are  prone 
to  jire.scribe  a drug,  tell  the  jiatient  how  to 
take  it,  and  sit  back  and  renew  prescriptions. 
It  would  take  but  little  more  time  to  reassure 
the  patient,  to  give  him  some  understanding 
into  the  disease  jirocess,  and  .some  insight,  and 
to  have  him  thus  reassured  of  being,  as  sug- 
gested, a “partner”  in  the  effort  to  control 
his  disease.  This  is  probably  no  more  true 
anywhere  than  in  the  iiroblem  of  epilepsy 
for  it  is  there  that  we  are  treating  an  indi- 
vidual as  well  as  a disease. 

I have  one  (piestion  I would  like  to  ask 
Dr.  Davidson,  that  is,  in  regard  to  the  u.se 
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of  tridione  and  paradione  in  the  treatment 
of  the  petit  mal  epilepsy — whether  or  not  the 
one  has  been  considerably  more  effective  in 
controlling  this  type  of  epilepsy  than  the 
other  in  his  experience.  We  have  found  rel- 
atively little  succe.ss  in  the  use  of  tridione 
and  have  had  a very  limited  experience  in 
the  use  of  paradione. 

Dr.  M.  a.  Tarumiaxz  (Farnhurst)  : I wLsh 
that  the  term  “epilepsy”  would  be  discon- 
tinued from  our  medical  vocabulary.  It  is 
a misnomer.  It  doesn't  state  the  fact  that 
epilepsy,  per  se,  is  not  a one-entity,  or  a 
one-type  of  disease.  Therefore,  Dr.  Davidson 
in  his  presentation  placed  emphasis  on  the 
fact  that  the  establishment  of  the  diagnosis 
of  convulsive  seizures  is  a most  important 
factor  in  the  establishment  of  the  treatment 
of  such  cases. 

I believe  if  we  consider  very  seriously  that 
many  children  as  well  as  adults  have  convul- 
sive seizures  and  do  not  have  epilepsy,  per 
se,  and  that  convulsive  seizures  are  due  to 
some  other  factors,  diseases  of  the  brain,  the 
central  nervous  system,  which  can  be  diagnos- 
ed adequately  with  electroencephalogram 
studies,  which  has  been  a new  tool  in  the 
hands  of  doctor’s,  we  must  realize  that  we 
are  very  fortunate  in  this  stage.  For  the 
past  few  years  we  have  established  a depart- 
ment for  convulsive  diseases  at  the  Governor 
Bacon  Health  Ceirter.  It  is  your  center  in 
this  state.  Every  physician  has  a right  to 
refer  a ease  for  such  study  and  a report  will 
be  immediately  sent  to  the  referring  physi- 
cian. In  that  way  you  can  obtain  a knowl- 
edge as  to  the  cause  or  causes  of  the  con- 
vulsive .seizures — whether  the  individual  has 
severe  damage  to  the  brain  or  the  convulsive 
seizures  are  due  to  other  faetore  which  one 
did  not  think  about  at  the  time  of  consider- 
ing the  therapy. 

I wish  to  again  emphasize  the  fact  that 
there  is  no  reason  for  anyone  to  send  a pa- 
tient to  any  place  outside  of  this  state.  We 
have  a laboratory  which  is  the  State  Labora- 
tory. There  we  have  the  best  facilities  and 
well-equipped  technicians  under  the  guidance 
of  a Philadelphia  expert  who  assumes  the  re- 
sponsibility of  interpreting  those  tracings. 

Again  I wish  to  congratulate  Dr.  Davidson 
for  his  paper,  as  well  as  to  invite  him  to  stop 
at  the  Gov.  Bacon  Health  Center  and  see  the 


Department  for  Convulsive  Seizures.  And  I 
should  like  to  urge,  while  the  President  of 
the  A.  IM.  A.  is  here  that  we  do  something 
about  changing  our  api)roach  to  convulsive 
seizures  and  try  to  eliminate  the  term  “epi- 
lepsy”, which  has  certainly  done  more  dam- 
age to  the  emotioiLs  of  our  people  than  any- 
thing I know  of.  It  is  a .sad  .story  to  any- 
one who  has  practiced  medicine  as  long  as 
we  have — some  47  years — to  realize  what  it 
means  to  the  family,  the  children  or  adults 
who  are  handicapped  with  the.se  “ curses ''  as 
accepted  by  our  nation,  and,  as  a matter  of 
fact,  by  humanity. 

Dr.  R.  E.  Reed  (Delaware  City)  ; I have 
been  on  the  staff  of  the  Gov.  Bacon  Health 
Center  for  about  two  and  a half  years.  I 
would  say  that  the  greatest  advance  that  the 
state  of  Delaware  has  added  to  the  science 
of  epileptology  is  the  concept,  which  as  far 
as  I know  originated  with  Dr.  Tai’umianz, 
that  a child  with  epileptic  seizures  is  pri- 
marily a behavior-disturbed  child,  a malad- 
justed child,  and  that  he  belongs  first  prob- 
ably in  the  province  of  the  psychiatrist. 

Of  175  mal-adjusted  children  we  have 
there  are  about  75  in  the  epileptic  children's 
service.  They  go  on  walks  and  play  base- 
ball, they  go  to  the  show,  they  go  to  the  drama  ; 
when  the  children  go  off  grounds  they  go  to 
the  horseshow  and  air  show,  they  are  brought 
to  theatres  and  they  go  in  our  swimming  pool. 
They  do,  in  fact,  everything  all  the  other 
children  do,  and  to  look  at  them,  and  as  far 
as  they  know,  they  are  not  any  different  from 
the  other  children  there.  And  I think  that 
is  in  most  ca.ses  the  first  time  in  their  lives 
they  have  been  treated  in  such  a way.  and 
I suspect  somehow  such  treatment  is  related 
to  the  fact  that  they  don't  seem  to  have  any 
more  convulsions. 

Another  thing  we  learned  in  this  connec- 
tion is  that  many  of  them  are  slightly  under- 
treated by  their  doctors.  The  profession  is 
becoming  farther  up-to-date  in  the  drug 
treatment  of  epilepsy  than  previously.  I 
know  it  all  too  well,  because  I look  back  with 
disgust  on  my  early  experiences  and  of  course 
our  training  was  always  to  use  as  little  medi- 
cine as  we  could  get  away  with.  We  have 
learned  to  u.se  greater  doses  and  then  grudg- 
ingly and  slowly  reducing  it  down  to  the 
minimum,  rather  than  to  allow  the  child  to 
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•ri)  oil  with  just  too  little  medication  and 
keep  on  havin<r  spells. 

Dk.  I )avid.s()x  : The  (piestion  about  trio- 

dione  and  paradione.  As  to  that  1 ini* ••>:ht  say 
we  couldn’t  lun  an  epileptic  clinic  without 
these  two  dru!>:s.  We  ini>»:ht  he  able  to  run 
an  adult  clinic  where  we  would  .see  very  little 
lietit  nial,  hut  in  children  the  occurrence  of 
petit  inal  runs  between  one-ipiartiu’  and  one- 
third  of  all  our  patients  in  one  form  or  an- 
other, and  without  those  two  drufis  we 
couldn't  do  a ])roper  job. 

Dr.  Tarumianz  has  brought  uj)  a very  real 
Iiroblem,  the  “sense  of  fjuilt”  for  the  child’s 
seizures,  which  completely  warps  the  parent- 
child  relationshii).  This  sense  of  fjuilt  is  a 
very  real  one — it  is  not  to  be  side-stepp(>d  by 
chanf>in<r  the  name  of  the  disea.se  or  by  jire- 
tendiiiff  that  there  is  a more  euiihemi.stic 
name  for  it.  But  the  (piestion  of  <iuilt  must 
be  faced  according  to  the  rea.son  for  the  jiar- 
cnts’  need  and  by  educating'  a parent  ac- 
cording to  the  modern  concepts  of  a symptom 
complex. 

We  do  not  say  that  ejiilepsy  is  a disca.se : 
far  from  it.  It  is  a synijitom  like  headache 
and,  like  headache,  has  an  infinite  number 
of  causes.  The  seriousness  of  the  headache  is 
no  siuarantee  as  to  the  .seriousne.ss  of  the 
cause.  There  is  no  correlation  as  to  the  ser- 
iousiu'ss  of  the  cau.se,  of  course. 

About  Dr.  Keed’s  comments.  I am  very 
happy  to  have  him  point  out  the  imi)ortance 
of  the  emotional  factors  in  ])recipitatin<>:  con- 
vulsions in  other  types  of  .seizures.  The  emo- 
tional factors  may  be  all-imi)ortant  in  many 
patients.  They  may  be  practically  non-exist- 
ent in  others — but  I think  in  every  patient 
that  we  are  evaluating  we  mu.st  take  recofrni- 
tion  of  the  fact  that  their  seizures  may  not 
be  only  tremendously  a<r<;ravated,  but  even 
imjiossiblc  to  control,  unless  we  make  some 
provisions  to  take  care  of  the  emotional  dis- 
turbances which  are  present  in  that  young- 
ster. We  are  indeed  fortunate,  here  in  Del- 
aware, in  haviiifi  a Center  like  the  (iov.  Bacon 
Health  Center,  where  patients  can  be  refer- 
red to  electroencephalojjraphic  diagnosis. 
Such  a dia<rnosis,  in  my  opinion,  for  any  pa- 
tient that  do(‘sn’t  respond  immediately  to 
medication  is  imperative — or  such  an  exam- 
ination, is  imperative.  We  can’t  treat  pa- 
tients intelligently  without  it,  and  we  are 


very  fortunate  in  Delaware  to  have  the.se  fa- 
cilities available. 

I think  we  are  al.so  lucky  here  in  bavin"  a 
jdace  like  the  Health  (’enter,  where  childnm 
who  are  too  ill  to  be  handled  at  home  can 
b(‘  referred  and  taken  care  of  adecpiately.  In 
some  states  there  is  no  place  to  .send  such  pa- 
tients where  there  is  too  much  strife  or  emo- 
tional upheaval  in  his  home.  Delaware  is 
lucky  to  have  such  an  institution. 


CERTAIN  ASPECTS  OF  SURGERY 
OF  THE  NEWBORN* 

C.  Kvkrktt  Koop,  M.  !).,*• 
Philadelphia,  Pa. 

To  those  who  interest  themselves  primar- 
ily in  the  sur"ical  jiroblems  of  infancy  and 
childhood,  there  si'ems  to  be  no  end  to  new 
ideas  which  can  be  developed  in  the  opera- 
tive and  post -operative  care  of  children,  which 
lead  to  smoother  convale.scence,  decrea.sed 
morbidity,  and  lower  mortality  rates.  In  the 
field  of  pediatric  sur"cry,  however,  the  chal- 
len"e  still  lies  in  the  sur"ical  mana"ement 
of  those  confjenital  anomalies  which  are  in- 
compatible with  life,  but  which  are  amenable 
to  sur"ical  correction. 

There  are  four  such  problems  which  mi"ht 
be  included  in  this  "roup  without  question. 
They  are  omphalocele,  atresia  of  the  esopha"us 
with  or  without  traclnmesophafieal  fistula, 
atresia  of  the  bowel  and  imperforate  anus. 
To  this  firoup  I would  also  add  meconium 
ileus  and  diaphrasimatic  hernia.  Meconium 
ileus  should  be  added  because  of  the  distres- 
siii"  mortality  this  jiroblem  carries  with  it 
about  the  eountry,  and  diaphrafrmatic  heniia 
becau.se  its  moitality,  althou"h  not  one  hun- 
dred jier  cent,  is  so  close  to  it  as  to  be  includ- 
ed in  this  .series. 

The  management  of  omphalocele  was  mod- 
erately efficient  as  outlined  by  Dadd  and 
dross'  .some  years  a"0,  but  an  even  siqierior 
method  is  that  described  more  recently  by 
(iro.ss-,  wherein  the  membranes  of  the  omiiha- 
locele  are  not  di.ssected  free,  but  rather  are 
covered  by  skin  which  can  be  loosened  from 
surroundin"  structures  and  stretch(‘d  over  the 
surface  of  the  membraneous  covering  of  the 
abdominal  viscera.  We  have  made  but  one 
sli"ht  improvement  on  this  technicpie.  In 

• Read  before  the  Medical  Society  of  Delaware,  Wil- 
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large  omphaloceles  where  disproportion  be- 
tween the  jirotruding  viscera  and  available 
skin  is  great,  it  is  possible  to  compress  the 
abdominal  viscera  by  rolling  the  membran- 
eous covering  in  much  the  same  way  that  one 
would  roll  down  the  top  of  a paper  bag  after 
bringing  the  two  sides  together,  and  then  to 
approximate  the  skin  edges  while  holding  the 
viscera,  thus  tightly  compressed.  Omphalo- 
celes extending  from  the  xiphoid  to  the  iiubis, 
which  otherwise  might  not  be  correctible  by 
surgical  means,  can  be  closed  in  this  fashion. 

In  reference  to  problems  of  atresia  of  the 
bowel,  recover.y  still  seems  to  be  proportional 
to  the  age  of  the  patient,  the  surgical  care 
exercised  at  the  time  of  operation,  and  the 
excellency  of  post-operative  care. 

Meconium  ileus,  diagnosed  early  by  the 
signs  of  vomiting,  distention,  viscid  secretion, 
and  shadows  resembling  feces  on  x-ray  exam- 
ination of  the  abdomen  is  being  successfully 
treated  insofar  as  the  obstructive  problem  is 
concerned  by  a variety  of  surgical  approaches 
with  a decreasing  mortality.  Whether  one 
jierforms  a temporary  ileostomy  or  resects 
the  affected  portion  of  the  bowel,  the  use  of 
pancreatic  enzymes  and  preserved  duodenal 
juice  are  of  great  help  in  establishing  the 
passage  of  stools. 

In  the  treatment  of  diaphragmatic  hernias, 
we  have  abandoned  the  abdominal  approach 
and  routinely  operate  transthoracically.®  In 
the  thoracic  approach  it  is  po.ssible  to  open 
the  chest  of  a distressed  infant  in  a matter  of 
a minute  or  two,  and  to  eviscerate  the  ab- 
dominal organs  from  the  thoracic  cavity,  at 
which  moment  the  baby  becomes  a satisfac- 
tory patient  from  the  point  of  view  of  cardiac 
and  respiratory  reserve.  The  collapsed  lung 
can  expand,  the  heart  is  no  longer  compres- 
sed, and  the  mediastinum  may  shift  back  to 
its  normal  position.  The  surgeon  need  then 
be  in  no  hurry,  but  can  at  his  leisure  replace 
the  abdominal  viscera  into  the  peritoneal  cav- 
ity through  the  diaphragmatic  defect;  the 
chest  is  then  closed  in  the  usual  fashion  after 
.suturing  the  diaphragm,  and  the  infant  re- 
turned to  his  crib  with  a chest  wound  which 
he  seems  much  better  able  to  handle  than  a 
large  abdominal  wound  behind  which  are 
more  abdominal  contents  than  the  peritoneal 
cavity  can  conveniently  accommodate.  We 
have  done  fourteen  diaphragmatic  repairs  by 


this  technique  with  one  death,  and  that  in  a 
child  with  premature  o.ssification  of  the  .skull 
and  subdural  and  epidural  hematomas. 

Having  thus  disposed  of  four  jiroblems  with 
little  more  than  a word,  I would  like  to  turn 
our  attention  to  the  two  remaining  problems: 
atresia  of  the  esophagus,  and  imperforate 
anus,  and  outline  a method  of  management 
for  each  which  we  have  found  satisfactory 
and  which  in  each  instance  seems  to  be  some- 
what at  variance  with  the  usual  techniques 
emiiloyed. 

In  the  management  of  atre.sia  of  the  esopha- 
gus our  earlier  method  of  management  was 
that  used  by  mo.st,  a retro-pleural  ai>i)roach 
through  the  posterior  mediastinum,  at  which 
time  the  tracheoesojihageal  fistula  was  ligated 
and  an  end-to-end  anastomosis  carried  out 
between  the  blind  pouch  above  and  the  open 
esophagus  below.  On  the  day  after  this  pro- 
cedure a gastrostomy  was  done,  feedings  were 
delayed  for  a period  of  five  to  ten  days,  and 
frequently  post-operative  dilatations  of  the 
esophageal  anastomosis  were  nece.ssary  in 
order  to  permit  the  passage  of  food  through 
the  sutured  esophagus.  This  method  of  man- 
agement had  many  faults.  The  operative  pro- 
cedure was  long,  it  was  difficult  to  stay  out 
of  the  pleural  cavity,  the  hospitalization  was 
prolonged,  and  economic  lo.ss  to  the  family 
was  great.  There  was  always  the  risk  of  re- 
gurgitated gastrostomy  feedings,  the  need  of 
two  operations,  and  the  delayed  nutrition  of 
the  patient.  Finally,  the  problem  of  esopha- 
geal dilatations  and  the  occasional  necessity 
for  surgical  closure  of  the  gastrostomy  was 
time-consuming.  In  addition,  the  patients 
irequently  developed  edema  post -operatively, 
which  in  those  children  who  died,  at  times 
apiiroached  a generalized  ana.sarca.  Under 
this  technique  we  felt  that  we  had  done  all 
that  we  could  to  improve  our  management, 
and  the  mortality  was  over  fifty  per  cent. 

At  the  present  time,  we  have  altered  our 
method  of  caring  for  these  children  in  this 
manner : instead  of  using  a retro-pleural  ap- 
proach, we  operate  transpleurally  and  reduce 
the  operative  time  from  a period  of  two  to 
five  hours,  to  an  average  operating  time  of  an 
hour  and  fifteen  minutes.  No  gastrostomy 
is  carried  out  following  operation  if  we  have 
reasonable  assurance  that  the  suture  line  is 
tight.  On  the  morning  of  the  second  post- 
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oi)crativ(>  day  tlu*  patient  is  fed  <>:lue()S(‘  water 
and  liis  foi’imda  is  inereased  rai>idly  to  soine- 
tliinj;  similar  to  that  "iven  to  most  newborn 
infants.  By  tins  method,  not  only  is  anes- 
thesia and  o|)(‘ratin‘j:  time  deeivased,  hut  oidy 
one  operation  is  neees.saiw,  hos|)italization  is 
shortei',  the  eeonomie  lo.ss  to  the  family  is 
less,  nutrition  is  maintaineil,  and  siiri)risin»:- 
ly  enou»:h,  esophafi'eal  dilatations  do  not  ap- 
pear to  be  neeessary  as  frecpiently  as  hereto- 
fore. Kdema  is  now  seldom  seen  because  we 
maintain  these  children  on  no  salt  (except 
that  contained  in  blood  transfusions)  for  the 
fii’st  three  post -operative  days,  and  then  limit 
fluids  to  approximately  (id  ee.  lb  day. 

If  one  excludes  patients  with  a second 
anomaly  incompatible  with  life  and  patients 
with  multiple  eongeidtal  defects,  which  in 
themselves  carry  a hi«h  mortality,  the  mor- 
tality is  sui|)risins>ly  low.  Out  of  20  such 
|iatients  we  have  had  lb  survivals.  Four  j;as- 
tiostomies  were  done  in  this  >>i‘ou])  and  two 
patients  m*eded  dilatations  of  the  eso|)hafi:us. 
This  method  .seems  to  us  to  be  a rational  ap- 
pi'oaeh  to  the  problem  of  atresia  of  the  esopha- 
»:us,  not  oidy  in  the  hands  of  the  pediatric 
.surfjeon,  but  <dso  in  the  hands  of  the  thoi'aeic 
siir<reon  who  only  occasionally  deals  with  such 
l)i-oblems.  The  risks  are  less,  the  procedure 
easier,  and  the  results  better. 

The  pi'oblems  resultinji  from  the  improper 
manas>ement  of  imperforate  anus  have  Ion*; 
been  a burden  to  us.  Becau.sc*  this  is  the  most 
common  of  the  con<;enital  anomalies  incom- 
patible  with  life,  a larjic  number  of  suri^eons 
encounter  the  lesion  and  opei'ation  is  carried 
out  by  many  unfamiliai'  with  the  end  results 
of  this  vai'iety  of  surjjei-y.  Most  patients  with 
impei'foi'ate  anus  are  divided  into  two  types: 
Those  in  whom  the  blind  rectal  pouch  can  be 
i-eached  from  below,  and  those  in  whom  the 
distance  between  the  anus  and  the  colon  is 
too  <jreat  to  be  bridfjed  by  a perineal  opera- 
tion, in  whom  a colostomy  seems  the  proced- 
ui'e  of  choice.  This  is  a satisfactory  classifi- 
cation of  patients,  but  the  selection  of  ojjer- 
ative  procedures  for  each  is  frecpiently  un- 
wise. 

First,  and  most  dan<;erous.  is  the  common 
attempt  to  biid<i:e  too  wide  a tiaj)  between 
anus  and  colon  by  the  perineal  approach. 
When  such  is  done  it  is  possible  to  brin*: 
colon  mucosa  to  perineal  skin  for  a suture 


line,  but  this  is  done  at  the  expense  of  nerve 
and  blood  supi)ly  to  adjacent  areas.  Such 
suture  lines,  undei-  <;reat  tension,  do  not  hold, 
and  there  develo|)s  in  a matter  of  days  after 
op(Mation  a rectal  canal  surrounded  by  fat 
and  muscle  and  lined  with  granulation  tissue. 
'I’liis  in  tuni  becomes  a tifjht.  relatively  long 
sti'ictui'e  which  can  make  the  patient  a rectal 
cripple  for  the  I'est  of  his  days.  Not  only  are 
the.se  strictures  very  difficult  to  correct  but 
ire(|uently  their  correction  leads  to  incontin- 
ence. If  they  aie  not  corr(*cted,  obstructive 
megacolon  may  ensue. 

The  .second  variety  of  mistake  is  made  in 
those  patients  in  whom  a colostomy  seems 
necessary.  The  colostomy  is  carried  out  in 
the  sigmoid  colon,  thereby  utilizing  the  re- 
dundant loop  of  colon  which  should  be  left 
free  to  provide  bowel  to  construct  pelvic 
colon,  rectum,  and  anal  canal  at  the  time  of 
defiidtive  operation.  These  two  errors  can  be 
eliminated  by  nevei’  attempting  to  bridge  a 
gap  between  colon  and  anus  which  is  greater 
than  1.0  cm.,  and  when  a colostomy  .seems 
indicated,  by  placing  it  in  the  right  side  of 
the  transveise  colon  in  order  to  leave  as 
much  distal  colon  as  i)ossible  for  use  at  the 
time  of  definitive  o])eration. 

We  attempt  to  divide  alt  of  our  imperforate 
anus  cases  into  three  grou])s  as  to  operative 
pi-ocediire.  First,  patients  with  a blind  gap 
of  1.0  cm.  or  less  are  approached  through  the 
j)erineum.  and  an  anus  constnicted  which 
usually  has  some  sphincter.  Secondly,  i>a- 
tients  who  weigh  less  than  foui'  and  a half 
pounds,  oi-  who  |)resent  .some  other  medical 
pi'obh'm  which  contraindicates  major  surgery, 
have  a colostomy  i)erfonned  in  the  right  trans- 
verst*  colon.  The.se  two  methods  could  be  car- 
ried out  satisfactoi’ily  in  almost  any  commun- 
ity wh(*re  surgery  is  jtracticed. 

At  the  Children's  Hospital  of  Bhiladel- 
phia,  we  have  addt'd  a third  category  of  oper- 
ation.^ believing  that  we  have  sufl'iciently 
good  anesthesia,  nursing,  and  house  officer 
cart*  tt*  warrant  such  type  t)f  work.  Thost* 
with  a gap  bt*tween  anus  ami  colon  of  more 
than  l.f)  cm.  have  a tlt*fiidtive  operation  car- 
rietl  out  at  the  time  of  atlmissittn  to  the  hos- 
jiital.  A cttmbined  abtltunino-perineal  tyj)e  of 
apprttach  is  cai  rietl  out  with  the  abtlttmen  be- 
ing opt*netl  first  anti  the  blintl  eml  of  colon 
securetl  anti  exterit)rizetl.  The  patient  is 
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draped  in  such  a way  that  one  leg  is  outside 
the  drapes  and  in  the  operative  field.  A small 
section  of  skin  and  skin  only  is  excised  from 
the  region  of  the  anus,  the  external  sphincter 
cleanly  divided,  and  a small  hemostat  is  in- 
serted into  the  perineal  body.  This  aperture 
is  gradually  enlarged  until  it  is  possible  to 
reach  up  into  the  true  pelvis,  and  bring  down 
through  the  perineal  canal  thus  made  the 
blind  loop  of  colon  and  exteriorize  it  through 
the  newly  formed  anus.  These  children  are 
taken  care  of  once  and  for  all,  and  the  only 
thing  that  remains  to  be  done  to  them  is  to 
have  the  excess  colon  trimmed  off  by  a very 
minor  procedure  just  before  discharge  from 
the  hospital.® 

Patients  of  three  days  of  age  or  less  tole- 
rate this  extensive  surgery  without  difficulty. 
It  is  of  intere.st  to  note,  however,  that  if  such 
an  operation  is  not  carried  out  in  this  very 
early  neonatal  period,  it  becomes  one  of  the 
most  shocking  procedures  one  can  undertake 
in  ])ediatric  surgery,  and  therefore,  by  exper- 
ience we  have  learned  that  if  this  cannot  be 
accomplished  early,  one  should  do  a colostomy 
and  then  at  a later  date,  after  the  age  of 
three  or  four  months,  perform  the  definitive 
operation  by  the  combined  abdomino-perineal 
approach  ju.st  described.  When  patients  are 
cared  for  by  the  three  techniques  outlined 
there  should  be  no  rectal  strictures.  Tight 
anuses  can  be  dilated  in  infancy,  resulting  in 
a cosmetically  acceptable  anus,  and  a well- 
functioning lower  bowel.  Such  patients  take 
longer  to  train  for  stool  habit  than  normal 
babies,  but  they  usually  can  be  made  into 
satisfactory  citizens  from  the  point  of  view 
of  bowel  function. 

1 will  not  go  into  the  many  problems  of 
fistulae  between  the  colon  and  the  urinary 
tract,  which  so  frequently  complicate  this  con- 
genital defect.  They  can  be  managed  satis- 
factorily during  the  procedures  outlined.  We 
have  operated  on  almost  forty  of  these  young- 
sters in  the  last  four  years  with  one  death 
and  one  failure.  Several  premature  babies 
have  died  from  other  congenital  anomalies 
before  surgery  was  undertaken.  The  smallest 
baby  we  successfidy  treated  weighed  two 
pounds,  twelve  ounces.  None  are  now  rectal 
cripples  nor  need  look  forward  to  that  exist- 
ence in  the  future.  In  the  same  period  of 
time  we  have  treated  a large  number  of  pa- 
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tients  secondarily  who  had  i)revious  surgery 
at  the  time  of  birth,  surgery  which  was  not 
carried  out  according  to  the  i)iinciides  here 
stated.  We  thiide  that  the  i)roper  manage- 
ment of  such  jxitients  could  eliminate  the 
very  serious  problems  we  see  of  fecal  incon- 
tinence, megacolon  and  rectal  stricture  fol- 
lowing surgery  of  imperforate  anus. 

We  believe  that  much  can  yet  be  done  to 
ini])rove  the  technhpie  of  operative  proced- 
ure and  i)ost-o])erative  management  of  pa- 
tients with  atresia  of  the  esophagus  and  im- 
perforate anus.  We  realize  that  a low  mor- 
tality rate  in  a small  series  of  patients  may 
be  misleading  and  that  we  have  had  a par- 
ticularly good  succe.ssion  of  ])atients  in  both 
categories.  However,  we  do  believe  also  that 
some  of  the  improved  mortality  is  due  to 
careful  attention  to  detail  based  upon  correct- 
ible  errors  of  the  past,  and  suggest  that  the 
method  of  management  outlined  for  each  of 
these  conditions  warrants  trial  in  other  ped- 
iatric installations. 

1740  Bninhridge  Street 

REFERENCES 

1.  Ladd.  W E.,  and  Gross,  R.  E.:  Abdominal  Surgery 

of  Infancy  and  Childhood.  Philadelphia:  W.  B. 

Saunders  Cc.,  1941. 

2.  Gross,  R.  E. : New  Method  for  Surgical  Treatment 

of  Large  Omphaloceles.  Surgery  24:277,  (Aug.)  1948. 

3.  Koop.  C.  E.,  and  Johnson.  J.:  Transthoracic  Re- 

pair of  Diaphragmatic  Hernia  in  Infancy.  In  press. 

4.  Rhoads.  J.  E..  Pipes,  R.  L.,  and  Randall,  J.  P.: 
Simultaneous  Abdominal  and  Perineal  Approach  in 
Operations  for  Imperforate  Anus  with  Atresia  of 
Rectum  and  Rectosigmoid,  Ann.  Surg.,  127:572,  (March) 
1948. 

5.  Koop,  C.  E.:  The  Management  of  Imperforate  Anus, 

Penn.  Med.  Jour.  .53:248  (March)  1950. 

I )lSCUSSIOX 

Ur.  K.  O.  Y.  Warren  (Wilmington):  1 

am  somewhat  amazed  to  be  asked  to  discuss 
a surgical  paiier.  Dr.  Koop  is  always  a wel- 
come guest  to  Wilmington.  I,  personally, 
would  like  to  thank  him  for  the  courage  he 
has  disiilayed  in  these  problems.  As  a mere 
pediatrician  I cannot  cope  with  the  technical 
detail  of  Dr.  Koop's  paper,  but  I would  like 
to  point  out  one  or  two  things  that  are  some- 
what alike  or  of  a kindred  nature,  and  that 
I tliink  are  eiiually  important. 

One  is  that  anybody  in  this  room  or  any- 
one in  the  state  of  Delaware,  in  fact,  that 
has  anything  at  all  to  do  with  young  or  new- 
born babies  may  see  some  similar  condition 
in  an  hour,  a night,  next  week,  or  maybe  not 
for  the  next  twenty-five  years. 

I see  one  confrere  of  ours  sitting  in  the 
room  that  went  an  extraordinary  length  of 
time  before  he  saw  a condition  akin  to  that 
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ot  which  the  doctor  has  spoken,  so  the  i)oint 
I would  make  is  tliat  those  fieneral  praeti- 
t ioners,  i>ediat rieians,  obstet rieians — an yoTie 
bavin"  to  do  with  newborn  babies — have  to 
he  on  their  "uard  and  “on  the  ball'’.  And 
I’roin  there  on  it  is,  in  our  eonununity,  at  least, 
a team  efl’oit. 

Dr.  Koop  makes  it  seem  very  simple — the 
sur»eon  just  "ets  the  baby  to  the  operatin" 
roon>  and  he  j)romptly  and  very  expertly 
takes  care  of  him!  That  doe.sn’t  .say,  of 
course,  that  there  hasn't  been  a lot  of  pre- 
liminary study  in  some  of  these  babies,  and 
it  doesn't  .say  that  the  baby  hasn't  been  pre- 
pared for  operation,  and  isn't  eared  for  after- 
wards. 

So  the  other  point  that  I would  make  is 
that  in  an  average  community  such  as  oui-s 
the  management  of  a case  such  as  this,  be- 
side the  expert  skill  supi>lied  by  the  surgeon, 
is  a team-effort  in  which  a great  many  other 
jieople  are  involved.  Strangely  enough,  I 
don't  think  we  were  all  blind  or  completely 
dumb,  conseciuently  this  did  not  seem  to  oc- 
cur so  fre<piently  before  the  war  as  since. 
And  we  feel  greatly  interested  in  this,  as 
pediatricians,  and  some  of  our  surgeons  here 
in  town  have  become  interesteil  in  this  con- 
dition, too,  and  everything  that  Dr.  Koop  has 
said  on  a j)revious  visit  and  today  1 feel  is 
most  worthwhile  and  extremely  valuable. 

Dk.  II.  H.  Stkol'I)  (Wilmington):  From 

the  view])oint  of  the  jtracticing  phy.sician, 
earlier  diagnosis  of,  and  earlier  treatment 
of  the  conditions  mentioned  by  Dr.  Koop  will 
fui'ther  decrease  the  too  high  mortality. 

The  omphalocele  is  obvious  by  inspection  at 
birth.  Too  frequently  operation  is  delayed 
until  the  integrity  of  the  covering  membrane 
is  lost ; then  infection  and  peritonitis  increase 
morbidity  and  mortality. 

Fsophageal  atresia  can  be  diagnosed  when 
water  is  offered  as  the  first  feeding  S to  12 
hours  after  birth.  After  a few  swallows  the 
infant  with  atresia  will  cough  and  choke. 
The  diagnosis  is  established  by  simply  intro- 
ducing a soft  rubber  catheter  which  will  meet 
obstructions  after  being  passed  oidy  a few 
centimeters.  X-rays  are  unnecessary  in  most 
instances  before  referral  to  the  surgeon.  Too 
frequently  such  is  offered  the  baby  with 
atresia  over  a i)criod  of  days  before  the  diag- 


nosis is  made.  Then  the  surgical  i)roblem  is 
com[)licated  by  a lipoid  pneumonia. 

Meconium  ileus  and  atresia  of  the  inte.stine 
])resent  similar  symj)tom.s.  Vomiting  occurs 
within  a few  hours  to  a day  after  birth,  as- 
.sociated  with  abdominal  distension  and  fre- 
quently peristaltic  patterns  can  be  seen  on 
the  abdominal  walls.  The  diagnosis  can  be 
confirmed  by  instilling  a few  cc.  of  iodized 
oil  in  the  stomach  to  observe  its  pa.ssage  to 
the  point  of  obstruction  under  the  fluoro- 
sco|>e. 

With  (lia{)hragmatie  heniia  respiratory  dis- 
tress is  an  almost  constant  finding.  An  early 
chest  x-ray  will  reveal  the  underlying  diffi- 
culty where  the  i)hvsical  findings  are  in  doubt 
or  obscure. 

lienee,  the  procedures  required  for  the 
diagnosis  of  these  congenital  anomalies  are 
simi)le  and  usually  available  to  all.  If  the 
conditions  are  thought  of,  diagnosis  is  ea.sy 
within  a day  or  two  of  birth.  The  .surgeon 
can  operate  when  conditions  are  best  and 
moi'bidity  and  mortality  will  be  reduced. 

Dk.  Koop:  In  trying  to  keep  within  the 

time  limit  and  cover  the  .several  jmints  that 
I was  particularly  anxious  to  present  in  my 
paper,  I want  to  make  it  clear  that  I didn't 
attempt  to  stress  the  diagnosis  of  these  i)rob- 
lems,  and  I did  not  mention  the  cooperation 
necessary  for  the  care  of  these  patients  both 
before  and  afterwards  with  our  pediatric 
'confreres.  I want  to  thank  the  doctors  for 
completing  the  general  problem  that  I tried 
to  prc'sent  to  you. 

I would  like  to  stress  several  things  which 
can  not  be  emphasized  too  often.  One  is  that 
the  newborn  infant  has  its  mother's  j)hysiol- 
ogy  for  about  three  days,  and  during  that 
time  he  is  a better  operative  risk  than  he  will 
be  at  any  time  for  at  least  two  weeks,  and  if 
one  plots  mortality  against  age.  the  mortality 
is  about  steady  in  the  first  70  houi’s  of  life 
and  then  by  tiie  eighth  day  of  life  the  mor- 
tality is  so  close  to  100%  as  to  be  ecpial  to  it. 

1 would  like  to  caution  those  having  to  do 
with  the  preoperative  problems  not  to  u.se 
barium.  One  thing  that  makes  for  difficulty 
is  having  barium  in  the  t racheo-bronchial 
tree.  Children  having  the  problems  mention- 
ed here  tend  to  vomit  those  things  given  by 
mouth. 

Fijially,  although  we  have  a pediatric- 
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surgical  service  of  surgeons  who  are  trained 
somewhat  pediatrically  and  manage  their 
owm  problems  to  a great  extent,  in  many  oth- 
er hospitals  throughout  the  country  surgeons 
have  to  do  the  technical  work  and  pediatri- 
cians have  to  take  care  of  the  child’s  intake. 
We  have  found  generally  that  almost  all  the 
patients  need  more  fluid  post-operatively  than 
does  the  ordinary  child,  but  can  get  by  wdth 
less  salt. 

Finally,  much  of  the  success  of  the  pediatric 
endeavor  is  due  to  the  anesthesia  available. 
The  mortality,  as  low  as  it  is  in  this  surgery 
is  due  in  great  part  to  Dr.  Margery  Deming 
and  her  staff  at  Children’s  Hospital. 

FICTION  AND  FACTS  ABOUT 
LIPOTROPIC  MEDICATION 
IN  ATHEROSCLEROSIS 

Otakar  J.  Pollack,  i\I.  D.,* 

Dover,  Del. 

In  want  of  a proven  weapon  against  athero- 
sclerosis, patient,  physician  and  pharmacist 
reach  out  for  any  therapeutic  measure  describ- 
ed or  suggested.  They  comb  the  literature 
for  any  hint  of  prevention,  arrest,  or  success- 
ful reversal  of  vascular  disease  in  man  or  in 
a laboratory  animal. 

It  is  a fact  that  rabbits  and  other  rodents 
with  induced  prolonged  or  severe  hyper- 
cholesterolemia commonly  develop  vascular 
alterations  resembling  human  atherosclerosis. 
It  also  is  a fact  that  prevention  of  hyper- 
cholesterolemia in  a cholesterol  fed  rabbit  will 
result  in  the  prevention  of  cholesterol-athero- 
sclerosis. It  further  is  a fact  that  with  spon- 
taneous or  artificial  reduction  of  the  rabbit's 
hypercholesterolemia  to  a normo-cholestero- 
lemic  state  initial  vascular  lesions  will  under- 
go reduction  in  number  and  in  degree. 

It  has  been  stated  that  rabbits  with  induc- 
ed hypercholesterolemia  can  be  protected 
from  atherosclerosis  by  increasing  plasma 
phospholipids.  This  is  not  a fact.  The  as- 
sumed preventive  action  of  phospholipids  has 
been  ascribed  to  its  ability  to  stabilize  col- 
loidal cholesterol.  This  is  fiction.  Phospho- 
lipids, namely  lecithin,  have  a modest  stabiliz- 
ing effect  on  cholesterol  sols  in  vitro,  but  no 
effect  in  vivo. 

• Pathologist,  Kent  General,  Milford  Memorial,  and 
Beebe  Hospitals,  and  Beebe  Clinic.  Published  in  Spanish 
and  Portuguese  in  Sinopsis  Medica  International,  1:20-23 
(April)  1952. 


There  is  a mathematical  I’elation  between 
blood  chole.sterol  and  phospholipids  in  ani- 
mals as  in  man.  This  ratio,  whether  express- 
ed in  milligrams  or  in  milliequivalents  per 
blood  volume  is  altered  in  experimental  ani- 
mals with  induced  hypercholesterolemia, 
namely  in  chickens,  along  definite  patterns. 
In  patients  with  clinical  manifestations  of 
atherosclerosis  this  ratio  is  as  often  normal 
as  it  is  altered.  For  that  matter,  hypez’chol- 
esterolemia  per  se  is  as  often  absent  as  it  is 
present  in  these  patients,  and  where  it  exists 
it  rarely  approaches  the  degree  noted  in  ani- 
mals on  a cholesterol  diet.  Moreover,  in  man, 
the  phospholipid  level  fluctuates,  as  a rule, 
with  the  blood  cholesterol  level.  Thus,  it 
seems  ill  advised  to  promote  therapeutically 
an  increase  of  blood  phospholipids,  in  human 
beings. 

Still,  for  some  time,  various  compounds 
known  as  lipotropics  have  been  given  to  ani- 
mals and  human  beings.  Such  therapy  was 
and  is  based  on  the  fictitious  reasoning  that 
it  will  regularly  reverse  the  proportion  be- 
tween blood  cholesterol  and  phospholipids  and 
that  it  subsecpiently  will  influence  athero- 
sclerosis. 

It  is  true  that  many  substances  enhance  the 
phosphorylation  of  lipids : monomethyl- 

ethanolamine,  dimethyl-ethanolamine,  and 
ethanolamine  alone,  all  are  more  effective  in 
this  respect  than  choline.  While  choline  in- 
creases choline-containing  pliospholipids  only, 
ethanol  increases  all  phospholipids  in  the  liver. 
The  relation  between  the  rate  of  lipid  phos- 
phorylation in  the  liver  and  the  amount  of 
lipotropic  factors  in  the  diet  is  not  a simple 
one.  As  a matter  of  fact,  all  diets  contain 
sufficient  quantities  of  methionine,  choline 
and  ethanolamine  for  phospholipid  synthesis. 
The  crux  of  the  matter  does  not  lie  with  phos- 
phorylation as  such  but  with  transmethyla- 
tion. The  dietary  supply  of  transferable 
methyl  groups  represents  a limiting  factor  for 
the  synthesis  of  phospholipids  in  the  liver. 
The  formation  of  phospholipids  in  the  liver 
becomes  deficient  where  there  is  an  increase 
in  dietary  substances  competing  for  the  methyl 
group  (for  example,  guanidoaeetic  acid)  or 
acting  as  metabolic  antagoni.sts  of  the  methyl 
reception  in  the  synthesis  of  choline  (for  ex- 
ample, diethanolamine). 

The  various  lipotropics  do  not  act  in  like 
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manner.  Pho.s}>lu)rylation  i.s  enhanced  it'  the 
medieated  i>atient  is  on  a low  j)rotein  diet 
hut  iidiibited  hy  a hifjh  protein  diet.  Vita- 
min H 12  affects  transmethylation  more  than 
other  suh.stances.  The  activity  of  inositol  de- 
pciuls  ui)on  the  ab.sence  of  dietary  fatty  acids. 
Addition  of  choline  to  a hi»:h  fat  diet  results 
in  an  increase  of  hepatic  lecithin  ; choline  add- 
ed to  a low  fat  diet  has  no  such  effect. 

it  is  a fact  that  lii)otroi)ics  affect  the  j)hos- 
pholii)id  content  and  the  total  fat  content  of 
the  liver.  Theii'  administration  results  in  an 
increased  turnover  of  hepatic  phospholipids, 
namely  of  lecithin.  That  they  affect  the  blood 
lipoJ^ram  is  a fiction.  To  measure  the  efficacy 
of  lipotroi)ics  hy  the  cholesterol  or  the  ])hos- 
[iholipid  blood  level  is  impossible.  To  fjear 
the  medication  to  the  ratio  of  the  two  l)lood 
li[)id  complexes  is  eri'oneous.  In  about  one 
third  of  patients  on  lipotrojjie  thei’apy  the 
blood  li])ids  remain  stable,  in  roughly  one 
third,  the  lipids  decrease  and  in  about  an- 
othei-  third  there  i.s  an  inciea.se.  Rcfjardle.ss 
of  the  dosafi'c  or  of  the  length  of  treatment 
in  man  or  animal,  the  cholesterol-jihospho- 
lipid  ratio  i.s  as  often  stable  as  it  is  altered  in 
one  direction  or  the  other. 

Reports  that  experimental  atherosclerotic 
lesions  induced  by  feedinfi:  a hi"!!  cholesterol 
diet  can  be  jirevented  or  resorbed  by  choline 
or  inositol  belon<r  in  the  realm  of  unadulter- 
ated fiction.  The  observation  by  one  investi- 
ffator  that  the  mortality  of  patients  treated 
over  a three  year  period  with  choline  after 
their  first  attack  of  coronary  thrombosis  and 
myocardial  infarction  was  only  forty  iier  cent 
that  of  a control  "rouj)  not  medicated  with 
choline  does  not  license  another  author  to 
conclude  that  this  mortality  reduction  was 
due  to  a revei>ial  of  atherosclerotic  altera- 
tions re.sultiii"  from  the  removal  of  vascular 
cholesterol  by  choline.  Liimtropies  do  not  re- 
move cholesterol  from  the  blood  vessels. 
That’s  a fact.  Neither  do  they  remove  choles- 
terol, free  or  e.sterified,  from  the  liver  of  man 
or  animals.  That,  too,  is  a fact.  On  the 
other  hand,  it  is  a chemically  and  histological- 
ly proved  fact  that  lipotropics  reduce  the 
neutral  fat  contimt  of  thi'  liver. 

There  is  no  doubt  that  many  ])er.sons,  espe- 
cially those  of  advanced  a"e,  have  functional 
and  structural  hei)atic  alterations.  ^lany 
tinu's,  the  hepatic  deficiency  is  but  slightly 


api)arent  or  i.s  non-apparent  to  the  patient 
and  the  physician.  Often,  a batteiy  of  chem- 
ical te.sts  includiii"  an  electrophoretic  blood 
protein  assay  are  needed  to  detect  the  dis- 
order. A liver  biopsy  mifjht  be  recpiired  to 
diagnose  organic  diseases.  Where  the  liver 
is  damaged,  administration  of  lii)otropics  is 
indicated.  Such  therai)y  furthers  the  feeling 
of  well-being  of  patients,  even  .so  they  are 
ignorant  as  to  the  nature  of  medication.  The 
patient’s  subjective  impression  linked  with 
improvement  of  the  hepatic  function  objec- 
tively a.sceitained  by  sensitive  laboratory 
studies  are  the  criteria  for  evaluation  of  lipo- 
tropic therapy.  The  effect  of  lipotropics  is 
ti'ansitory,  only.  The  period  of  remission 
upon  discontinuation  of  treatment  varies 
from  one  j)erson  to  another  but  will  rarely 
e.xeeed  three  weeks.  Continuous  treatment  is 
warranted  in  these  j)atients,  or  intermittent 
theraj)y  with  short  intervals  between  medica- 
tion, be  this  oral  or  parenteral. 

The  number  of  commei’cially  available  lipo- 
tropic i)roducts  is  large.  Some  ])roducts  con- 
tain choline,  others  choline  chloride,  choline 
gluconate,  choline  dihydrogen  citrate,  or  tri- 
choline citrate.  Some  drugs  contain  choline 
combined  with  d-l-methionine  and/or  inosi- 
tol. Still  other  products  contain  vitamin 
B'*  as  well.  The  concentration  of  the  differ- 
ent ingredients  varies  from  one  product  to 
another.  The  discrepancies  in  the  recom- 
mended daily  dose  of  these  drugs  are  as  wide 
as  the  variations  ii!  the  proportion  of  the  com- 
ponents. The  proper  combination  and  dos- 
age could  only  be  answered  by  .systematic  re- 
evaluation  of  all  lii)otropics.  One  would 
have  to  administer  each  substance  separately 
in  varying  dose  and  try  all  po.ssible  combina- 
tions of  the  known  j)arts  of  the  lipotroi)ic 
spectrum  on  large  series  of  animals  with 
hepatic  .steatosis  of  comparable  degree.  Clin- 
ical evaluation  on  human  patients  would  have 
to  follow. 

Not  infreciuently  we  hear  the  (piestion 
whether  lipotropics  are  of  true  therapeutic 
value  in  i)atients  with  athero.sclerosis.  Since 
WC  lack  knowledge  of  the  true  mechanism  by 
which  lipotroi)ics  act  and  since  we  are  reluct- 
ant to  repeat  the  various  coneei)ts  just  label- 
led as  fictitious  we  are  apt  to  avoid  a direct 
answer  to  the  (|uestion.  One  might  rejjly  that 
these  drugs  are  harmless.  It  i.s  true  that  no 
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side  or  ill  effects  have  been  reported  from 
the  use  of  lipotropics.  That  does  not  mean 
that  no  such  effects  were  ever  noted  or  that 
none  will  be  observed  in  the  future.  The 
lipotropics  are  part  of  the  vitamins.  It  took 
decades  of  widespread  vitamin  therapy  to 
recognize  the  several  hypervitaminoses. 

Many  manufacturers  of  liiiotropic  drugs 
add  to  choline,  methionine,  inositol  and  vita- 
min varying  amounts  of  vitamin  A, 

B-.  B®,  C,  or  E.  Others  also  add  rutin,  cal- 
cium pentothenate,  dextrose,  thyroid  sub- 
stance, liver  concentrate  and  desiccated  liver. 
We  are  not  certain  that  inositol  by  itself  has 
lipotropic  property,  whether  its  activity  is  en- 
hanced by  choline,  or  whether  inositol  en- 
hances the  lipotropic  action  of  choline.  The 
addition  of  various  vitamins  and  other  sub- 
stances further  beclouds  the  picture  and  in- 
terferes with  evaluation  of  lipotropics.  This 
practice  harbors  some  dangers  because  there 
are  no  valid  criteria  for  dosage  and  discon- 
tinuation of  therapy,  especially  as  medication 
is  left  mostly  to  the  patient  himself.  While 
the  intake  of  thyroid  substance — to  select  but 
one  of  the  several  ingredients  encountered — 
is  warranted  in  many  aging  patients,  its  ad- 
ministration certainly  should  be  controlled 
by  the  physician. 

The  formulation  of  a scientifically  support- 
ed concept  of  the  lipotropic  mechanism  is 
most  desirable.  Such  therapy  is  neither  spe- 
cific for  atherosclerosis  nor  for  hypercholester- 
olemia, or  for  hypophospholipidemia.  How^- 
ever,  it  need  not  be  supported  by  conjured 
reasoning.  The  reversal  of  hepatic  steatosis 
and  the  improvement  of  the  patients’  well- 
being justify  fully  the  usage  of  lipotropics, 
in  spite  of  the  lack  of  scientific  criteria.  Lipo- 
tiopics  should  be  prescribed  for  patients  with 
atherosclerosis  in  whom  there  is  evidence  of 
liver  impairment. 


BLACK  WIDOW  SPIDER  BITE 

Casimir  Vileisis,  M.  D.,*' 

Milford,  Del. 

Latrodectus  mactans,  the  black  widow 
spider,  is  found  mostly  in  tropical  and  tem- 
perate zones  of  South  and  North  America. 
In  the  United  States  it  is  found  mainly  in 
the  southern  states.  The  greatest  number  of 
patients  bitten  by  the  black  widow  spider,  has 

• Resident  Physician,  Milford  Memorial  Hospital. 


been  reported  from  California,  but  there  are 
also  reports  of  bites  as  far  north  as  the  New 
England  states. 

The  female,  which  is  most  dangerous,  is 
shiny  black  with  spherical  body,  one  to  one 
and  one-half  centimeters  in  length,  and  has 
on  the  ventral  surface  an  orange-red  inverted 
hour  glass  marking.  The  male  is  much  small- 
er, about  one  third  the  size  of  the  female. 
In  addition  to  the  female  markings,  it  has 
white  stripes  on  the  abdomen.  Too,  the  male 
body  is  more  elongated  and  has  an  orange 
dorsal  stripe.  When  first  hatched  the  female 
and  male  are  identical  in  appearance,  but 
later,  during  growth,  they  assume  their  re- 
spective characteristics.  The  male  life  span 
is  shorter  than  the  female.  After  fertiliza- 
tion of  eggs,  usually  the  female  eats  the  male, 
especially  when  she  is  hungry. 

The  spider  prefers  dark,  dry  places,  and 
is  generally  found  close  to  human  habitations. 
It  also  lives  in  woods,  bushes,  and  fields.  It 
likes  protected  places  as  under  boards,  under 
rocks,  waste  cans,  shoes  and  clothes,  and  also 
across  the  seat  openings  of  outdoor  privies. 

The  web  has  no  regular  pattern,  and  also 
has  a poorly  developed  funnel  hiding  area. 
During  the  daytime  the  spider  usually  re- 
mains out  of  sight  in  a protected  corner.  Dur- 
ing the  night  or  in  darkness  it  is  more  active 
and  is  in  open  areas. 

The  black  wddow  has  a pair  of  hollow'  fangs 
connected  to  a pair  of  poison  glands,  which 
are  located  in  the  cephalothorax,  just  behind 
the  eyes.  The  venom  of  the  full  growui  fe- 
male is  more  poisonous  w’hen  she  is  distended 
with  eggs.  The  poison  sacs  increase  in  size 
and  the  venom  increases  in  strength  as  it 
grows  to  maturity.  The  entire  body  of  the 
spider  is  reported  to  be  inpregnated  with  the 
venom,  even  the  eggs.  The  poison  of  this 
spider  is  more  potent  than  that  of  a rattle- 
snake, taking  equal  parts. 

The  latrodectus  mactans  deposits  in  the 
bite  a toxalbumin  venom,  a fraction  of  which 
produces  paralysis  of  the  ascending  motor 
nerve  endings.  Gajardo  states  that  latrodec- 
tus mactans  affects  mainly  the  central  nuclei 
of  the  negative  nervous  system.  He  also 
thinks  that  the  entire  syndrome  can  be  ex- 
plained by  the  effect  of  the  venom  on  the 
medulla  bulb  and  the  other  parts  of  the  brain. 
Several  fatal  eases  are  u.sually  associated  with 
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pulmonary  ami  cerohral  edema,  and  persist- 
ant uremia  with  urinary  retention. 

The  local  reaction  of  the  bite  is  slight. 
I sually  there  is  a small  slightly  elongated 
pinkish  spot  with  two  insi<j;nifieant  openinfrs. 
There  is  local  or  generalized  edema.  The 
syndrome  of  araehnidism,  which  follows  the 
bite,  has  been  observed  in  Milford  Memorial 
Hospital  during;  the  past  four  years  in  five 
eases.  One  case  was  ob.served  just  ten  min- 
utes after  the  bite;  other  cases  from  two  to 
nine  hours  after  tlie  bite. 

The  first  case  was  a 21  year  old  white  fe- 
male waitress.  When  she  put  on  a sweater 
one  mornin»:  she  felt  an  acute  stickin<;  i)ain 
in  the  left  elbow  re«:ion.  At  first  she  thou<;ht 
it  was  a needle,  then  .she  felt  an  insect.  After 
removing  her  sweater  she  saw  a spider.  Ten 
nunutes  later  she  was  in  the  hospital  dispens- 
ary. Locally,  on  the  left  elbow  region,  there 
was  a small  urticaria-like  skin  elevation  with 
two  small  bite  dots.  There  was  no  pain  at 
that  time.  About  twenty  minutes  later  the 
I)atient  started  comi)laining  of  cramp-like 
I)ains  in  ui)per  arm  and  shoulder.  Forty-five 
minutes  after  the  bite  the  patient  was  com- 
plaining of  pain  in  upi)er  ])art  of  the  back. 
Aboiit  thirty  minutes  later  she  complained 
of  severe  cramp-like  pains  in  her  abdomen, 
especially  in  the  epigastric  region.  At  that 
time  there  was  slight  nausea. 

The  first  examination  was  made  upon  ar- 
rival, but  no  .significant  findings,  cxcejit  the 
previously  described  local  reaction.  Second 
examination  was  about  20  minutes  later, 
showing  some  tenderne.ss  in  the  upjier  arm. 
The  muscles  were  more  rigid  on  the  left  side 
than  on  the  right.  The  neck  and  abdomen 
were  entirely  negative.  The  third  e.xamina- 
tion  was  done  about  two  hours  after  arrival. 
Temiierature  !)SF,  P 80,  I\  20,  B.P.  110  70. 
Lyes:  jiupils  equal;  react  to  light  and  ac- 

commodation. F.NT  : negative.  Xeck  : slight 
nuchal  rigiility  was  jiresent.  (’best:  There 
was  muscular  stiffne.ss  around  axillary  and 
pectoral  region  on  the  left  side.  In  the  back 
thei'c  was  .some  soreness  in  scapular  region 
and  around  the  upper  pait  of  the  thoracic 
veitebia.  Heart  and  lungs  were  negative. 
Abdomen:  not  distended.  There  was  .some 
muscular  rigidity,  especially  in  the  epiga.stric 
region,  but  very  slight  tenderness.  Fxtreme- 
ties:  the  left  arm  was  painful  to  move  and 


muscles  were  slightly  contracted.  Neurologic  : 
Heflexes  were  slightly  exaggerated.  She  was 
complaining  of  slight  headache.  Laboratory 
te.sts  three  hours  after  bite:  Urine:  neg. 
Blood:  KBU  4,9()0,()00 ; WBC  7,0r)0;  HH 
95%;  color  index  .97;  Schilling  .segs  (il ; 
lymphs  33;  stabs  9:  juveniles  1 : baso  1. 

The  other  four  cases  came  to  the  hospital 
with  fully  developed  symptoms.  All  com- 
I)lained  of  severe  abdominal  pain  and  of 
si)reading  pain  from  the  bite  side.  A three 
year  old  boy  was  bitten  on  the  penis  in  an 
outdoor  privy.  He  was  brought  to  the  hos- 
pital nine  hours  later.  He  was  veiy  rest- 
less and  the  abdomen  was  board-like,  resembl- 
ing an  acute  surgical  abdomen.  A (ifi  year 
old  white  female  had  similar  agonizing  pain 
and  abdominal  rigidity.  She  was  brought  to 
the  hospital  two  hours  after  being  bitten  on 
the  left  thigh,  also  in  an  outdoor  privy. 

The  fourth  of  our  cases  was  a 29  year  old 
white  man  who  was  bitten  on  the  neck  six 
hours  before  admission  while  working  in  a 
garage.  His  chief  complaint  was  severe  pain 
in  the  neck  and  chest,  and  agonizing  pain  in 
the  epigastric  region. 

The  fifth  case  was  known  after  the  patient 
expired  when  additional  history  was  given  by 
the  family.  While  not  clear,  it  was  suspi- 
cious, indicating  that  the  patient  had  been 
bitten  by  a black  insect  in  a privy  about  48 
hours  before  admi.ssion.  This  patient  was  (!(i 
yeai-s  old,  white  male,  sick  for  several  years 
with  hypertension  and  anemia.  He  was  ad- 
mitted to  the  hospital  in  ])oor  general  con- 
dition. History  was  difficult  to  obtain,  but 
his  chief  comi)laint  was  abdominal  j)ain  and 
Clamps  in  lower  extremities.  Al.so,  he  had 
a headache  and  stiffness  in  the  neck.  On  the 
death  certificate  the  cau.se  of  death  was  given 
as  uremia. 

The  study  of  the  symptoms  of  black  widow 
spider  is  very  confusing.  Many  such  ca.ses 
are  sent  to  the  hospital  as  surgical  emergen- 
cies, and  the  differential  diagnosis  must  rule 
out  the  numerous  causes  of  acute  abdomen, 
but  especially  of  ruptured  peptic  ulcer,  renal 
colic,  acute  appendiciti.s,  peritoniti.s,  cholelith- 
iasis, acute  pancreatitis,  food  iioi.soning,  and 
acute  enteritis.  The  most  confusing  and  the 
most  important  is  differentiation  from  rup- 
tured jieptic  ulcer.  In  ulcer  ca.ses  usually 
there  is  no  history  of  an  insect  bite,  but  there 
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is  a typical  ulcer  history  of  acute  knife-like 
pains  in  the  epigastric  region,  collapse,  sub- 
normal temperature,  rigid  abdomen,  pale 
grayish  face,  and  by  x-ray  an  airbubble  under 
the  diaphragm.  In  comparing  black  widow 
spider  bite,  besides  the  history  of  the  bite, 
the  pain  spreads  from  the  area  of  the  bite 
to  the  abdomen.  Also  there  are  symptoms 
of  generalized  muscular  ])ain  and  spasm,  emo- 
tional instability,  hypersensitivity  of  reflexes. 
Quick  response  to  the  treatment  for  latrodec- 
tus  mactans  bite  will  confirm  the  syndrome  of 
arachnidism.  Laboratory  tests  are  of  very 
little  value  in  these  cases.  There  is  usually 
a slight  leueocytosis  and  slightly  increased 
polynuclear  eount,  but  there  is  no  noted  in- 
erease  of  eosinophils.  Urine  is  usually  nega- 
tive. Only  in  extremely  severe  cases  are 
found  albuminuria,  casts,  and  an  increase  of 
RBC.  Some  authors  tells  of  increased  blood 
urea  in  terminal  eases. 

Advocated  treatments  for  black  widow 
spider  bites  have  been  many.  First  and  most 
important  is  the  use  of  specific  antivenom. 
Antivenom  should  be  used  as  early  as  po.ssi- 
ble  after  the  bite : delayed  treatment  does  not 
give  good  results.  We  were  giving  a single 
dose  of  2.5cc  of  “lyovac”  antivenom  (latro- 
dectus  mactans),  a Sharp  & Dohme  product. 
In  our  first  case  antivenom  was  given  one- 
half  hour  after  the  bite,  two  hours,  six  hours, 
and  nine  hours.  In  the  first  case  comi>ara- 
tively  mild  symptoms  developed.  About  16 
hours  after  the  bite  the  patient  had  no  specific 
complaints.  In  the  second  case,  pains  sub- 
sided within  one  hour  after  antivenom  was 
given.  In  the  two  other  eases  symptoms  sub- 
sided very  slowly,  and  active  additional 
therapy  was  required. 

lOcc  of  20%  sol.  of  magnesium  sulfate  or 
lOcc  of  10%  sol.  calcium  gluconate  by  in- 
travenous injections  gives  prompt  but  tempor- 
ary relief  of  pain.  It  is  best  to  alernate  both 
drugs,  which  we  did  in  one  case  with  good 
results. 

The  use  of  morphine  and  other  opiates  in 
combination  with  atzoj)ine  does  not  give  the 
expected  good  results,  but  is  valuable  to  fight 
restlessness.  Bell  and  Boone  and  Beck  are 
reporting  good  results  by  the  use  of  2cc  of 
1 :2000  neostigmine  methylsulfate  alone  or  in 
combination  with  atropine  sulfate  gr.  1/150 


to  counteract  the  muscarinic  effects  of  neo- 
stigmin. 

When  there  is  neck  rigidity  and  severe 
headaches,  lumbar  puncture  has  been  sugge.st- 
ed  as  a method  of  affording  some  relief.  In 
certain  cases  hot  baths  give  some  additional 
relief. 

Local  treatment  of  incision  and  suction  has 
been  tried  by  some  authors,  but  this  {)roced- 
ure  is  generally  of  no  value,  as  the  toxin  is 
very  rapidly  absorbed.  Ilartinger  reported 
good  results  using  locally  gauze  saturated 
with  5%  solution  of  gold  chloride.  Some 
mention  using  iodine  and  ichthyol  locally. 

Prognosis  is  favorable,  considering  the  high 
toxi('ity  of  the  venom,  but  there  are  reports 
giving  a mortality  rate  of  two  to  three  per- 
cent. In  our  five  eases  there  was  one  death, 
but  here  the  diagnosis  was  questionable. 
Factors  affecting  the  prognosis  are  age,  health, 
and  location  of  the  bite.  Alcoholics  and 
syphilitics  appear  to  experience  more  serious 
consequences  than  healthy  human  beings. 

Immunity,  according  to  1) ’Amour,  is  ac- 
quired slowly,  after  repeated  injections  of  the 
venom.  Several  bites  in  one  individual,  with 
dimini.shing  reaction  of  arachnidism,  is  re- 
corded. 

Protective  measures  include  fine  mesh 
screenings  to  keep  out  insects.  Use  moscputo 
netting  when  sleeping  outdoors.  Insi)ection 
of  sleeping  bag  and  clothes  may  be  consid- 
ered as  a valuable  prophylactic  measure. 
Spraying  with  crue  oil  alone,  or  with  a mix- 
ture of  creosote  will  destroy  the  spider. 
Powdered  unslacked  lime  and  kerosene  will 
kill  the  adult  spider  in  about  thirty  minutes. 
All  webs,  spiderlings,  and  eggs  should  be  de- 
stroyed by  careful  spraying  or  burning.  It 
is  very  important  to  thoroughly  s]>ray  out- 
door privies  and  to  inspect  them  before  using 
again.  Outdoor  privies  are  considered  one 
of  the  most  common  places  of  black  widow 
spider  infe.station.  The  most  efficient  natural 
enemy  is  reported  to  be  the  mud  dauber  wasp. 

The  ability  of  the  physician  to  recognize 
and  to  quickly  relieve  the  symptoms  of 
arachnidism  is  especially  life-saving  to  very 
young  children  and  the  aged. 
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Dr.  Springer  Honored 

Dr.  Harold  L.  Springer  of  Centerville  was 
honored  for  his  50th  year  in  medical  praetice 
by  his  friends  and  eolleagues  at  a testimonial 
dinner  recently  at  the  Du  Pont  (,\nintry  Club. 

Dr.  Sjiringer  was  jiresented  with  a gold 
desk  clock,  given  on  behalf  of  those  present 
by  Dr.  Sylvester  W.  Renie.  Dr.  0.  W.  K. 
Forrest  was  toastmaster. 

Talks  in  tribute  to  Dr.  Springer  were  given 
by  Dr.  (Jeorge  Wilson  and  Dr.  Thomas  Kline 
of  Philadelphia.  Dr.  SiU’inger  told  some  of 
his  experiences  in  medicine. 

About  75  Delaware  jihysicians  attended,  in- 
cluding his  staff  associates  at  the  Delaware 
Hospital.  Dr.  Siiringer  is  a consultant  in  the 
surgery  division  and  a former  chief  surgeon. 

Among  those  at  the  dinner  were  Dr. 
Springer’s  brother,  Willard  Springer,  dr., 
president  of  the  Industrial  Trust  Comiiany, 
and  his  two  sons,  Harold  D.  Springer,  dr.,  and 
William  L.  Springer.  William  C’.  Northrop, 
a member  of  the  board  of  the  hosjiital,  also 
attended. 

Dr.  Springer  was  graduated  from  the  Wil- 
mington High  Sclujol  in  1(‘^98,  and  received 
his  degree  of  M.  D.  from  the  T'niversity  of 
Pennsylvania  in  1902.  After  a two-year  in- 
tcrneshij)  at  Presbyterian  Hospital,  Philadel- 
phia, he  e.stablished  a practice  in  Wilming- 
ton in  1904. 


Horse  Sen.se 

Something  jio.ssessed  by  horses  that  keeps 
them  from  IxOting  on  people. 


BOOK  REVIEW 

Clinical  and  Roentgenologic  Evaluation  of 
the  Pelvis  in  Obstetrics.  By  Howard  C.  Moloy, 

M.  D.,  Assistant  Clinical  Professor  of  Ob- 
stetrics and  Gynecology,  Columbia  University. 
(American  .Monograph  Series)  Pp.  119,  with 
G8  figures.  Paper.  Piice,  152.50.  Philadel- 
phia: W.  B.  Saunders  Company,  1951. 

One  of  the  important  problems  of  obstetrics 
today  is  difficult  labor.  Hecause  disiiropor- 
tion  is  the  chief  cau.se  of  difficult  labor,  many 
atteinjits  have  been  made  in  the  past  to  de- 
vise methods  to  detect  this  condition. 

In  1933,  following  much  clinical  and  x-ray 
study  of  the  female  jielvis,  Caldwell  and  !Mo- 
loy  devised  a classification  based  upon 
morj)hological  lines  and  included  four  par- 
ent types  and  numerous  mi.xed  types. 

In  this  monograi)h  the  author  has  described 
the  variations  in  the  female  jielvis  which  are 
of  obstetrical  significance  and  has  correlated 
these  with  their  effect  on  labor.  He  has 
shown  how,  by  clinical  and  roentgenologic 
methods  of  examination,  the  various  abnor- 
malities may  be  recognized  and  dealt  with. 

This  monograph  is  recommended  to  the 
medical  student  and  every  ])hysician  who  does 
obstetrics.  It  can  well  be  read  with  profit. 


A Simple  Definition 

The  “Gulf  Breeze”  house  organ  of  the  Gulf  Insur- 
ance Company  of  Dallas  cites  the  folloicing  defini- 
tion as  found  in  Britai7i's  Health  Act:  “The  ex- 
pression ‘infectious  disease’  means  iirimarily  any 
disea.se  included  in  regulations  under  Subsection 
1 of  Section  29,  whether  absolutely  or  by  defini- 
tion of  a ])articular  stage  of  such  disease,  but  in 
any  section  of  Part  IV  of  this  act  from  the  ajipli- 
cation  from  which  a disease  or  a stage  of  disease 
is  excluded  under  Subsection  2 of  said  Section  29. 
the  ex])ression  does  not  include  such  disea.se  or 
such  disease  in  such  stage  as  the  case  may  be.” 
Everything  clear  now?  [The  Insurance  Record). 


Tlm'c  out  of  four  traffic  accidents  happen 
in  clear  weather  on  dry  roads. 

Male  drivers  in  1951  were  involved  in  90 
j)er  cent  of  all  I’.  S.  auto  accidents. 

Saturday  is  the  most  (hingerous  day  of  the 
week  in  traffic. 

Tlie  hour  from  six  to  .seven  ]).m.  is  the  most 
dangerous  of  the  day  or  night  in  traffic. 
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The  New  Roster 

With  the  May  issue  of  The  Journal  there 
was  sent  to  every  one  of  the  335  members  of 
the  Medical  Society  of  Delaware  a copy  of 
the  New  Roster.  As  stated  thereon,  we  are 
quite  certain  it  contains  some  (we  hope  only 
a few)  errors.  Prompt  corrections  are  sought 
in  writing,  together  with  additions  and 
changes  as  they  occur.  On  the  back  page  is 
provided  space  for  additions  for  the  next  two 
years,  which  will  be  published  in  The  Jour- 
N.\L  from  time  to  time.  Keep  your  copy  of 
the  Roster  up  to  date:  use  a typewriter,  as 
the  calendered  paper  does  not  take  ordinary 
ink  very  well. 

On  account  of  the  high  cost  and  the  com- 
paratively few  additions  and  deletions  each 
year,  the  Roster  is  published  biennially.  Even 
then  it  requires  four  months  of  exacting  work, 
but  it  winds  up  the  most  complete  and  infor- 


mative Roster  that  we  have  yet  seen  issued 
by  any  state  medical  society. 

It  takes  only  a momentary  glance  to  realize 
that  our  membership  contains  a very  high 
percentage  of  specialists,  meaning  169  are 
full-time  and  23  more  are  part-time  special- 
ists ; or  50.4  and  6.8  percent  respectively, 
making  a total  of  57.2  percent,  and  leaving 
only  42.8  jiercent  of  our  members  to  work  as 
general  practitioners.  Serious  students  of 
our  American  medical  services  have  been  say- 
ing for  years  that  our  profession  is  over- 
specialized : this  new  Roster  seems  to  confirm 
that  criticism.  These  same  students  indicate 
that  the  optimum  is  about  one-third  special- 
ists and  two-thirds  general  practitioners. 


The  W.  a.  Donates 

The  Delaware  campaign  for  contributions 
to  the  American  Medical  Education  Founda- 
tion, under  the  direction  of  Dr.  C.  L.  Hudi- 
burg,  is  beginning  to  show  results.  The  in- 
dividual doctor  is  being  asked  to  make  any 
donation  to  his  own  alma  mater  via  this  new 
A.M.E.F.,  in  order  to  encourage  contributions 
from  non-medical  sources.  For  full  details 
see  the  editorial  in  The  Journal  for  Febru- 
ary, 1952,  page  55. 

We  are  now  informed  that  the  Woman’s 
Auxiliary  of  the  Medical  Society  of  Delaware 
and  of  the  New  Castle  County  Medical  So- 
ciety have  each  contributed  $100  to  this  Foun- 
dation. We  hasten  to  say  that  these  generous 
gifts  evoked  for  these  Auxiliaries  our  ad- 
miration and  our  sincere  thanks : they  are 
very  much  appreciated.  Last  year  the  Na- 
tional Auxiliary  gave  $10,000  to  the  A.M.E.F., 
and  set  the  pattern  for  the  State  and  County 
Auxiliaries.  Good  work ! 


Voting  Records  of  Candidates 

Senator  liohert  A.  Taft,  (R  ),  Ohio — One  of 
medicine’s  staunchest  friends  in  the  United 
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Stall's  Senate,  lie  is  eampai^iiiiifi  vi*;orously 
against  Socialized  Medicine  and  all  forms  of 
State  Socialism.  He  voted  ii(/(iinst  Reorgani- 
zation Plan  ^1  which,  if  not  defeated,  would 
have  created  a Cabinet  position  for  Federal 
Security  Administrator  Oscar  Ewing. 

(ienenil  Dwifihf  I).  FAsenhoircr,  (R)  — He 
has  made  no  public  statement  as  yet  on  the 
issue  of  Comt)ulsory  Health  Insurance  or  So- 
cialized Medicine.  He  has  spoken  out  against 
some  socialistic  proposals,  but  his  leading 
backers  in  the  Presidential  race  include  sev- 
eral .so-called  “Fair  Deal  Reiiublicans’’  whose 
position  on  the  medical  issue  is  at  least  ques- 
tionable. (ieneral  Eisenhower's  jiosition  may 
be  clarified  within  the  next  few  weeks.  In 
tins  regard,  ye.sterday  Senator  Dirksen  (Ri, 
Illinois,  cabled  Senator  Lodge  (R),  Massa- 
chusetts, who  is  at  Eisenhower's  headipiarters, 
asking  that  he  get  Eisenhower  to  make  a pub- 
lic statement  on  eight  key  National  issues.  On 
oui  issue.  Senator  Dirksen  specifically  asked: 
“ Is  he  ( Eisenhower)  for  or  against  Socialized 
Medicine?” 

(ieneral  Douglas  ,1.  MacArihur,  (R) — Out- 
spoken opponent  of  Socialized  51edicine,  (Jov- 
ernment  controls  and  all  socialistic  jiroposals. 

Harold  E.  Stassen,  (R) — Mr.  Stassen  took 
a strong  position  against  Socialized  Medicine 
in  a series  of  articles  written  for  The  Reader's 
Digest  in  -January  and  February  of  1950,  fol- 
lowing a trip  to  England  and  a study  of  the 
British  system. 

(iovcrnor  Earl  Warren  of  ('tdifornia,  (R)  — 
A con.stant  and  determined  advocate  of  (’om- 
pul.sory  Health  Insurance,  even  though  he  de- 
nies that  this  is  Socialized  Medicine,  (lover- 
nor  Warren  caused  (’ompulsory  Health  In- 
surance legislation  to  be  introduced  at  the 
1945,  1947  and  1949  sessions  of  the  ('alifornia 
•State  legislature  and  fought  vigorously,  but 
unsuccessfully  for  its  enaetment.  He  has  be- 
come a bitter  critic  of  the  medical  profession 
and,  if  elected  President,  undoubtedly  would 
s])onsor  National  Compulsory  Health  Insur- 
ance legislation  similar  to  that  advocated  by 
the  Truman  Admiidstration.  He  has  also  said 
in  ri'cent  addresses  that  he  favors  virtually  all 
of  the  New  Deal  legislation  enacted  during 


the  past  20  years,  but  feels  he  eould  adminis- 
ter the  program  better  than  the  Democrats. 

Senator  Estes  Kefauver,  (D),  Tennessee — 
In  a letter  to  Dr.  R.  B.  Robins  of  Camden, 
Arkansas,  a member  of  the  AM  A Coordinat- 
ing Committee,  dated  -lanuary  30,  1952,  Sena- 
tor Kefauver  .said:  “As  you  know  I have 

heretofore  taken  my  {)osition  against  the 
medical  bill  that  is  now  in  Congress.  I don't 
want  anything  to  happen  that  may  bring 
about  -Socialized  5Iedicine.  “ -Senator  Kefau- 
ver, however,  voted  for  Reorganization  Plan 
which  would  have  made  5Ir.  Ewing  a 
Cabinet  member,  and  has  supported  .some 
other  aspects  of  the  New  Deal  program. 

Governor  Adhti  E.  Stevenson,  (D),  Illinois 
— The  current  issue  of  Newsweek  (April  14, 
1952)  carries  an  interview  with  (Jovernor 
-Steven.son,  dealing  with  major  National  issues. 
He  was  asked  the  question:  “Do  you  favor 

compidsory  national  health  insurance?”  His 
answer,  according  to  Newsweek,  was:  “Ba- 

sically, the  problem  is  how  to  lift  people  over 
the  costs  of  major  illne.ss.  I don't  know 
whether  voluntary  plans  can  do  the  job.  I 
think  the  new  commission  on  medical  needs 
may  well  add  some  light  and  remove  some 
heat,  enabling  us  to  find  a .satisfactory  solu- 
tion to  this  j)erplexing  jiroblem.'' 

Senator  Robert  S.  Kerr,  (D),  Oklahoma — 
He  voted  for  Reorgaiuzation  Plan  ~1,  which 
would  have  given  O.scar  Ewing  Cabinet  status, 
and  has  generally  favored  New  Deal  .socialis- 
tic legislation. 

Senator  Richard  B.  Russell,  (D),  (ieorgia — 
An  outspoken  opinment  of  most  .socialistic 
legislation;  he  voted  against  Reorganization 
Plan  =^1. 

Senator  Ilarrif  F.  Bgrd,  (D),  Virginia — A 
vigorous  opponent  of  Socialized  Medicine  and 
all  forms  of  -Socialism.  He  addressed  the  Los 
Angeles  Mid-Winter  meeting  of  the  AM  A on 
this  issue,  December  5,  1951. 

ITVc  President  Alben  Barkleg,  (D) — He 
bas  supported  most  of  the  Fair  Deal  program. 
To  the  best  of  our  knowledge,  he  has  not  taken 
a public  jiosition  on  Socialized  Medicine. 

By  Whitaker  & Baxter 
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SURGERY  AND  ANTIBIOTICS 

Edmund  G.  Laird,  M.  D.,* 
Wilmington,  Del. 

It  is  most  important  to  use  antibiotics 
singly  and  rather  sparingly,  rather  than  in  a 
shotgun  manner  and  without  selection  for 
their  specificity.  This  cannot  be  over-em- 
phasized. 

Nearly  all  of  the  antibiotics  produced  by 
the  various  pharmaceutical  houses  have  been 
incorporated  in  ointments,  lotions,  troches 
and  other  topical  forms.  It  is  often  easy  to 
cure  a simple  skin  eruption  or  abrasion  with 
one  of  the  valuable  antibiotics  such  as  aureo- 
mycin,  penicillin,  terramycin  or  the  sulfa 
drugs,  but  one  must  think  carefully  before  do- 
ing so,  because  it  is  a well  established  fact 
that  sensitivity  or  allergy  to  these  substances 
is  more  easily  and  quickly  produced  when 
used  topically  than  when  they  are  taken 
orally  or  parenterally. 

Many  of  the  younger  phj^sieians  and  sur- 
geons were  not  acquainted  with  surgery  prior 
to  the  days  of  antibiotics,  and  are  perhaps 
not  aware  how  drastically  surgery  has  been 
revolutionized  by  them.  Unfortunately  some 
surgeons  have  become  lax  in  their  respect  for 
surgical  technique  as  well  as  some  of  the  dicta 
and  principles  evolved  prior  to  the  antibiotic 
days,  relying  upon  the  bacteriostatic  and  bac- 
teriocidal powers  of  the  “wonder  drugs.” 
Needless  to  state,  meticulous  surgical  tech- 
nique still  is  of  primarj^  importance  and  pro- 
duces the  best  surgical  results. 

Some  examples  of  conditions,  the  treatment 
of  which  has  been  revolutionized  by  the  anti- 
biotics, are  as  follows: 

1.  Most  cellulitides,  which  formerly  were 
difficult  to  treat  and  often  lethal,  are  now 
readily  controlled  and  seldom  ever  come  to 
surgery.  For  instance : 

a.  Carbuncles,  especially  around  the  face 
and  neck,  used  to  comprise  a large  part  of  an 
operative  schedule  and  caused  numerous 

•Attending  Chief.  Surgery  Division,  Delaware  Hospital. 


deaths.  Surgical  excision  left  disfiguring  de- 
fects which  had  to  be  covered  with  massive 
grafts. 

b.  Erysipelas  was  a dreaded  cellulitis 
which  took  a heavy  toll  of  life  and  helped  to 
fill  contagious  wards.  Likewise,  the  erysi- 
peloid secondary  infections,  so  frequently  as- 
sociated with  epidermophytosis  and  elephan- 
tiasis. 

c.  “Woody  Phlegmons”  were  in  common 
parlance  whereas  now  one  scarcely  hears  the 
term.  Pelvic  and  retroperitoneal  phlegmons 
were  especially  common  and  refractory.  Lud- 
wig’s angina  (celluitis  of  the  floor  of  the 
mouth)  was  estimated  variously  as  carrying 
a mortality  anywhere  from  fifty  to  ninety 
per  cent. 

d.  Hand  infections  and  tendon  sheath  in- 
fections dragged  out  for  weeks  and  months, 
leaving  tremendous  permanent  disabilities  in 
their  wake. 

e.  Deep  cervical  abscesses  were  dreaded 
cases  and  frequently  tragically  fatal. 

f.  Nasal  furuncles  and  cellulitides  led  to 
fatal  thromboses  of  the  cavernous  and  lateral 
sinuses. 

2.  Gas  Bacillus  (clostridium,  welchi,  oede- 
matiens,  septique,  etc.)  infections  caused 
death  of  numerous  patients,  especially  in 
wartime,  in  spite  of  the  antisera,  which  were 
usually  ineffectual.  Within  two  years  or  less 
after  the  advent  of  penicillin,  the  U.  S.  Army 
in  North  Africa  and  Italy  abandoned  the  use 
of  the  antitoxin  and  reduced  the  mortality 
due  to  gas  bacillus  to  a minimum  with  peni- 
oillin  alone,  plus  radical  surgery. 

3.  Osteomyelitis  was  seldom  cured  perma- 
nently and  immediate  radical  surgery  has  now 
been  rather  generally  abandoned  in  favor  of 
conservative  treatment  with  antibiotics,  fol- 
lowed by  surgery  as  indicated. 

4.  Pyelophlebitis  (thrombosis  of  the  portal 
vein)  was  invariably  fatal,  whereas  now  we 
seldom  hear  of  it.  This  is  not  to  be  confused 
with  the  ordinary  thrombophlebitis  of  the  ex- 


16.3 


UBRARY  OF  THE 

r - PHVQirUNS 


- ^ r* 


1(i() 


I )i:i.A\V.\HK  StaTK  .MkDICAI.  Joi’UNAl. 


.Ill A',  i!ir)2 


wliicli  sliows  littU*  or  no  losponsc  to 
;mtil)iotics,  unless  it  is  secondaiy  to  an  inlee- 
tion. 

Lyni|)liopatliia  voneremn  and  <j:ranuloma 
in»:uinale  yield  ordinarily  to  aureoinyein  and 
terrainyein  if  treated  early. 

(i.  Intestinal  surfiery  lias  reaelied  a jierl'ee- 
tion  ii(‘V(‘r  hoped  lor,  due  to  ant  ihioties. 
Safer  mnltiple-sta"e  operations  are  now  l)ein<; 
lejilaeed  hy  one-slairo  operations,  with  end- 
to-end  anastomoses. 

The  einei'iieney  assoeiated  with  ajiiiendiei- 
tis  is  on  the  wane  and  we  may  fn'cpiently  ob- 
serve a doubtful  ease  for  twenty-four  hours 
before  oi)eratin»:,  thereby  avoidiuf*:  many 

lU'edless  operations.  I’eritonitis,  abdominal 
draina”(‘,  iieritoneal  eontaminat ion,  ete.,  are 
treated  more  adeipiately  and  the  results  are 
better.  Septieemia  is  seldom  eueountered  in 
the  sur<>ieal  field;  multiple  absee.sses  through- 
out the  body  are  not  known  to  the  avera^re 
youn<>’  surgeon. 

7.  Skin  graftin'*'  is  usually  sueeessful  now, 
due  to  the  ability  to  sterilize  (or  nearly  so) 
the  leeipient  site  jirior  to  ojieration,  and  to 
reduce  most  of  the  ])ostop«*rative  infection. 
Hven  pseudomonas  aerujiinosa  ( pyoeyaneus) 
can  often  be  kept  under  control  with  pol.v- 
myxin. 

S.  I’ostoperative  pneumonia  now  is  no 
lon*>er  a threat,  eompai'atively  siieakin*;. 
Some  facts  ref>ardin"  new  wide-speel I'um  jire- 
pa  rat  ions : 

.Neomycin  sulfate  (.Mieif^uent,  rpjohn')  : 
is  manufaetured  as  ointment  in  <>rease  and 
water  mi.seible  bases.  It  nunains  stable  for 
one  year  at  room  temperature  and  has  a wider 
raiijiie  than  baeitraein,  streptomycin  or  peni- 
cillin with  »ram-ne<jative  and  ‘iram-imsit ive 
oi'fjanisms.  It  is  <j:enerally  effi'ctive  against 
H.  proteus  and  pseudomonas  oryianisms,  but 
not  ajiainst  myeobaeteria  and  fun<ii.  It  is 
especially  ^ood  for  iin|)etiiro  eontafiiosa. 

Polymyxin  H sulfate  ( Aerospoiun.  Itur- 
rou,ii:hs- Wellcome)  : It  is  soluble  as  the  acid 
salt  in  wa1(‘r  and  .saline,  and  is  stable  two 
months,  at  room  tiunperatiire.  It  is  es|)eeial- 
ly  (“ffeetive  asj:ainst  psiuidomonas  (pyoeyan- 
eus) and  H.  |>roteiis,  as  well  as  K.  eoli  and, 
when  taken  orally,  a*>ainst  bacillary  dysmi- 
lery.  It  is  toxic  to  the  nervous  .system  (not 
peiinanent)  and  to  the  kidneys  (albumin- 
uria'. Very  little  is  absorbed  when  it  is  t d\en 
orally. 


Terrainyein:  lias  a wide  laiifie  spectrum 
and  is  (‘ffeetive  with  •rram-nejiative  and  }>:ram- 
positive  bacteria,  anaerobes  as  well  as  aerobes. 
Also  with  tin*  spirochetes,  liekettsiae,  and 
some  viruses.  It  is  very  stable,  lastin<>:  two 
months  at  room  teni|»eiature.  It  is  readily  ab- 
sorbed from  the  <i;astro-intest inal  tract  and  is 
distributed  widely  in  tissues  and  fluids,  in- 
eludiufr  the  sputum,  bile  and  foetal  circula- 
tion. Both  aureoinyein  and  terrainyein  have 
been  jirei'ared  for  i.v.  use  as  a sodium  salt 
(bOO-TbO  m>>:m.  in  24  hours  in  divided  do.ses). 

( 'om|)(‘namine  : (1-epenomine  Benicillin  (i.) 
A new  hyi)oaller*>:enic  penicillin  salt  can  be 
used  when  ever  ])enicillin  (i  is  indicated. 
( Lon>>:acre,  2()0(l  ea.ses  with  one  per  cent  re- 
action. ) 

Viomycin : Kxiierimentally  for  mycobac- 

teria. 

Prophyla.xis : .Many  antibiotics  are  used 

routinely  with  surfiical  proceduirs  as  prophy- 
laxis against  the  chance  of  infection,  even  in 
clean  ea.ses.  There  is  ar<rument  and  lo*;ic  on 
both  sides  unh*.ss  the  surfreon  allows  his  tech- 
nicpie  to  sli|>  due  to  a false  tVeliiifr  of  security 
from  the  antibiotics. 

Preparation  of  intestine  for  sur<i;ery:  Tli-j 
aim  is  to  cut  the  inti^stinal  flora  down  to  1(10 
viable  or<ranisms  per  }jram  of  feces.  The  b(‘st 
antibiotics  are  those  l(*ast  absorbed  from  the 
<>astro-intestinal  tract,  e.»:.,  streptomycin,  ba- 
citracin, neomycin,  sulfa  dru«rs  (sulfasuxi- 
dine,  sulfa«:uanidine,  succinyl  sulfathiazole 
and  sulfathalidine),  and  the  combination  of 
penicillin  and  streptomycin. 

.Neomycin  is  recommended  by  H.  .1.  Poth, 
(ID.')!  Soiiflicni  Medical  Jonnial),  in  com- 
bination with  sulfathalidine.  If  friven  with 
castor  oil,  it  prepares  the  intestines  in  forty- 
(‘iiiht  hours;  the  ma.jor  I'ortion  i>as,s(‘s  in 
feces.  Of  late  th(‘re  have  been  o|)ponents  who 
claim  that  tin*  reduction  or  d(*struction  of  the 
intestinal  flora  rediici's  absorjition  of  B and 
('  vitamins  and  thereby  affects  i»rotein 
metabolism.  Lar<re  do.sc's  of  vitamin  B and  <* 
must  be  "iven  orally  with  them.  Many  one* 
sta^e  operations  endiraciny:  the  all-or-none 
•iambic  of  resections  with  end-to-end  anas- 
tomoses without  ]»roximal  deeompn‘ssion,  are 
com  ini'  back  into  vo*rue  because  of  the  re- 
duced daniicr  of  a leak  and  the  fatal  conse- 
(piences  th(*reof. 

It  must  be  remembered  that  when  a new 
antibiotic  ai»pears  one  encounters  very  few 
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dnij*'  Fevers  itml  reaetions  at  First,  Init  in  a 
eoniparatively  short  s])aee  of  time  the  reac- 
tions manifest  themselves  as  a result  of  the 
imi)roi)er  and  needless  “waste"  of  these 
drufi's  on  minor  ailments  which  are  not  life- 
threatenino'.  Due  to  the  lack  of  time  allotted 
me  and  rather  than  f>o  over  the  many  diseases 
and  surgical  conditions  which  the  above  are 
successful  in  suppressing,  1 will  pick  out  a 
few  s])ecific  ones  which  might  not  he  so  well 
known : 

1.  Warts  (verucca  vulgaris)  : iu  children, 
in  many  cases  yield  to  250  rngnu  of  aureomy- 
cin  twice  daily  for  four  weeks. 

2.  Heri)es  simplex:  is  frecpieutly  imi)roved 
by  aureomyciu  ointment  {?>%). 

3.  Herpetic  stomatitis:  resi)onds  to  aureo- 
mycin  and  not  to  i)cnicilliiE  Tt  is  given  both 
orally  and  as  troches. 

4.  Lym])opathia  venereum : resi>onds  to 

aureomyciu  and  ai)])arently  to  terramycin  if 
given  early.  ljym])hogranuloma  inguinale  re- 
sponds well  to  terramycin. 

5.  Anthrax:  Residts  with  penicillin  are 

good;  occasionally  aureomycin  is  effective. 

().  Clostridia  : Penicillin  seems  to  be  spe- 
cific. 

7.  Actinomycosis:  Penicillin  and  sulfa  is 
still  the  be.st.  Stre])tomyciu  and  ])ara-amino 
salicylic  acid  give  good  results. 

8.  Lei)i'osy  (Hansen’s  Bacillus):  Strepto- 
mycin and  sulfa  is  best,  or  chaulmoogra  oil 
and  sulfa. 

9.  Protozoan  infections: 

Amoebiasis:  Cood  results  are  obtained 
in  some  cases  with  terramycin.  Aureo- 
mycin is  most  effective.  Results  are  not 
good  with  the  helminths  and  flaggel- 
lates.  In  240  ])atients  Kndomoeba  his- 
tolytica disai>peared  in  all  after  the  use 
of  2 grams  of  aureomycin  daily  for  ten 
days. 

10.  Viral  hei)atitis:  Nothing  has  been  found 
effective,  including  Chloromycetin. 

THE  USE  OF  ANTIbTotIcS  IN 
NEUROSURGERY 

P.  1).  (ioRI)Y,  M.  1).,* 

Wilmington,  Del. 

Neurosurgery,  iu  common  with  almost  all 
other  branches  of  medicine,  entered  a new 
ei'a  with  the  advent  of  antibiotics.  Certain 
as])ects  of  the  suigical  treatment  of  diseases 

‘Associate,  Neuro-surgery  Division,  Delaware  Hospital. 


of  the  nervous  system  have  been  altered 
dramatically.  The  morbidity  and  mortality 
rates  in  intracranial  suppuration  have  de- 
creased. Neuro.surgery  is  a siiecialty  which 
is  young  enough  .so  that  a young  neuro- 
surgeon may  s|)an  this  changing  period  in  his 
own  experience.  A caution  mu.st  be  rai.sed 
and  that  is  that  no  antibiotic  yet  devised  will 
overcome  improper  and  careless  surgical 
technitpie.  Asepsis,  careful  haudliug  of  tis- 
sue, and  removal  of  devitalized  ti.ssues  re- 
main the  cardinal  points. 

This  change  is  atte.sted  to  as  much  by  th.e 
things  which  we  no  longer  see  as  by  tho.se 
which  we  .see  and  treat.  Osteomyelitis  of  the 
skull,  brain  absce.ss,  and  supimrative  sinus 
thrombosis  are  now  relative  rarities.  This  is 
related  to  the  early  use  of  antibiotics  in  otitis 
media,  lung  infections  and  jiaranasal  sinus 
infections  which  juevents,  in  large  measure, 
the  development  of  these  su])purative  intra- 
cranial complications. 

Brain  abscess  has  long  been  a dreaded  in- 
tracranial lesion,  regardless  of  what  tech- 
niipie  may  have  been  used  iu  removal.  The 
mortality  rate  iu  metastatic  absce.ss  from  the 
lung  was  70-KK)  pei-  cent;  in  tho.se  extending 
from  the  sinuses  or  mastoid  it  was  50  per 
cent.  In  addition  to  these  formidable  figures, 
there  was  the  figure  of  50-70  per  cent  in- 
cidence of  convulsive  disorder  occurring  in 
those  ])atients  who  survived.  This  comi)lica- 
tiou  resulted  from  the  thick  contracting  scar 
left  after  drainage  and  herniation  of  the  ab- 
scess ca])sule. 

The  change  in  outlook  for  the  ])atieut  with 
an  abscess  of  the  brain,  whatever  its  source, 
is  one  of  the  dramatic  events  of  modern 
medicine.  As  dacsiues  LeBeau  exi>ressed  it; 
“The  two  events  in  the  last  ten  years  which 
have  changed  the  treatment  of  brain  absce.ss 
are  the  use  of  penicillin  and  the  total  I'emoval 
of  the  abscess". 

Total  removal  of  the  abscess,  which  is  now 
the  treatment  of  choice,  is  a direct  outgrowth 
of  the  use  of  i)enicilliu.  This  treatment  was 
fir.st  re])orted  by  LeBeau  from  LaPitie  iu 
Paris  in  194(i.  The  abscess  is  localized,  ami  is 
then  tapped.  After  withdrawal  of  the  pus, 
])euicillin  is  instilled  into  the  cavity.  This 
may  be  rej)eated  several  times  until  the  cap- 
sule is  small  and  shrunken  and  the  interior 
sterile.  Hemoval  is  then  a relatively  simple 
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jirocedure.  The  preoperative  period  of  anti- 
biotic therapy  may  last  7-10  days  if  there  is 
no  deterioration  in  the  patient’s  condition. 

Ventriculitis,  a 100  per  cent  fatal  complica- 
tion of  ab.scess  removal  in  the  pre-antibiotic 
days,  may  be  brought  under  control  (juite 
readily. 

Combined  therapy  with  one  of  the  sulfa 
drugs  or  with  other  antibiotic  j)reparations 
may  increase  the  effect ivene.ss  of  treatment. 
Sensitivity  determinations  or  the  material 
evacuated  from  the  abscess  cavity  may  aid  in 
the  selection  of  the  drug. 

The  overwhelming  nature  of  these  infec- 
tions may  require  that  the  intrathecal  route 
be  u.sed,  as  well  as  the  intramuscular.  Care 
must  be  used  that  small  do.ses  in  i)roi)cr  dilu- 
tion be  used  since  a severe  arachnoiditis  with 
root  irritation  may  I’esult  from  a too  concen- 
ti’ated  solution.  This  is  particularly  true  in 
the  use  of  penicillin  locally  because  status 
epilipticus  may  result  from  ])enicillin  which 
is  applied  dii’ectly  to  the  cortex. 

It  appears  certain  that  the  use  of  heavy 
antibiotic  theraj)y  may,  in  .some  instance.s, 
prevent  the  development  of  an  ab.sce.ss  by 
halting  the  process  at  the  stage  of  diffuse  en- 
cephalitis before  ti.ssue  breakdown  has  taken 
place. 

Tuberculoma  of  the  brain  may  act  as  a 
tumor  mass  and  recjuire  surgical  removal  be- 
cause of  increased  intracranial  j)ressure. 
There  is  an  ever  present  danger  of  a fulmin- 
ating spread.  The  use  of  .streptomycin  intra- 
mu.scularly,  and  into  the  ventricle,  may  pre- 
vent a fatal  outcome.  The  addition  of  strepto- 
mycin by  the  intraventricular  route  may  be  a 
valuable  aid  in  treating  tuberculous  menin- 
gitis in  addition  to  the  intramuscular  and  in- 
trathecal routes. 

There  are  many  additional  uses  for  anti- 
biotic therapy  in  neurosurgery.  Among 
these  are  the  use  of  i)enicillin  in  skull  frac- 
tures which  are  comi)ound,  either  to  the  out- 
side or  into  one  of  the  j)arana.sal  sinuses. 
Cerebrospinal  rhinorrhea  with  its  danger  of 
developing  meningitis  may  be  successfidly 
treated  with  penicillin  until  the  leak  has 
sealed.  This  permits  many  fistulae  to  close 
spontaneously  which  would  otheiwise  have 
re(|uired  surgical  closure. 

The  placement  of  foreign  bodies  within  the 
spine  and  cranium  such  as  tantalum  plates. 


polyethylene  tubes,  and  rubber  catheters  is 
facilitated  by  the  use  of  antibiotics  and  i>re- 
vention  of  infection. 

This  brief  summary  gives  .some  idea  of  the 
change  brought  about  by  the  antibiotics  in 
certain  neurosurgical  conditions. 

ANTIBIOTICS  IN  ORTHOPEDIC 
SURGERY 

Walter  1j.  Bailey,  M.  1).,* 
Wilmington,  Del. 

Hematogenous  Osteomyelitis,  On  the 
view  box  are  several  films.  To  your  left  is 
a film  of  an  old  chronic  suppurative  osteo- 
myelitis. The  history  dates  back  thirty  odd 
years.  His  limb  was  finally  amputated.  The 
second  film  represents  the  .same  disease,  but 
in  a different  patient.  He  had  the  benefit  of 
antibiotics.  A one  year  follow-up  on  the 
jiatient  treated  by  antibiotics  is  seen  in  the 
last  film. 

It  is  not  difficult  for  anyone  to  detect  the 
striking  difference  between  the  first  and 
third  films.  This  is  the  difference  between 
hematogenous  osteomyelitis  treated  before 
and  after  antibiotics. 

Karly  diagnosis  of  hematogenous  osteomye- 
litis is  es.sential  for  success  in  treatment.  It 
is  made  on  the  basis  of  xrays,  juLsitive  blood 
cultures  j)lus  history  and  physical  findings. 
Suspect  highly  a diagno.sis  of  rheumatic 
fever.  When  it  suppurate.s,  it  is  no  longer 
rheumatic  fever. 

The  once  chronic  picture  of  hematogenous 
osteomyelitis  has  become  infrequent  follow- 
ing promj)t  recognition  with  early  adequate 
treatment,  (’arcinoma  in  a sinus  tract,  amy- 
loid di.sease,  amputation,  etc.  now  belong  in 
the  category  of  the  pa.st. 

Antibiotics  are  an  aid  to,  and  not  a replace- 
ment of,  adequate  surgery.  In  osteomyelitis, 
j)us  beneath  the  periostium  mu.st  be  evacu- 
ated. It  is  not  compatible  with  healthy  bone. 
Sequestra  usually  must  be  removed.  Biopsy 
to  rule  out  tumor  is  occasionally  necessary. 
Low  grade  infectious  disease  of  bone  often- 
times cannot  be  distinguished  from  malig- 
nancy. What  has  been  said  .so  far  ajiplies 
equally  as  well  to  suppurative  joint  di.sea.se. 

( 'oMPouND  Fractures.  In  this  field  anti- 
biotic agents  have  improved  tremendously 
the  final  end  results.  Needless  to  ,say,  they 
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have  not  rei)laeed  the  necessity  for  a thorough 
surgical  cleansing  of  the  wound  and  adequate 
immobilization. 

Other  Types  Of  Bone  Infection.  Thei’e 
are  many  organisms  to  which  bone  is  suscept- 
ible other  than  the  most  common,  staphylococ- 
cus. 

Slide:  Here  is  a case  of  luetic  osteomyelitis. 
Note  the  iieriosteal  iiroliferation.  These  ca.ses 
in  the  i>ast,  outstanding  for  their  chronicity, 
are  at  pie.sent  “.sitting  ducks”  for  penicillin. 

Supportive  Treatment.  Their  value  in  the 
treatment  of  post-operative  infection  hardly 
bears  mention.  It  is  so  widely  utilized.  Un- 
deniably, antibiotics  have  allowed  us  to  util- 
ize internal  fixation  and  metallic  replacement 
of  bony  parts  heretofore  tried  only  by  the 
most  daring. 

Tuberculosis  Of  Bones  And  Joints. 
Draining  sinuses,  once  the  bane  of  existence 
of  every  orthopedist,  are  now  closed  by 
streptomycin  therapy  in  about  eighty-five 
per  cent  of  cases.  This  naturally  allows  for 
earlier  operation,  and  more  successful  sur- 
gery. It  markedly  diminishes  the  possibility 
of  post-operative  infection.  Earlier  rehabili- 
tation of  the  patient  is  possible. 

Summary 

1.  Antibiotics  plus  adequate  surgery  are 
eliminating  the  chronicity  formerly  associated 
with  skeletal  infections. 

2.  By  their  support,  they  allow  for  radical 
metallic  replacement  of  bony  parts  with  a 
success  hitherto  denied. 

3.  Much  earlier  rehabilitation  of  the  pa- 
ient  afflicted  with  skeletal  tuberculosis  is  now 
possible. 

THE  ANTIBIOTICS  IN  GYNECOLOGY 

S.  W.  Rennie,  M.  D.,* 
Wilmington,  Del. 

Some  years  ago,  wdth  an  armamentarium 
of  morphine,  hot  and  cold  packs,  calomel,  a 
reasonable  amount  of  “horse  sense”  and  a 
kindly  bedside  manner,  the  physician  could 
practice  successfully  the  medicine  of  his  day. 
However,  within  my  lifetime,  medical  prac- 
tice has  become  quite  complex.  If  we  may 
reminhsee  for  a moment,  let  us  go  back  to  the 
Gyn.  Clinic  of  1930.  At  this  time  pelvic  in- 
flammatory disease  was  quite  common  and 

•Director,  Division  of  Obstetrics  and  Gynecology,  Dela- 
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was  treated  with  various  and  sundry  mea- 
sures such  as  foreign  protein  and  boiled  milk 
injections,  several  types  of  tampon,  sedatives 
and  analgesics.  Gonorrhea  in  the  infant  fe- 
male was  treated  with  douches  and  argyrol 
instillations.  During  this  time  pelvic  ab- 
scesses were  common,  and  the  average  w'ard 
census  included  several  cases  of  eul-de-sae 
drainage. 

Surgery  of  all  types  was  limited  because 
of  infection.  When  .septicemia  developed  it 
was  treated  with  intravenous  mercurochrome 
and  arsenieals.  At  the  present  time,  aided 
by  antibiotics,  treatment  in  gynecology  has 
considerably  improved. 

Classification  of  Pelvic  Infections 
Pelvic  infections  are  divided  into  three 
types : 

1.  Venereal  infection 

2.  Non-venereal  mixed  infection 

3.  Specific  infections. 

Venereal  Infections 
Gonorrheal  infections.  These  respond  well 
to  both  penicillin  and  aureomycin.  I believe 
that  it  is  the  experience  of  us  all  that  the  in- 
cidence and  morbidity  of  infections  due  to 
gonorrhea  is  much  less  than  in  former  years. 

Chnnchroid.  This  infection,  caused  by  the 
hemophilus  ducreyi  responds  well  to  both 
aureomycin  and  terramycin. 

Lymphogranuloma  and  Granuloma  in- 
guinal. These  are  best  treated  with  aureo- 
mycin or  terramycin  and  the  drug  should  be 
administered  for  2-6  weeks.  Prior  to  the 
advent  of  antibiotics,  the  jirognosis  in  these 
infections  was  poor ; now  is  relatively  good. 

Non-Venereal  IMixed  Infection 
The  mixed  pelvic  infections  usually  include 
fecal  bacteria,  therefore  two  antibiotics  are 
suggested.  Of  all  bacteria  involved  the  hemo- 
lytic streptococcus  is  the  only  one  that  is  suf- 
ficiently invasive  to  establish  itself  on  a clean 
wound,  whereas  the  others  often  require  de- 
vitalized tissue.  Accordingly,  secondary  in- 
vaders are  not  uncommon  in  the  pelvis  where 
there  has  been  an  abortion  or  even  a normal 
menstruation.  It  is  common  knowledge  that 
among  bacteria  which  are  classed  as  sensitive 
to  a certain  antibiotic  about  one  per  cent  may 
have  been  transformed  into  mutants  which 
have  developed  resistance.  These  mutants, 
however,  may  be  sensitive  to  another  anti- 
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biotic.  In  tlic  treatment  of  Midi  conditions, 
and  especially  wliere  a septic  alioi-tion  is  con- 
-sidered,  I have  had  the  fjreater  de^rree  of 
suceess  when  a combination  of  drufjs  were 
used,  such  as  a sulfanamide  and  penicillin, 
(’hloromyeetin  and  penicillin  were  at  one 
time  u.sed  in  combination,  but  at  jiresent  it 
is  felt  that  the  combination  is  no  more  success- 
ful than  a single  dru^  inasmuch  as  they  act 
on  different  metabolic  functions.  Some  writ- 
ers feel  that  penicillin  is  actually  rendered 
less  effective  by  the  addition  of  ehloromyeetin. 

Sl’KCIKK’  I Nl’KCTIOX.S 

Streptococcal  and  pneumococcal  infections 
usually  respond  well  to  penicillin.  Pelvic 
tuberculosis  may  be  treated  with  dihydro- 
streptomycin sinirly  or  in  combination  with 
para-amino  salicylic  acid.  Actinomycosis, 
which  we  rarely  .see  is  susceptible  to  both  ter- 
ramycin  and  penicillin. 

Local  Dura  Therapy 

The  local  a])plication  of  antibiotics  has  been 
both  praised  and  condemned.  I have  had 
some  success  with  the  vafiinal  applications  of 
sulfonamides  in  many  cases  of  chronic  cervi- 
citis. Followinj;  conizition  or  cauterization, 
it  has  seemed  quite  valuable.  However,  the 
use  of  the  broad  spectrum  antibiotics  intra- 
va^inally  has  been  an  uidiappy  experienee. 
In  sensitive  patients,  the  local  reaction  is 
often  extensive  and  severe.  1 have  heard  re- 
ports from  the  u.se  of  bacitracin  supj)o.sitor- 
ies  pre-operatively,  esj)ecially  prior  to  a total 
hysterectomy.  1 have  had  no  personal  exper- 
ience with  bacitracin,  but  the  experience  1 
have  had  with  antisei)tics  and  sulfonamides 
has  been  wood. 

The  sulfonamides  and  broad  si)ectrum 
antibiotics  have  proved  (piite  valuable.  In 
cases  reciuirinw  freciuent  cathetei'ization  or  an 
indwellinw  catheter,  the  sulfonamides  have 
served  as  excellent  proj)hylactics  awainsl  urin- 
ary infection.  The  very  soluble  sulfonamide 
Hantrisin  or  a triple  combination  of  sulfona- 
mides have  been  very  effective  in  tn'atment 
and  veiy  infretpiently  do  they  produce  crys- 
talluria  or  sensitivity  reactions. 

1 )RP(}  I lOSAOES 

Penicillin.  This  (lru*r  comes  in  many  forms 
but  the  sodium  and  ealcium  salts  are  (piiekly 
absorbed  and  are  preferable  to  the  i)enicillin 
in  oil  i)reparations.  :i()(),n00  units  eveiy  12 


hours  would  .seem  to  be  adecpiate  in  the  ma,jor- 
ity  of  ])elvic  infeetions  and  l,r)()0,()00  units 
may  be  wiven  daily  in  case  of  peritonitis. 

Streptomycin.  This  is  fiiven  in  the  form 
of  l)ihydroste|)tomycin  in  a dosafie  of  0.5  gm. 
twice  daily  and  double  this  amount  if  the  pa- 
tient’s eondition  warrants  it. 

Aureomycin  and  Chloromycetin.  These  are 
fiiven  in  doses  of  250  mfim.  four  times  daily. 

Terramycin.  This  is  usually  given  intra- 
venously in  dosages  of  200  to  500  mgm.  in  a 
1000  c.c.  of  fluid,  to  be  followed  by  an  oral 
capsule  of  250  mgm.  four  times  daily. 

Sulfanomides.  A therapeutic  blood  level  is 
accomj)Iished  by  giving  sodium  sulfadiazine 
intravenously  followed  by  a trij)le  sulfona- 
mide preparation  orally  in  a dosage  of  0.5  to 
1.0  gm.  four  times  daily.  In  the  p re.se rij)t ion 
of  the  broad  spectrum  antibiotics  caution  is 
needed  because  with  the  destruction  of  the 
normal  bacterial  flora  the  growth  of  monilia 
may  no  longer  be  surpressed  and  may  reach 
I)athogenic  proportions. 

Sum  M ARY 

In  summary  the  antibiotics  have  repre.sent- 
ed  a great  forward  step  in  gynecology.  They 
have  not  in  any  way  obviated  the  necessity 
for  i)recise  surgical  technique  or  competent 
pre  and  postoperative  care.  They  have,  how- 
ever, increased  the  scope  of  surgery  and 
biought  hope  to  many  ca.ses  that  were  in  ear- 
lier years  considered  hopele.ss. 


ANTIBIOTICS  IN  UROLOGY 

.loiix  II.  Furlong,  Jr.,  ^1.  I).,* 
Wilmington,  Del. 

It  is  difficult  for  the  younger  ])hysieians  to 
comprehend  the  vast  changes  that  the  use  of 
sulfa  <lrugs  and  antibiotics  has  made  in 
uiologic  treatment.  Largely  because  of  the 
feai‘  of  infection,  the  pre-vesical  space  of 
Petzius  has  been  surgically  avoided  until  the 
antibiotic  era.  Now  the  space  is  being  enter- 
eil  directly  in  the  increasingly  popular  retro- 
pubic ai)i)roach  to  prostatectomy.  Improved 
control  of  infection  has  extended  the  indica- 
tions tor  conservative  renal  surgery  in  many 
cases  of  stone  or  hydroneithrosis  which  would 
have  been  subjected  to  nephrectomy  before 
antibiotics  were  available.  Since  most  urolo- 
gic  surgery  is  performed  on  infected  or  po- 
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tt-ntially  infected  cases,  the  generally  decreas- 
ing morbidity  and  mortality  rates  are  largely 
ascril)ed  to  the  nse  of  sulfa  drugs  and  anti- 
biotics. A specific  example  of  such  improve- 
ment is  evident  from  a recent  report  by  Dr. 
1).  M.  Davis  given  before  the  Philadelphia 
Branch  of  the  American  Urologic  Associa- 
tion. Among  an  unselected  group  of  his  pri- 
vate patients  during  a two  year  period  be- 
fore 1940,  twenty -two  percent  of  the  patients 
admitted  because  of  prostatic  obstruction 
never  came  to  surgery,  most  having  died  of 
l)yelonephritis.  During  the  past  five  years 
among  a similar  group  of  patients,  all  were 
operated  upon  and  there  were  no  deaths  from 
pyelonephritis. 

There  are,  however,  some  disadvantages  to 
the  efficacy  of  the  antibiotics.  It  is  often  too 
easy  to  treat  the  infection  present  and  not 
the  disease.  Meredith  Campell  states'  that 
combinations  of  obstruction  and  infection 
constitute  over  ninety  per  cent  of  the  major 
urologic  i)roblems  in  infants  and  children. 
One  factor  simply  cannot  be  treated  ade- 
ciuately  without  concomitant  treatment  of  the 
other.  Perhaps  unfortunately,  temporary 
sterilization  of  the  urinary  tract  by  antibio- 
tics can  sometimes  occur  in  the  presence  of 
marked  obstruction.  If  the  resultant  relief 
of  symtoms  leads  to  prolonged  delay  in  neces- 
sary surgery,  renal  damage  can  only  continue. 
An  advantage  claimed  for  the  older  mandelic 
acid  therapy  of  urinary  tract  infections  is 
that,  if  successful,  it  is  presumptive  evidence 
of  the  absence  of  obstimction. 

For  practical  purposes,  in  the  apparently 
uncomplicated  cases  of  urinary  tract  infec- 
tion, it  seems  reasonable  to  start  treatment 
with  a sulfa  drug  such  as  sulfacetamide  or 
sufisoxazole  or  even  a mandelic  acid  prepara- 
tion plus  an  acidifier.  If  the  symptoms  have 
not  disappeared  and  the  urinalyses  and  stain- 
ed urinary  sediment  have  not  become  normal 
in  a week  or  two,  or  if  the  symptoms  recur 
several  times,  further  study  is  indicated. 
Minimum  studies  consist  of  urine  culture  and 
intravenous  urography.  After  such  study, 
treatment  with  aiitibiotics  as  guided  by  sen- 
sitivity tests  should  be  accompanied  by  treat- 
ment of  any  obstruction  found.  If  an  infec- 
tion clinically  appears  acute  and  of  a more 
serious  nature,  Chloromycetin,  or  better,  ter- 
ramycin,  are  the  best  choices  for  treatment 


until  a culture  gives  more  precise  informa- 
tion. In  a similar  situation,  penicillin  is  not 
indicated  since  relatively  few  urinary  patho- 
gens are  sensitive  to  it.  Streptomycin  would 
be  contra-indicated  because  of  the  probability 
of  producing  resistant  organisms,  should  ob- 
struction be  i)resent.  If  obstruction  requir- 
ing surgical  correction  is  found,  it  is  prob- 
ably better  to  withhold  specific  antibiotic 
therapy  until  shortly  before  surgery  is  per- 
formed. 

Of  importance  because  of  its  frequent  oc- 
currence and  refractoriness  to  all  antibiotics 
is  chronic  non-specific  prostatitis.  Apart  from 
brief  courses  to  control  acute  symptoms,  the 
antibiotics  in  general  are  of  practically  no 
value  and  of  considerable  expense.  Appai’- 
ently  with  the  prostate  it  is  a ease  of  poor 
drainage  and  insufficient  local  concentration 
of  the  di*ug.  There  has  been  one  recent  en- 
couraging report,  however,  concerning  intra- 
prostatic injection  of  aqueous  penicillin  via 
the  perineal  route-.  Among  30  ])atients  giv- 
en 7-8  injections  at  weekly  intervals,  18  have 
remained  free  of  .symptoms  and  free  of  pus 
in  prostatic  secretion  from  6-12  months. 

In  genito-urinary  tuberculosis,  the  use  of 
streptomycin  has  simplified  treatment  to  a 
great  extent,  and  chronic  tuberculous  fistulae 
are  now  relatively  rare.  Probably  the  best 
controlled  studies  of  chemotherapj-  in  genito- 
urinary trrberculosis  have  recently  come  from 
combined  Army,  Navy  and  Veterans  Admin- 
istration sources.  Lattimer,  of  the  Bronx 
Hospital,  reporting  on  228  cases,®  states  that 
the  best  results  occur  in  cases  having  genital 
lesions  only.  Of  this  group,  80  per  cent  re- 
tained negative  smears  and  cultures  for  over 
two  years.  Among  103  of  his  cases  having- 
renal  tuberculosis  in  all  stages,  40  per  cent 
had  negative  smears  and  cultures  for  over 
two  years.  The  size  of  renal  lesions  is  a guide 
to  prognosis.  Lattimer ’s  series  shows  that 
with  large  renal  lesions — that  is,  25  per  cent 
or  more  of  the  kidney  involved  with  tuber- 
culosis— 100  per  cent  were  failures  in  regard 
to  conversion  of  urine  from  positive  to  nega- 
tive. With  small  lesions  not  visible  by  x-ray, 
there  were  50  per  cent  failures  after  two  years. 
These  statements  were  based  on  a treatment 
schedule  of  one  gram  of  stre])tomycin  daily 
for  120  days.  Various  treatment  schedules 
are  still  being  investigated,  but  the  older  42 
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day  treatment  has  been  abandoned  as  being 
too  brief.  Lattimer’s  present  policy  is  never 
to  give  streptomycin  without  PAS.  The 
schedule  receiving  most  attention  consists  of 
12  grams  of  PAS  daily  plus  one  gram  of 
streptomycin  twice  a week  for  a period  of 
one  year  or  even  longer.  The  treatment  of 
unilateral  destructive  renal  lesions  and 
tuberculous  epididymitis  is  still  surgical,  with 
streptomycin  and  PAS  coverage.  Coverage 
schedules  of  three  weeks  or  of  120  days  are 
being  used  at  present. 
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CHEMOTHERAPY  IN  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY 

William  T.  Reardon,  ^I.  1).,* 
Wilmington,  Del. 

In  therapy,  ophthalmology  has  succe.ssful- 
h’  shared  the  antibiotics  with  general  medi- 
cine. Antihistaminics  are  used  with  variable 
results  l(K'ally  and  .systemically  in  allergic 
ocular  conditions.  Chemotherapy  should  be 
based  on  the  iirinciple  that  organisms  causing 
the  infection  must  be  sensitive  to  the  agent, 
and  that  an  effective  concentration  must  reach 
the  site  of  infection.  When  ocular  infection 
is  acute,  therajiy  should  be  started  immediate- 
ly without  waiting  for  the  laboratory  report. 
Therapy  can  be  altered  readily  if  laboratorj' 
.studies  or  the  coui’se  of  the  infection  so  in- 
dicate. 

Sulfonamide  mixtures  are  satisfactory  be- 
cause of  the  high  concentration  that  can  be 
obtained  in  the  aijiieous  of  the  eye.  With 
penicillin,  the  level  in  the  ocular  chamber  is 
only  one-tenth  that  in  the  blood.  Strepto- 
mycin is  u.seful  for  tuberculous  ocular  infec- 
tion. Bacitracin  is  a safe  agent  for  topical 
treatment  of  external  ocular  infections  which 
formerly  rcfiuired  penicillin  or  sulfa  therapy. 
Aureomycin  is  the  only  antibiotic  effective 
against  the  viruses  of  epidemic  keratoconjunc- 
tivitis and  herpes  simplex.  Penicillin  oint- 
ment should  not  be  used  locally  because  there 
i.s  a high  incidence  of  sensitivity.  The  most 
promising  new  therajieutic  agents  are  A(JTII 
and  corti.sone.  They  are  widely  used  in 

•A.ssociate,  Otolaryngology  Division,  Delaware  Hospital. 


ophthalmology  by  local  instillation  and  by  in- 
tramuscular and  subconjunctival  injection. 
Many  ocular  inflammatory  and  allergic  dis- 
eases are  responding  to  them.  Their  action 
seems  to  be  restricted  to  blocking  the  inflam- 
matory reaction  in  collagen  tLs.sue,  and  thus 
preventing  widespread  damage  during  the 
time  the  di.sease  is  being  controlled.  Thus  far, 
these  substances  have  been  used  successfully 
in  sympathetic  ojilithalmia,  uveitis,  episcler- 
itis, scleritis,  secondary  glaucoma  due  to 
iritis,  fresh  vitreous  ojiacities  due  to  inflam- 
matory exudate  and  hemorrhage,  prevention 
of  blood  ve.ssel  formation  in  the  cornea  and 
retrolental  fibroplasia. 

In  otolaryngology  one  may  ask : what  has 
become  of  the  ma.stoidectomies  that  were  so 
common  before  the  advent  of  antibiotic 
therapy?  The  answer  is  that  they  are  few 
and  far  between.  I dare  say  that  there  were 
not  a half  dozen  mastoidectomies  done  in  Wil- 
mington this  past  j’ear.  No,  the  otolaryngolo- 
gist has  not  been  put  out  of  business  any  more 
than  the  urologist  who  rarely  sees  a case  of 
gonorrhea.  The  otolaryngologist  has  turned  to 
branches  in  his  field  which  he  has  neglected 
for  years.  OtolarjTigology  is  a broad  field 
which  embraces  diseases  of  the  ear,  nose,  and 
throat,  surgery  of  the  neck,  reconstructive 
surgery,  bronchoesophagology,  allergy,  physi- 
cal medicine,  and  audiology.  Allergy  and 
audiology  have  been  sadly  neglected  in  the 
jiast,  but  are  receiving  a great  deal  of  atten- 
tion at  the  pre.sent  time.  Here  at  the  Dela- 
ware Hospital,  we  have  the  only  audiologic 
center  in  the  state.  It  is  fully  equipped  for 
diagnosi.s.  treatment,  and  rehabilitation. 

-Mastoiditis  is  preceded  by  an  otitis  media, 
the  result  of  an  inflammatory  process  in  the 
na.sopharynx  which  has  reached  the  middle 
car  via  the  eu.stachian  tube.  The  organisms 
which  are  responsible  for  the  infection  of  the 
middle  ear  are  usually  sensitive  to  both  sul- 
fonamide drugs  ami  antibiotics.  Usually,  the 
family  physician  is  the  fii*st  to  see  the  ca.se  of 
otitis  media.  The  common  findings  are  a run- 
ning nose,  fever,  and  pain  in  the  ear;  and  on 
examination  the  tympanic  membrane  is  acute- 
ly inflamed  and  bulging.  Antibiotic  therapy 
is  instituted  and  the  potential  mastoiditis 
vanishes.  Occasionally  one  of  these  cases  will 
come  to  surgery  due  jirobably  to  a virulent 
organism  in  a weakened  host  who  has  received 
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insufficient  therapy.  Most  mastoids  done  at 
the  present  time  are  on  chronic  running  ears 
that  cannot  be  controlled  by  adequate 
therapy. 

Intracranial  complications  result  mostly 
from  acute  exacerbation  of  a chronic  suppur- 
ative otitis  media.  Since  the  advent  of  sul- 
fonamides and  the  antibiotics  the  decrease  in 
otorhinogenous  intracranial  complications  has 
been  remarkable.  Occasionally  one  sees  a 
complication  which  can  be  traced  to  (1)  start- 
ing the  specific  drug  too  late,  (2)  inadequate 
therapy,  (3)  use  of  non-specific  therapy. 

Antibiotic  therapy  has  changed  the  course 
of  many  respiratory  infections.  The  need 
for  sinus  surgery  has  been  reduced.  The 
pendulum  has  swung  toward  conservative 
treatment.  Under  normal  conditions  very 
few  bacteria  are  found  in  the  nasal  cavity. 
The  normal  flora  consists  mostly  of  staph, 
albus  and  diphtheroid  bacilli  with  staph, 
aureus  and  N.  catarrhalis  present  less  fre- 
(luently.  Streptococci  and  pneumococci  are 
occasional  transients  in  the  nasal  cavity. 

The  Caldwell-Luc  operation  on  maxillary 
sinus  is  rarely  necessary.  The  radical  frontal 
operation  is  less  common  than  the  Caldwell- 
Luc.  Antibiotics  are  an  aid  in  sinusitis,  but 
ventilation  and  drainage  mu.st  be  establish- 
ed, which  at  times  may  require  surgery. 

There  is  no  sound  evidence  that  the  true 
cold  is  influenced  by  antihistaminics  or  anti- 
1 biotics,  nor  is  there  any  reliable  method  of 
I prevention.  The  true  cold  is  often  confused 
with  the  various  forms  of  rhinitis  which  may 
be  amenable  to  antihistaminics  or  antibiotics. 
Of  the  nasal  complaints  seen  by  the  oto- 
laryngoloist  75  per  cent  are  on  an  allergic 
I basis,  and  these  are  not  affected  by  antibiotics. 
It  is  essential  that  more  otolaiyngologists  rea- 
lize that  nasal  allergy  is  their  responsibility, 
j The  American  Academy  of  Ophthalmology 
I and  Otolaryngology  has  a section  devoted  to 
I allergy.  I have  been  treating  allergy  of  the 
I respiratory  tract  for  the  past  13  years,  with 
j .success.  Bilateral  nasal  di.scharge  suggests 
; allergy,  a unilateral  discharge,  infection.  The 
I dissatisfied  patient  after  a submucous  resec- 
i tion  is  the  allegic  patient. 

Acute  tonsillitis  and  streptococcal  pharjm- 
! gitis  are  treated  effectively  with  both  peni- 
I cillin  and  aureomycin.  Food  interferes  with 
absorption  of  penicillin  taken  orally,  so  it 


should  be  taken  as  nearly  as  po.ssible  on  an 
empty  stomach. 

In  closing,  may  I remind  you  that  none  of 
the.se  drugs  is  “a  cure-all”.  We  must  be  on 
our  guard  at  all  times  to  be  ready  to  change 
our  plan  of  attack  at  any  moment,  and  in- 
stitute surgery  when  indicated. 


ANTIBIOTICS  IN  CARDIOVASCULAR 
DISEASES 

J.  Kich.vrd  Di  rham,  M.  D.,* 
Wilmington,  Del. 

The  three  diseases  which  have  benefited 
most  from  the  antibiotics  in  the  field  of  card- 
iovascular disease  are  subacute  bacterial  endo- 
carditis, cardiovascular  .syphilis,  and  rheu- 
matic fever  prophylaxis. 

Subacute  bacterial  endocarditis,  a disea.se 
which  previously  had  almost  a 100  per  cent 
mortality,  is  now  curable  in  about  70  per 
cent  of  the  cases.  The  time-dose  relationship, 
on  the  average,  involves  4-12  million  units 
of  penicillin  daily  for  30  days.  Rarely,  ex- 
tremely high  doses  are  required  for  resistant 
organisms,  and  one  case  has  been  reported  in 
which  86  million  units  a day  were  used.  The 
use  of  renal  blockade  has  not  been  necessary 
because  of  the  rea.sonable  cost  of  this  anti- 
biotic. However,  in  the  presence  of  a renal 
lesion  or  with  renal  blockade,  high  blood 
levels  of  penicillin — as  much  as  100  units  per 
c.c.  of  blood — have  been  achieved.  The  most 
difficult  organisms  encountered  belong  to  the 
enterococcus  grouj),  and  some  of  these  have 
proved  extremely  resistant.  The.se  organisms 
account  for  about  10  per  cent  of  the  cases  of 
subacute  bacterial  endocarditis.  It  is  here 
that  combined  therapy  has  been  tried,  but  it 
is  interesting  to  note  that  aureomycin,  strep- 
tomycin, Chloromycetin,  and  penicillin  have 
often  failed  to  sterilize  the  blood  stream, 
where  penicillin  alone  has  failed.  Also,  or- 
ganisms developing  resistance  to  one  anti- 
biotic may  show  resistance  to  all.  Further 
clarification  on  combined  therapy  is  needed. 
Recently,  the  availability  of  polymyxin  B of- 
fers aid  to  blood  .stream  infections  due  to  the 
proteus  and  pseudomonas  group. 

The  cure  rate  of  only  70  per  cent  is  not 
due  entirely  to  failure  to  sterilize  the  blood 
stream,  since  about  one  half  of  the  cases  die 
as  a result  of  cardiac  failure  resulting  from 
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distortion  of  tin*  valves  due  to  liealin*;.  Also, 
reinfeetions  or  relapse  eauses  a small  pereeiit- 
age  of  failures.  Karly  diafjnosis  is  a most 
impoitaiit  faetor  in  aehievin<i  a eure.  The 
anti-eoafrulants  have  no  plaee  in  therapy. 

In  the  field  of  eardiova.seular  syphilis  pres- 
ent studies  indieate  that  about  10  million 
units  over  a 10  day  i)eriod  .seems  to  he  as 
effeetive  as  larger  doses,  and  may  he  >riven 
without  fear  of  Ilerxheimer  reaetion  or 
theiapeutie  parado.x.  This  di.sea.se  is  admit- 
tedly diffieult  to  dia!^JU).se  in  the  early  stages 
and  impi-ovement  is  .statistieally  hard  to 
evaluate.  ( leeasionally,  a full-blown  ease  of 
aortie  di.sease  with  refiuifritation  seems  to  he 
woi'sened.  The  u.se  of  i)reliminary  heavy 
met  1 Is  is  not  necessary. 

The  third  eonsideration — the  pro|)hylaxi.s  of 
rheumatic  fever — seems  of  value  when  used 
in  children  who  have  had  one  attack  of  rheu- 
matic fever.  Although  of  no  value  in  the 
treatment  of  the  acute  phase,  penicillin  can 
])revent  hemolytic  streptococcus  infectious 
which  are  believed  to  he  the  cause  of  the  dis- 
ease. 800,000  units  daily  throughout  the  year 
have  been  given  until  the  child  has  finished 
school ; or  in  the  case  of  an  adult,  for  five 
years  after  the  attack.  In  84  ca.ses  of  prov- 
en i-heumatic  heart  di.sease  in  which  i)enicil- 
lin  was  used  for  upper  respiratory  infections, 
theie  were  two  recurrences  of  the  disease. 
This  is  balanced  against  twelve  controlled 
ca.ses  in  which  no  i)enicillin  was  given  and  in 
which  six  recurrences  occurred.  I'.S.A.F. 
studies  reported  two  ca.ses  of  rheumatic  fever 
in  SOO  upj)er  ies])iratory  infections  in  which 
the  streptococcus  was  pre.sent  and  in  which 
penicillin  was  used;  against  this,  control 
studies  showed  17  ca.ses  of  rheumatic  fever 
in  SOO  cases  not  treated  by  i)enicillin.  Con- 
cerning the  development  of  resistant  strains 
of  betahemolytic  streptococcus,  one  study 
showed  that  100,000  units  of  penicillin  a day 
would  lesult  in  resistant  strains  in  the  throats 
of  04  of  S2  childi'en.  llowevei-,  this  lesi.stant 
oiganism  could  be  eliminated  from  the  throat 
by  1 million  units  daily  for  five  to  ten  days. 
Fortunately,  there  have  been  no  ])ermanently 
resistant  strains  develo])  such  as  the  cla.ssie 
type  17  strc'ptoeoceus  which  resulted  from 
ma.ss  sul])ha  i)roi)hylaxis  in  the  Army.  While 
the  use  of  jumicillin  i)rophylaxis  is  of  some 
value,  the  cost  (about  .$100  a year)  and  the 


nui.sance  of  the  |)rocedure  to  the  patient  are 
of  some  consideration.  Its  use  in  dental  ex- 
tractions and  other  minor  surgery,  in  ca.ses 
of  iheumatie  valvular  disea.se  and  congenital 
heart  disease,  is  of  um|Ue.stioned  value  in  ])re- 
vcnting  seeding  of  the  blood  stream. 


ANTIBIOTICS  IN  THE  TREATMENT 
OF  PULMONARY  DISEASES  AND 
MENINGITIS 

(I.  Barkktt  Heckler,  M.  I).,* 
Wilmington.  Del. 

It  is  well  recognized  that  the  introduction 
of  antibiotics  has  shart)ly  decreased  the  mor- 
tality rate  a.s.sociated  with  meningitis  and 
\arious  pulmonary  diseases.  The  complica- 
tions accompanying  pulmonary  diseases  are 
now  rarely  seen  except  in  large  or  inadecpiate- 
ly  treated  cases.  Further  reduction  of  mor- 
tality rates  depends  upon  an  early,  accurate, 
otiologic  diagnosis.  This  is  i>o.ssible  oidy 
when  there  is  close  cooperation  between  the 
physician  and  bacteriologist.  When  the 
causative  organism  is  identified,  the  proper 
choice  of  one.  or  a combination  of  antibiotic> 
is  ])ossible.  Fsually  one  antibiotic,  given  iji 
adecjuate  dosage,  is  juvferred  to  a combina- 
tion of  antibiotics. 

Pneumonias  having  a lobar  distribution  ami 
caused  by  the  i)neumococcus  had  a ])re-serum 
mortality  rate  of  40  ])er  cent.  The  use  of 
tyj)e  specific  serum  reduced  the  mortality 
rale  to  Iti  per  cent  ami  sulfa  drugs  further 
decrea.sed  it  to  12  i)er  cent.  Since  the  ad- 
vent of  penicillin  the  mortality  rate  is  aj)- 
proximately  (5  per  cent.  Pre.sent  day  deaths 
occur  in  older  patients,  ])atients  who  are  debil- 
itated with  oth(>r  diseases,  alcoholic.s,  or  those 
who  are  treated  too  late. 

Penicillin  has  been  used  in  lobar  juieumonia 
in  divided  doses,  as  a single  large  dose,  or 
orally,  with  e!|ually  gocul  result.s.*  Aureomy- 
cin,  Chloromycetin,  and  terramycin  are  as 
elfective  as  itenicillin,  although  more  time  is 
ic(|uired  for  the  patient  to  become  afebrile. - 

A typical  pneumonia,  or  pneumonia  caused 
by  an  organism  other  than  the  jnieumocoecus, 
is  most  effectively  treated  by  identifying  the 
causative  oiganism  and  choosing  the  anti- 
biotic to  which  it  is  most  sensitive,  accordim: 
to  disking  techniipies.  In  mo.st  instances  it 
is  acce|)table  to  begin  therapy  with  penicillin 
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iintil  the  organism  and  sensitivity  is  establish- 
ed. The  ])resenee  of  Frielander’s  baeillus  pre- 
cludes the  use  of  penicillin  and  would  best  be 
treated  with  streptomycin  or  one  of  the  bi’oad 
spectrum  antibiotics^.  Various  bacteria  may 
cause  atypical  pneumonia,  and  for  this  rea- 
son, pro])er  therapy  must  depend  upon  isola- 
tion and  the  determination  of  the  sensitivity 
of  the  organism. 

Viral  ])neumonia  is  of  unknown  etiology. 
About  one  half  of  the  cases  have  cold  ag- 
glutination of  erythrocytes  and  a jmsitive 
streptococcus  M-G  titre  after  the  tenth  day 
of  illness.  Virus  pneumonia  may  be  confus- 
ed clinically  with  oiTiithosis,  psittacosis,  ty- 
phoid tuberculosis,  histoplasmosis,  coceidiodo- 
myeosis,  Q fever,  or  pneumococcal  atypical 
l)ueumonia.  Since  the  treatment  for  the  lat- 
ter diseases  differs,  it  is  important  that  the 
correct  diagnosis  be  made.  At  the  ])resent 
time  there  is  no  justification  for  the  routine 
use  of  penicillin  in  the  treatment  of  virus 
pneumonia  unless  there  is  a (|uestion  of  a 
co-existent  coecie  infection.  The  efficacy  of 
aureomycin,  Chloromycetin,  and  terramycin  in 
tlie  treatment  of  viral  pneumonia  is  still  an 
unsettled  question 

Acute  pulmonary  infections  associated  with 
bronchiectasis  may  be  di;e  to  one  invading 
organism,  but  more  frequently  several  differ- 
ent bacteria  are  involved.  When  mixed  in- 
fections occur  they  are  possibly  best  treated 
with  a combination  of  penicillin  and  strepto- 
mycin. A single  broad  spectrum  antibiotic 
may  be  effective  if  it  can  be  tolerated  in 
})roper  dosage.  Aerosol  penicillin  may  be 
useful,  but  its  efficacy  depends  upon  the  {)res- 
ence  of  a j)enicillin  sensitive  organism.®  Re- 
current acute  infections  superimposed  on 
bronchiectasis  may  be  decreased  by  prophylac- 
tic treatment  with  daily  small  doses  of  oral 
])enicillin  or  sulfa  drugs. 

The  meningitides  which  we  most  frequent- 
ly encounter  are  caused  by  the  meningococcus, 
pneumococcus,  and  H.  influenza.  It  is  urg- 
ent that  the  exact  etiology  be  determined  ear- 
ly so  that  the  most  effective  antibiotic  can 
be  idilized. 

Before  antibiotics  were  available  menin- 
ogoeoecic  meningitis  had  a mortality  rate  of 
75  per  cent.  The  introduction  of  sulfa  re- 
(hmed  the  mortality  rate  to  appi’oximately  10 
per  cent.  Bxj)erimentally,  Chloromycetin, 


aureomycin,  and  terramycin  are  etpially  as 
effective  as  penicillin  or  sufa.  Chloromycetin 
has  been  observed  to  be  very  effective  clinic- 
ally. A few  .strains  of  meningococcus  are 
known  to  show  I’ather  marked  resistance  to 
])enicillin.  Becau.se  of  the  occasional  resist- 
ance to  penicillin,  and  inadequate  time  eval- 
uation of  newer  broad  spectrum  antibiotics, 
sulfa  drugs  (sulfadiazine  or  gantrasin)  are 
still  the  choice  treatment.  Prophylactic  treat- 
ment with  gantrisin  has  been  showm  to  be  ef- 
fective in  controlling  epidemics  of  menin- 
goeoccic  meningitis  and  reducing  the  carrier 
rate  of  meningococcus. 

Pueumococcic  meningitis  in  the  y)re-serum 
era  was  almost  100  per  cent  fatal.  Penicillin 
has  reduced  the  mortality  rate  to  about  25 
jier  cent.  Chloromycetin,  aureomycin  and 
terramycin  are  effective  but  iu.sufficient  num- 
bers of  cases  have  thus  far  been  reviewed. 
Penicillin  given  parenterally  in  massive  doses 
is  as  effective  as  a combination  of  penicillin 
and  sulfa’.  In  the  ])resence  of  inflamed 
meninges,  penicillin  effectively  crosses  the 
meningeal  barrier  and,  if  given  in  adequate 
dosage  (1  million  units  every  three  hours) 
intrathecal  therapy  is  unnecessary.  Every 
effort  .should  be  made  to  curtail  or  abandon 
intrathecal  therapy  of  pneumococcal  menin- 
gitis There  is  a great  tendency  at  pres- 

ent to  combine  penicillin  with  broad  spectrum 
antibiotics.  Dowling  and  Lepper'®  reported 
a series  of  ca.ses  of  pneumococcal  meningitis 
treated  with  ma.ssive  doses  of  parenteral  peni- 
cillin with  a mortality  rate  of  20  per  cent;  a 
second  group  treated  with  penicillin  and 
aureomycin  had  a mortality  rate  of  79  peJ’ 
cent.  This  clinical  experience  tends  to  cor- 
roborate Jawetz’s”  observation  of  in  vitro 
antagonism  of  penicillin  and  certain  broad 
spectrum  antibiotics. 

Meningitis  due  to  hemophilus  influenza  had 
a mortality  rate  of  90  ])er  cent  or  greater, 
before  antibiotics  were  available.  The  mor- 
tality rate  at  present  is  recorded  as  low  as  4 
per  cent.  Aureomycin  and  terramycin  are 
the  most  effective  antibiotics  by  animal  exper- 
iments. However,  clinically,  Chloromycetin  is 
accepted  as  the  most  effective  treatment  of 
II.  influenza  meningitis  at  the  present  time. 
Before  the  discovery  of  the  newer  broad  spec- 
trum antibiotics,  a combination  of  .streptomy- 
cin and  sulfadiazine  was  the  choice  therapy. 
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This  comhinatioii  was  not  ideal  V)ecause  tho 
oi'fjanisms  rapidly  develoi)ed  resistance  to  the 
dru^:s,  and  the  intrathecal  use  of  streptomy- 
cin added  another  hazard  to  the  treatment”. 

.Meninfjitis  caused  by  organisms  other  than 
those  di.seussed,  are  best  treated  according  to 
the  sensitivity  of  the  organism  to  various 
antibiotics  as  demonstiated  by  disking  teeh- 
nirpies. 

StJMMAKV 

In  4ieiieral,  the  treatment  of  meningitis 
should  be  directed  at  the  specific  organisn\  in 
(piestion.  With  the  excei)tion  of  tubei'culous 
meningitis  and  enterococcal  meningitis  it  is 
more  desirable  to  use  a single  antibiotic  in 
aderpiate  do.sage  than  a combination  of  anti- 
biotics. This  is  especially  true  if  the  com- 
bination involves  penicillin  with  aureomycin, 
terra mycin  or  Chloromycetin.  In  view  of 
l)re.sent  day  literature  it  api)cars  advisable 
to  curtail  or  abandon  intrathecal  therapy  in 
favor  of  j)roper  i)arenteral  dosage.  Effective 
treatment  of  the  various  pulmonary  diseases 
is  dependent  upon  the  causative  organism. 
When  the  etiologic  organism  and  its  sensitiv- 
ity to  various  antibiotics  is  determined  the 
antibiotic  of  choice  can  be  used  effectively. 
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ANTIBIOTICS  AND  THEIR  USE  IN 
DISEASES  OF  THE  GASTRO- 
INTESTINAL TRACT 

I.  Lewis  (*mi*M.\N.  .lit.,  M.  1)..* 
Wilmington,  Del. 

I would  like  to  start  my  brief  discussion 
by  mentioning  certain  diseases  characterized 
by  diarrhea.  The  first  member  of  the  group 
of  primary  infectious  diarrhea  is  typhoid 
fever  caused  by  salmonella  typho.sa.  Over  the 
past  several  years  all  aspects  of  medical  liter- 
ature have  been  filled  with  reports  on  the 
treatment  of  typhoid  by  the  use  of  chloram- 
phenicol. Of  the  antibiotics  under  discussion 
this  evening,  this  at  the  present  time,  seem- 
ingly, is  the  drug  of  choice.  Once  the  diagno- 
sis has  been  established,  it  is  nece.s.sary  to  be- 
gin treatment  promptly  and  the  initial  dos- 
age usually  employed  ranges  between  1 and 
3 gms.  followed  by  I/2  gm.  every  2-4  hours. 
It  has  been  pointed  out  many  times  that  re- 
lap.ses  may  be  expected  to  occur  if  the  drug 
is  given  for  less  than  8-10  days.  It  has  al.so 
been  noted  that  hemorrhage  and  perforation 
occur  following  fever  lysis  because  of  the 
latent  healing  of  the  intestinal  lesions  pres- 
ent. As  more  cases  are  studied  of  this  dis- 
ease it  becomes  evident  that  the  typhoid  car- 
rier state  is  still  an  ever  present  problem- 
for  which  this  drug  or  any  of  the  other  anti- 
biotics has  failed  to  answer  with  uniform 
satisfaction.  The  answer  to  this  problem  is 
still  forthcoming. 

The  second  clinical  entity  is  the  commonly 
termed  “food  poisoning”,  caused  by  other 
inembiMs  of  the  salmonella  groii|».  This  sjie- 
cific  enteritis  is  not  to  be  eon  fused  with  an- 
oth(*r  type  of  so-ealled  food  poisoning  which 
results  from  the  ingestion  of  food  in  which  en- 
terotoxigenic organisms,  usually  staphlocoeei. 
have  grown.  It  seems  apparent  at  the  pres- 
ent time  that  chloramphenicol  in  the  treat- 
ment of  salmonella  infections  is  the  drug  of 
choice;  although  aureomycin  and  terramycin 
have  both  been  found  to  be  definitely  effec- 
tive. Treatment  again  should  be  the  initial 
u.se  of  1-2  gms.  of  the  drug  followed  by  1/0 
gm.  every  4-6  hours  thereafter.  The  response 
is  as  a rule  dramatic  and  treatment  need  not 
be  continued  bej’ond  2-5  days  in  the  average 
case. 

The  third  clinical  entity  is  that  of  bacillary 
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dysentery  eaused  by  the  shigella  group  of 
organisms.  This  is  a much  more  frequent  in- 
fectious diarrhea  than  previously  described. 
Here  again  good  to  excellent  results  have  been 
reported  with  the  use  of  chloramphenicol, 
aureomycin,  and  terramycin — although  aureo- 
mycin  and  terramycin  seem  to  have  the  edge 
in  regards  to  overall  elfectiveness. 

The  fourth  form  of  primary  infectious 
diarrhea  is  that  of  the  amebic  dysentery  caus- 
ed by  endamoeba  hystolytica.  Over  the  past 
years  there  has  been  numerous  reports  with 
discussion  on  the  point ; Are  the  present 
antibiotics  amebacidal?  It  has  been  found 
that  chloramphenicol,  aureomycin,  and  terra- 
mycin are  amebastatic  in  action,  or  may  at- 
tenuate virulence  of  the  amoeba ; but  are  not 
amebacidal  agents.  It  is  the  opinion  of  many 
who  work  closely  with  this  disorder  that  treat- 
ment should  be  aimed  at  both  intra-  and  extra- 
luminal aspects  of  the  disease.  In  this  re- 
spect chloroquine,  vioform,  emetine,  etc.  have 
all  been  used  in  combination  with  the  anti- 
biotics under  discussion,  but  not  widely  in- 
vestigated. It  seems  evident  that  the  more 
literature  that  appears  on  the  use  of  terra- 
mycin in  this  disease  shows  us  once  again 
that  this  particular  antibiotic  is  the  most  ef- 
fective of  the  group.  The  average  thera- 
peutic dose  appears  to  be  500  mgm.  every  6 
hours  and  a total  of  approximately  20  gms. ; 
however,  not  enough  long  term  follow’-up  has 
been  given  to  truly  evaluate  the  place  of  any 
antibiotic  in  the  therapy  role  on  amebiasis. 
If  these  agents  are  used  it  seems  obvious  that 
both  follow-up  studies  for  recurrence  of  posi- 
tive stools,  or  the  return  of  chronic  amebic 
states  be  watched  for.  At  the  present  time 
the  use  of  aureomycin  and  terramycin  as  the 
sole  remedy  recommended  for  systemic  ame- 
biasis is  still  in  the  experimental  stage.  These 
drugs  seem  to  be  of  some  value  in  amebic 
hepatitis  and  are  without  serious  toxic  effect 
even  in  the  presence  of  liver  damage. 

The  next  group  are  parenteral  and  second- 
ary diarrheas  consisting  of  parenteral  diar- 
rhea chiefly  caused  by  steptococci,  staphylo- 
coccic, pneumococci,  and  possibly  certain  vi- 
ruses. Obviously,  these  are  not  often  specifi- 
cally identified  and  treafment  is  lusually  sym- 
tomatic  or  directed  toward  a generalized  ill- 
ness. 

It  seems  obvious  that  non-infectious  diar- 


rhea such  as  that  caused  by  the  toxins  of 
•staphlocoeci,  products  of  bacterial  decomposi- 
tion, nutritional  diarrhea,  allergic  diseases, 
etc.  are  not  helped  by  the  use  of  these  anti- 
biotics. 

Pathogenesis  of  chronic  uJcerotive  colitis 
and  regional  or  idiopathic  enteritis  remains 
obscure  but  it  seems  possible  to  conchade  at 
this  time  that  these  diseases  are  a product  of 
many  factors,  and  that  the  infectious  mani- 
festations are  probably  only  secondary  to  the 
underlying  dysfunction.  Obviously,  specific 
therapy  is  important  because  secondary  in- 
fection may  be  a major  factor  in  establishing 
the  ehronieity  of  the  lesions.  It  has  been 
commonplace  therapy  to  employ  one  of  the 
intestinal  sulfas,  aureomycin,  Chloromycetin 
or  terramycin  as  an  adjunctive  factor  in 
therapy.  All  of  these  drugs  have  been  found 
to  be  of  valuable  aid  in  controlling  the  second- 
ary invasion,  and  a number  of  isolated  re- 
ports show  marked  improvement  following 
their  use  in  these  diseases.  In  severe  toxic 
states  the  intravenous  route  in  administering 
aureomycin  or  terramycin  may  be  employed ; 
otherwise  oral  medication  seems  to  be  equally 
satisfactory. 

An  imi)oitant  place  in  the  use  of  tliese 
drugs  is  in  i)reparation  of  the  patient 
for  surgical  intervention.  It  might  be  also 
noted  at  this  time  that  this  applies  like- 
wise to  preparing  any  patient  for  intestinal 
.surgery.  It  has  been  found  that  either  aureo- 
mycin or  terramycin  does  effectively  sterilize 
the  intestinal  tract  of  aerobic  organisms  in 
48-72  hours,  when  the  i)atient  is  given  1 gm. 
t.i.d.  Many  investigators  recommend  that 
the  administration  of  antibiotics  for  ulcera- 
tive colitis  and  surgical  preparation  should 
be  restricted  as  to  duration,  since  continu- 
ance of  administration  may  lead  to  the  de- 
velopment of  bacterial  strains  that  can  utilize 
these  substances.  It  should  also  be  mention- 
ed that  in  some  severe  cases  of  ulcerative 
colitis  with  fistulae  and  ischiorectal  abscesses, 
aureomycin  and  terramycin  in  particular 
have  had  rather  a dramatic  effect.  It  should 
be  kept  in  mind  for  the  use  in  those  circum- 
stances. 

Both  aureomycin  and  terramycin  have 
been  found  to  be  effective  in  the  treatment  of 
cholangitis,  either  before  or  after  surgery. 
The.se  drugs,  also,  have  been  found  to  give 
good  re.sults  in  controlling  acute  infectious 
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in  tlh*  l)iliarv  tract  piior  to  operation  tor  tlic 
removal  of  common  dnet  ohstrnction.  If, 
however,  tlieiv  is  comi)lete  or  neaily  com- 
|»lete  ol)struction  of  the  cystic  or  common 
(hict,  aureomycin  or  terramycin  will  he  un- 
ahle  to  act  effectively.  In  many  of  these 
eases  intravenous  thera|)y  is  indicated.  It 
has  been  shown  that  these  dnifis  have  been 
efficacious  because  of  their  ability  to  reacii 
hiy:ii  concentiation  in  the  bile,  which  runs  aj)- 
inp.ximately  lO-lb  times  lii<rher  than  that  of 
the  seinnn.  It  seems  likely  that  the  time  in- 
terval between  the  on.set  of  an  acute  cholecy- 
stitis and  the  o|)timum  time  for  suifrery  will 
i)e  shorteiK'd  in  the  future  due  to  the  use  of 
these  antibiotics.  Acute  free  pei-foration  of 
the  ^all  bladder,  which  ca’riies  with  it  a uni- 
formally  liisrh,  mortality,  due  to  a diffus(‘ 
Ijiliafv  ))eritonitis,  sliould  be  treated  with 
heavy  do.ses  of  aureomycin  or  terramycin,  to- 
<iether  with  therapeutic  doses  of  penicillin. 

( >ver  the  past  years  repoi  ts  have  aj)peared 
resiai'din”:  the  u.se  of  cldoromycetin  and 
aureomycin,  and  moie  recently  terramycin  as 
an  ad.junctive  therapy  in  acute  viral  hepatitis, 
either  the  infectious  or  homoloitous  .serum 
ty|)es.  At  the  ])re.sent  time  doubtful  value 
has  been  placed  on  the.se  agents,  as  well-con- 
trolled series  of  cases  have  shown  that  there 
has  been  no  si*>:nificant  difference  between 
those  treate(^  and  untreated  controls  as  evi- 
denced sul).iectively  oi-  by  laboratory  tests.  In 
all  instances  treatment  was  not  started  until 
the  icteric  j)hase  was  evident.  At  the  present 
time  experimental  studies  are  bein*;  canied 
out  with  the  employment  of  these  antibiotics, 
prioi-  to  the  icteric  phase,  in  experimentally- 
pioduced  hepatitis.  With  tlie  evidence  at 
liand  it  does  not  seem  worthwhile  to  admin- 
ister these  drufts  in  the  averajre  case  of  hepa- 
titis because*  of  their  doubtful  value  and  the 
added  exi)cirse  to  the  individual. 

Isolated  reports  have  a])peared  in  the  liter- 
al me  in  i(“»:ard.s  to  aureomycin  therapy  and 
licpatic  insufficiency — bO-Td  per  cent  of  all 
cases  shovV  defiidte  im|)rovement.  Ilowevei". 
on  scv('ral  cases  it  was  repoiti'd  that  ])atients 
who  initially  imi)roved,  leturned  some  weeks 
later  to  succumb  to  their  illness.  des|)ite  repe- 
tition of  a course  of  theiapy.  It  is  su<tfrestcd 
at  the  presefit  time  that  the  l)eneficial  effects 
ol  intravenous  aureomycin  are  due  to  its  ac- 
tion on  the  microi'.ranisms  in  the  |)ortal  cir- 


culation of  the  liver.  Aureomycin  acts  on  the 
intestinal  flora  when  ^iven  orally  and  thus 
prevents  the  pioduction  of  toxic  substances 
which,  under  normal  conditions,  are  destroy- 
ed by  the  liver;  and  in  liver  disea.se  accumu- 
lates ami  finally  produce  the  toxic  chantjes 
characteristic  of  hepatic  insufficiency.  When 
•iiven  intravenously  its  |»rinci|)al  action  would 
be  on  the  or<ranisms  which  have  gained  entry 
into  the  portal  circulation.  The  fact  that  a 
diseased  liver  is  unable  to  form  i)roper  im- 
mune bodies,  to  detoxify  j)roperly  absorbtnl 
toxins  reachin*;  it  by  the  iKUtal  circulati<m, 
or  to  filter  properly  bacteria  from  the  portal 
blood,  is  well  established.  Results  at  the  pres- 
ent time  with  aureomycin  and  terramycin 
.seem  t<j  indicate  that  it  should  be  friven  a 
therapeutic  trial  in  j)atients  with  hei)atic  in- 
sufficiency or  tho.se  in  hepatic  coma.  In  cer- 
tain instances  this  may  d)e  a life  prolon*;inii 
measun*. 

It  should  also  be  mentioned  that  aureomy- 
cin causes  uiobilinofien  to  di.sap])ear  from  the 
stool  and  fecal  bilirubin  to  increa.se.  Thus 
the  administration  of  either  aureomycin  or 
teriamycin  may  interfere  with  the  differential 
diagnosis  of  jaundice  or  hepatitis  without 
jaundice.  Because  of  the  disappearance  of 
urobilinofren  from  the  intestinal  tract,  it  al.so 
disai)|)cars  more  or  less  completely  from  the 
urine,  and  this  also  must  be  considered  when 
evaluatiiifi  the  existence  of  liver  damage  in 
a i>atient  on  terramycin  or  aureomycin. 


ANTIBIOTIC  SENSITIVITY  TESTING 

K.  (!.  Scott,  M.  T.,* 

Wilminjrton.  Del. 

I’rior  to  the  antibiotic  era,  the  i)rimary  pur- 
pose of  the  bacteriology  laboratory  was  to  i.so- 
late  and  idtmtify  the  etiolofiic  afrents  of  in- 
fection. Since  then  the  clinician  is  more  in- 
terested in  which  of  the  available  antibiotics 
is  most  likely  to  be  effective  aitainst  the  or- 
•taiusm,  than  in  its  identity.  It  is  this  j>ha.se, 
antibiotic  susceptibility  testing,  that  I wish 
to  consider  tonijrht. 

Then*  an*  three  available  methods  at  ])n*.s- 
(*nt  for  in  vitro  su.sceptibility  testin<r.  These* 
ai  (* : 

1.  Tiik  .\<:ak  Bi.atk  Dti.i  TioN  Mkthod' 

In  this  procedure,  firaded  amounts  of  the 
various  antibiotics  aie  added  to  a<rar-contain- 

•BacterioloRist.  Pathology  Division,  Delaware  Hospital. 
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ing  cultiiiT  media  while  in  the  molten  state. 
The  media  are  tlien  poured  into  sterile  petri 
plates  and  allowed  to  harden,  and  stored  in 
the  refrioerator.  By  dividin«-  each  plate  into 
sectors,  or  “j)ie  ])lates",  eight  different  or- 
ganisms can  be  inoculated  on  the  surface  of 
the  i)late,  and  after  24-48  hours  of  incubation, 
the  presence  or  absence  of  visible  growth  can 
be  noted.  Thus  the  minimum  inhibitory  con- 
centration of  the  antibiotic  can  be  determined. 

This  procedure  is  somewhat  cumbersome  for 
routine  work  in  a small  laboratory,  where  the 
maintenance  of  such  a (piantity  of  plates  may 
not  be  practical.  Such  factors  as  inoculum 
size,  deterioration  of  antibiotics,  etc.,  must  be 
considered  and  .standardized  in  order  for  re- 
sults to  be  of  value  clinically. 

2.  The  Tube  Dili  tion  Test  -’■* 

Serial  two-fold  dilutions  of  an  antibiotic  or 
combinations  of  antibiotics  are  made  in  sterile 
tubes,  using  broth  as  the  diluent.  A pre- 
scribed volume  of  an  eighteen  hour  broth  cul- 
ture of  the  offending  organi.sm  diluted  lO--’' 
or  !()-■*  is  then  added  to  each  tube,  and  in- 
cubated 4-48  hours.  The  endpoint  is  usually 
taken  as  the  last  tube  .showing  no  visible  tur- 
bidity ; although  variations,  including  50% 
inhibition  endpoints,  and  subculturing  in  an- 
tibiotic-free media,  have  been  used.  The 
minimum  inhibitory  concentration  of  the  an- 
tibiotic, expressed  in  micrograms  or  units  ])er 
millimeter  of  broth,  is  thus  determined. 

This  technicpie,  although  recognized  as  the 
most  accurate  of  the  in  vitro  procedures,  has 
several  disadvantages.  The  first  and  most  im- 
])ortant  is  its  lack  of  laboratory  practicality. 
It  is  both  laborious  and  time-consuming,  es]>e- 
cially  if  one  considers  that  as  many  as  six 
series  of  tubes  may  be  requii'ed  for  the  avail- 
able antibiotics.  Furthermore,  in  many  in- 
fections (particularly  of  the  urinary  tract) 
several  pathogens  may  be  i.solated.  This  could 
result  in  the  setting  irp  of  at  least  sixty  tubes, 
re((uiring  a considerable  amount  of  time  for 
this  single  culture.  Secondly,  there  are  also 
numerous  variables,  such  as  incolum  size,  com- 
j)osition  of  medium,  time  of  incubation,  etc., 
which  ])lay  an  important  role  in  the  end  re- 
sult. For  the.se  reasons,  the  techni(pie  is 
recommended  ])rimarily  as  a research  tool,  to 
be  used  on  selected  eases. 

3.  The  Filter  Paper  Disc  Technique 

Although  it  has  some  drawbacks,  this  tech- 


ni(pie  offers  the  most  as  a practical  and  useful 
guide  to  therajiy.  In  this  procedure,  describ- 
ed by  Bondi,  Sjiaulding  and  others^  in  1947, 
a small  sterile  filter  pajier  disc  is  immersed 
in  a standard  antibiotic  .solution  and  placed 
on  the  surface  of  a blood  agar  or  other  solid 
plate,  immediately  after  inoculation.  Fol- 
lowing overnight  incubation,  the  organisms 
present  are  identified  by  colonial  and/or 
tinctorial  morjihology,  and  the  sensitivity  of 
each  type  is  estimated.  This  is  done  by  mea- 
.suring  the  diameter  of  the  clear  zone  (absence 
of  growth)  of  inhibition  surrounding  the  disc. 
By  this  method  it  is  possible  to  test  at  least 
five  antibiotics  simultaneously  on  one  plate, 
with  the  added  advantage  of  identifying  the 
organism  at  the  same  time.  In  most  instances, 
therefore,  a culture  report,  including  .sensi- 
tivities, can  be  submitted  in  twenty-four 
hour.s — a considerable  saving  of  time  over  the 
previous  methods. 

The  concentration  of  the  standard  solu- 
tions have  been  adjusted  by  compari.son  with 
tube  dilution  values  and  clinical  correlation, 
including  serum  drug  levels.  The  method 
does  not  lend  itself  to  accurate  (luantitation, 
since  variations  in  test  conditions,  such  as 
inoculum  size,  antibiotic  diff'usibility  and 
concentration  in  the  di.sc,  may  result  in  dif- 
ferent end  results.  For  example,  when  two 
antibiotics,  as  chloramphenicol  and  aureomy- 
cin,  are  tested  against  a single  organism,  it 
does  not  always  follow  that  the  one  showing 
the  largest  zone  is  the  antibiotic  of  choice. 
For  this  rea.son,  the  results  using  this  tech- 
ni(pie  are-  reported  in  terms  of  sensitive,  mod- 
erately sensitive  and  resistant.  The  jirinci- 
])le  disadvantage  of  the  originally  described 
method — the  time-consuming  preparation  of 
standard  solutions — has  been  recently  obviat- 
ed by  the  introduction  of  commercially  ])ii'- 
pared  discs,  containing  the  dried  antibiotics 
in  a stable  .state.  We  have  tested  the.se  and 
find  them  ([uite  acceptable  for  routine  work. 

In  comiiaring  clinical  correlation  with  in 
vitio  susceptibility  testing,  it  is  apparent  that 
variables  mu.st  be  con.sidered.  Provided  the 
causative  organism  is  actually  i.solated  and 
found  to  be  sensitive,  the  correlation  is  re- 
markably good.  Infections  which  have  been 
refractory  to  emiiirical  treatment  are  gen- 
erally found  to  be  resistant  to  the  antibiotic 
em])loyed.  and  res])ond  to  the  drug  selected 
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by  ill  vitro  t(‘stiii<>:.  In  iclnpsiii!;  in |■(‘<•tioll.s 
llio  primary  inritant,  sensitive  to  tlie  anti- 
biotic eni|)loye(I.  may  liavo  b(*en  reiilaced  by 
another  microorftanism  with  a tlift'ereiit  sensi- 
tivity. This  oeeurs  t'reiiuently  in  inl'eetions 
01  the  urinary  tract,  and  can  be  re-evalualed 
l)y  subseipient  eulturin»-  and  rete.stiiifj. 

( >11  the  other  hand,  clinical  and  laboratory 
diserepaneies  do  occur,  and  may  be  due  in 
part  to:  inadeiiuate  do.sa^e,  emergence  of 

resistant  mutants,  or  mechanical  and  anatom- 
ical barriers  interferin*i  with  absorjition  and 
diffusion.  There  occurs  also  the  example  of 
an  orf^anism  resistant  in  vitro  which  is  rap- 
idly destroyed  in  vivo,  as  evidcnci'd  by 
proinjit  recovery. 

In  finality,  it  is  well  to  kee|)  in  mind  the 
often  overlooked  fact  pointed  out  by  Dr. 
Simuldiu”''  that  “the  role  of  antibiotics  in 
clinical  cure  is  to  inhibit  frrowth,  and  this  in- 
creases the  effectiveness  of  jiha^ocytosis  and 
other  immune  mechanisms, — obviously  not  in- 
cluded in  the  in  vitro  tests.”  Or  to  cpiote 
Dr.  Theodore  Woodward,  “the  best  .sensitiv- 
ity test  is  the  jiatient's  temperature  chart.” 
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CLINICOPATHOLOGIC  CASE  REPORT 

Doris  .Martiixs  Akaimo,  .M.  D..* 
Katherixe  Dsterlv,  .M.  D.,* 
and 

Park  W.  I Ii  xtixotox,  .Ir.,  M.  D..** 
Wilmiiifiton,  Del. 

Presextatiox  of  (’ase*** 

Dr.  Katherine  Esterly:  This  is  the 

eleventh  Delaware  Hospital  admission  of  tlii.s 
4S  year  old  colored  male. 

Chief  Complaint:  l•'ati,<rut^  malaise,  short- 

ness of  bn*;ith,  and  swtdlinu:  of  ankles  of  one 
month 's  duration. 

History  Pieseiit  llln<‘ss:  Patient  has  lieen 

unable  to  work  since  •iradual  on.set  of  symp- 

•Internes,  Delaware  Hospital. 

' 'Resident  in  Pathology.  Delaware  Hospital. 
•"Delaware  Hospital  Case  No.  158082.  presented  at  Staff 
Clinical  Pathology  Conference. 


toms  one  month  ay:o.  He  noticed  .swellinji:  of 
abdomen  four  to  six  montlis  jireviously,  fol- 
lowiii*;  beiipi  jarred  by  a truck  which  struck 
a box  which  he  was  carryin*;.  The.se  symp- 
toms increased  in  severity  with  abdomen  be- 
comiiifr  increasiiif'ly  iKiinful.  Systemic  re- 
view revealetl  weakne.ss  and  anorexia,  (’ousli 
productive  of  white  frothy  s|)utum.  No  other 
complaints  revealed. 

Physical  t'xamination  : Temp.  iXi.ti" ; juilse 

lib;  resj).  2S ; H.P.  110/70.  Patient  was 
acutely  dys])iieic,  lyiii};  in  bed  cryin<j  out  witii 
abdominal  pain.  The  skin  was  hot  and  dry. 
There  was  pallor  of  the  eyelids  and  face. 
There  was  edema.  The  mouth  showed  dental 
caries.  The  neck  was  nefiative.  The  siiine 
showed  kyiihosis.  Examination  of  the  chest 
revealed  dia|)hia«:matic  expansion  iinjiaired 
bilaterally.  Atroiihic  musculature.  Tactile 
fnmiitus  decreased.  I lyperresonaiiee  through- 
out lun<;  fields,  except  for  impaired  percus- 
sion note  at  both  bases.  Hronchovesicular 
bieathiii<;  with  moist  inspiratory  rales  at  both 
bases  posteriorly.  Bronchial  breathin<r  an- 
teriorly, with  ronchi.  Examination  of  the 
heart  revealed  J’.MI  at  bth  intersi>ace  at 
.MCE.  moderate  force.  No  thrills.  Sinus 
tachycardia.  Bate  llb-PiO  per  minute. 
Wifjht  border  not  enlar<ied.  The  abdomen 
was  markedly  luotulxMent.  Diver,  palpable 
down  to  iliac  crest  and  to  left  beyond  midline, 
was  smooth  and  very  tender.  A.scites  present. 
No  (’VA  tenderness.  No  other  masses  or  or- 
<tans  jialjiable.  There  was  clubbiiifr  of  tie* 
fiii<rer.s,  and  edema  of  hands  and  le«rs.  The 
itenitalia  were  normal  male.  Rectal  examina- 
tion was  ne.irative.  Lymph  nodes  nefiative. 

Past  .Medical  History:  Patient  first  learn- 

ed that  he  had  an  anemia  at  Philadelphia 
(leneral  Hospital  in  l!)2b.  In  lf)40  he  was 
treated  for  h“fr  ulcers  at  Philadeliihia  (Jen- 
eral  Ilosjiital.  Prior  to  admission  to  that 
hospital  iiatient  complained  of  crampy  ab- 
dominal iiain  and  jiaiii  in  shoulders,  lefts  and 
arms.  .Several  years  later  he  was  treated  at 
dolins  Hopkins  for  ulcer  on  the  back  of  the 
left  side  of  the  chest. 

Delaware  Hospital  .\dmi.ssions : If)48 — 

Thrombophlebitis  of  riftht  femoral  vein  with 
sharp  pain  in  riftht  left,  especially  the  calf. 
Liver  palpable  2 fiiifters  below  the  coastal  mar- 
flin.  .\-iay  riirht  tibia — irn'ftularity  id'  cor- 
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tex  of  medial  aspect  at  junction  of  middle 
and  distal  thirds.  Marked  thickeniii”'  of 
periostinm.  No  ray  formation.  Impression; 
Benign  tumor.  Lues  should  be  considered. 
Also  seen  following  trauma.  Com[)lained  of 
epigastric  pain,  no  ])ositive  ])hysical  signs, 
(iastric  analysis:  No  free  HCl  in  any  speci- 

men. Total  Acid — 10  U in  residium,  6 V 
in  subsequent  sj)ecimens.  RBC  3.1  million; 
Hgb.  8.5  Gm. ; WBC  11,400,  increase  in  seg. 
polys. 

1944 —  Thrombophlebitis  left  femoral  vein. 
History  of  episodes  of  hemo})tysis  in  the  past. 
Pallor  and  icteric  selerae.  RBC  3.1  million  ; 
Hgb.  7 gm. ; Platelets  300,000 ; Reticulocytes 
1% ; WBC  13,200;  Normal  differential; 
Icterus  Index  12  units.  Urine — Sj).  gravity 
1.010;  albumin  -)-  2;  occasional  hyaline  casts. 
X-ray  of  thoracic  and  lumbar  vertebrae — 
marked  increase  in  density  in  all  lumbar 
vertebrae  with  bony  ankylosis.  Increase  in 
density  of  thoracic  vertebrae  and  ribs.  Skull 
thickening  with  radial  striae ; 500  c.c.  of 
whole  blood  given. 

1945 —  Severe  diffu.se  body  pain,  especial- 

ly in  left  chest,  and  all  extremities.  RBC 
2.5  million ; Hgb.  7.5  gm.  Urine — Sp.  grav- 
ity 1.012 ; albumin  -)-  2 ; negative  for  Bence- 
Jones  protein ; serum  acid  phosphatase  0.4 
units ; serum  alkaline  phosi)hatase  7.3  units ; 
serum  globulin  5.2  gm.%.  Eye  grounds,  in- 
creased vascularity.  Treatment  for  ])ain  I'e- 
lief : calcium  gluconate ; two  500  c.c.  blood 

transfusions. 

Patient  admitted  seven  times  between 
March  1945  and  March  1950  with  combina- 
tion of  complaints  of  abdominal  pain  and  dis- 
tention ; painful  joints  involving  ankles,  knees, 
hips;  left  che.st  pain;  right  lumbar  pain;  left 
CVA  pain;  frontal  headache  and  dizziness 
and  epigastric  pain.  Clinical  icterus  present 
intermittently.  Fluctuation  in  liver  size. 
RBC  varied  from  2.3  to  3.1  miliion;  Hgb. 
from  7 gm.  to  11  gm.  Gradual  increa.se  in 
nucleated  RBC  from  17/100;  WBC  in  1947 
to  147/100  in  1950.  Persistent  -j-  1 to  + 2 
albuminiirinia.  Urine;  Sj).  Gr.  from  1.006 
to  1.014 ; WBC  varied  from  1— 5WBC/HPF 
to  30  - 40  HPP.  Treatment  consisted  of  re- 
lief of  pain,  cal.  gluconante,  and  repeated 
blood  transfusions.  During  all  admi.ssions 
patient  complained  bitterly  of  severe  pain 
and  would  cry  and  writhe  in  bed.  Com- 


plaints increa.sed  when  nurses  or  doctors  were 
))re.sent.  Placebos  were  very  effective  about 
three  days  after  each  admi.ssion. 

Patient  was  followed  in  clinic  and  given 
numerous  transfusions  in  Out-Patient  Depart- 
ment. 

In  1946  x-ray  of  spine  following  a fall 
from  a height  of  20  feet  showed  marked 
kyphosis  of  upi)cr  lumbar  spine,  and  narrow- 
ing of  antei'ior  borders.  Sclerosis  of  bones 
of  lower  thoracic  and  upper  lumbar  vertebrae 
with  marked  hy{)ertrophic  spur  formation 
with  almost  complete  bridging  acro.ss  anterior 
and  lateral  margins  of  bodies  of  vertebi'ae. 
No  evidence  of  fracture. 

In  1950  chest  x-ray  showed  generalized 
cardiac  enlargement,  chronic  pulmonary  con- 
gestion, and  diffuse  osteoporosis  with  thin- 
ning of  cortex  of  bony  thorax. 

Laboratory  Studies:  1/30/51  RBC  1.3 

million;  Hgb.  4.1  gm. ; moderate  hy])Ochromia, 
marked  anisocytosis ; moderate  polychroma- 
tophilia  ; target  cells  and  pencil  forms. 

WBC  11,800;  Polys  68%;  Non-segs  2; 
I;ymphs  27;  Monos  3;  marked  toxic  degener- 
ation; nucleated  RBC  145/100  WBC.  BUN 
32  mg.%.  Icterus  Index  19.  Mazzini — neg- 
ative. Urine;  Sp.  Gravity  1.007;  acid;  al- 
bumin -f  4;  sugar  and  acetone  negative; 
RBC  1-2/HPF;  WBC  10-15/HPP;  occasion- 
al granular  ca.sts. 

2/1/51  Plasma  chlorides  400  mg.%. 

Icterus  Index  58.  Total  .serum  proteins  8.12 
mg.% ; serum  albumin  1.38  gm.% ; serum 
globulin  6.74  gm.% ; serum  cholesterol  212 
mg.%. 

2/3/51  Thymol  turbidity  -j-2.  Cei)halin 
flocculation  -|-  1 and  + 2. 

2/9/51  Prothrombin  time  60%.  Sputum 
culture;  normal  flora.  Urine  culture;  scanty 
growth  of  staph,  albus  and  enterococcus. 
Blood  cidture  ; No  grow’th  aerobic  or  anaerobic 
after  16  days.  X-rays  of  chest,  .skull  and 
femur;  no  change  from  previous  examinatiou 
except  for  increase  in  transverse  diameter  of 
cardiac  shadow. 

1/30/51  EKG — Che.st  leads  slight  elevation 
of  ST  seg  and  shallow  T wave  inversion  in 
all  positions.  Suggestive  of  pericarditis. 

2/9/51  EKG — Chest  leads  show’  return  of 
ST  segment  to  isoelectric  line  and  deeper  T 
wave  inversions.  Suggest  recent  myocardial 
infarction  which  is  not  transmural  in  extent. 
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Hospital  Course* ; I’atieiit  was  difiitalize'd 
and  placed  on  ammonium  chloride.  Idver  d<*- 
cieased  in  size,  remainin<>:  soft  and  tender. 
Kdema  subsided.  l)cveloi)ed  <ralloi)  rhythm 
which  lasted  about  (i  days  and  disa|)peareil 
by  2/9/51.  Rales  disai>peared. 

Patient  became  incontinent  and  irrational. 
On  2/14/51  became  very  dyspneic  and  was 
"iven  oxyfjen.  lie  became  incieasin<;ly  irra- 
tional and  dyspneic,  and  expired  on  2/15/51 
at  12::10  a.m. 

1 llFFKKKXTIAn  1 )lA(iNOSIS 

Dr.  Doris  Martens  Araujo;  This  patient’s 
disease  was  one  of  many  years  duration  witli 
varied  symptoms  and  a clinical  ])icture  of 
varied  disorders.  He  was  told  at  28  years 
of  afjp  that  he  had  an  anemia.  Since  then, 
especially  in  the  last  ten  years  of  his  life, 
he  had  numei'ous  admissions  to  the  hospital 
for  le”:  ulcers,  thi-ombophlebitis,  abdominal 
l)ain  and  pain  in  the  extremities  and  joints, 
and  he  received  rejieated  transfusions.  Find- 
ings on  these  admissions  consisted  of  anemia, 
icterus,  evidence  of  red  cell  re<reneration. 
hepatomefraly,  bone  chan<jes,  albumijiuria, 
and  moderately  hifrh  platelet  count. 

His  final  admission  was  for  dysi)nea  and 
swelling  of  the  ankles  and  abdomen.  In  ad- 
dition to  the  findinfrs  of  his  ])revious  exam- 
ination, he  had  basilar  rales,  cardiac  enlar<re- 
ment  tachycardia,  .severe  he])atome‘raly,  a.scites 
and  edema.  If  the  a.scites  and  hepatomejjaly 
were  on  the  basis  of  j)ortal  obstruction,  one 
would  ex])ect  other  findinjjs,  as  those  of  col- 
lateral venous  clnuinels.  If  renal  in  ori<rin, 
the  albuminuria  should  have  been  ma.ssive 
with  wa.xy  casts  and  hyi)ercholesterolemia. 
In  view  of  his  anemia  of  Ion*;  standing,  which 
obviously  was  not  amenable  to  therapy.  I 
would  ascidbe  these  symptoms  to  conjrestive 
failure  on  the  basis  of  a continued  hio;!!  out- 
])ut  demand  j)laced  on  the  heart  for  many 
years,  with  I’csultant  hypei-trophy,  dilatation, 
and  ultimate  cardiac  failure. 

That  these  major  symtoms  can  occur  with 
the  oidy  structural  cardiac  chaiiije  beiiiij:  that 
of  hy|)erti()phy,  dilatation  and  interstitial 
edema  is  borne  out  by  autoi)sied  hearts  in 
ca.ses  of  loii"  .st:indin<r  anemia.  Kven  with 
si«rns  of  mitral  disease,  as  a diastolic  muianui’. 
valvular  disease  is  not  encountered.  No  men- 
tion is  made  of  a mui  inur  in  this  |)atient,  and 
it  is  hard  to  believe  he  did  not  have  one. 


The  ii(*xt  (piestion  is  easily  answered;  viz., 
what  kind  of  anemia  existed  in  this  case? 
The  race,  history  of  le*;  ulcers  and  thrombo- 
phlet)itis.  pains  in  extremities  and  abdominal 
|)ain  leave  little  doubt  that  this  was  sickle 
cell  anemia.  The  blood  ])icture  of  anisoeyto- 
sis,  ])oIychromatophilia,  and  many  nucleated 
led  blood  cells  with  a mild  icterus  is  typical. 

The  bone  changes  in  sicklemia  are  of  two 
kinds:  first,  thinnin*;  of  the  cortex  and  wid- 

eniiifi  of  the  medullary  cavity;  and,  .second, 
decrease  in  the  width  of  the  marrow  due  to 
encroachment  by  the  cortical  bone.  The  fii*st 
chaiifre  is  explained  by  the  attempt  of  the 
marrow  to  replace  destroyed  erythrocytes, 
and  its  encroachment  upon  the  cortex  as  it 
becomes  more  hyiierjilastic.  The  second 
change  is  due  to  the  ju-opensity  of  the  pe- 
culiarly shaped  sickle  cells  to  lodge  in  small 
capillaries  and  produce  minute  thrombi, 
which,  in  the  blood  vessels  of  bone,  lead  to 
necrosis  and  abnormal  calcification  with  new 
bone  formation.  The  results  of  these  two 
processes  with  one  or  the  other  i)redominat- 
ing  in  various  parts  of  the  bony  structure 
are,  as  we  .see  in  these  ])late.s.  abnormal  tra- 
becular markings,  cortical  thinning  or  j)atchy 
thickening,  areas  of  increased  radiolucency, 
osteoporosis  and  ]>eriostitis.  In  the  .skull  the 
changes  seen  fre(|uently  are  ladial  striations 
and  thickening  of  the  skull  with  a thin  or 
ab.sent  outer  table. 

The  heai't  in  various  re])orted  cases  of  sickle 
cell  anemia  has  had  electrocardiographic 
evidence  of  myocardial  damage.  However,  at 
autoi)sy,  there  was  complete  lack  of  any  in- 
farction and  the  finding  only  of  dilatation. 

The  abdominal  pain  of  sickle  cell  “crises" 
has  been  variously  ascribed  to  gall  .stones 
(which  occur  in  this  di.sea.set,  arterial  throm- 
bosis of  the  liver,  splenic  infarcts  and  root 
I)ain  due  to  changes  in  the  vertebrae.  None 
of  these  is  more  than  conjecture.  The  cere- 
bial  symptoms  of  headache  and  dizziness  are 
l)robably  due  to  thrombosis  occurring  in 
cerebral  vessels.  The  (luestion  as  to  why  the 
body,  which  has  been  tolerating  the  presence 
of  these  abnormal  cells,  suddenly  takes  a dis- 
like to  them  and  destroys  them  wildly  is  un- 
.solved.  They  are  more  resistant  to  hemoly- 
sis than  normal  cells  in  hypotonic  solution. 
It  may  also  be  added  that  hypochlorhydria 
is  .said  to  be  commoidy  observed  in  this  dis- 
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ease,  thus  ruling  out  any  objection  based  on 
this  finding. 

There  are  two  findings  which  are  not  quite 
so  clear  cut.  One  is  the  consistent  albumin- 
uria with  leucocytes  and  casts  in  the  urine. 
This  is  most  conveniently  explained  by  post- 
ulating small  renal  infarcts  due  to  multiple 
thrombosis.  Hemosiderosis  from  destroyed 
sickle  cells  would  cause  tubular  damage  and 
perhaps  lack  of  ability  to  concentrate  urine. 

The  other  difficulty  is  the  evidence  of 
hepatic  damage.  On  a purely  congestive 
failure  basis,  the  tests  of  parenchymal  dam- 
age are  usually  normal.  The  renal  involve- 
ment does  not  seem  marked  enough  to  ex- 
plain the  reversal  of  the  albumin-globulin 
ratio  and  marked  hypoalbuminemia.  Perhaps 
there  was  liver  damage  from  arterial  throm- 
bosis. The  fluctuation  in  liver  size  through 
the  years  is  often  seen. 

The  lack  of  infectious  episodes  in  the  pa- 
tient’s life  is  \niusual,  inasmuch  as  these  pa- 
tients frequently  succumb  to  i)ueumonia.  The 
terminal  picture  in  this  case  doiibtless  in- 
cludes an  infectious  process. 

Clinical  Diagnosis 

1.  Sickle  cell  anemia. 

2.  Hypertrophy  and  generalized  dilata- 
tion of  heart,  with  congestion  of  lung,  and 
basilar  pneumonia. 

Pathological  Discussion 

Dr.  Huntington:  On  opening  the  body  all 
of  the  abdominal  organs  were  markedly 
icteric.  The  liver  was  extremely  large,  it 
weighed  1900  grams  and  involved  50%  of  the 
abdominal  cavity.  The  heart  showed  right 
dilatation  and  left  hypertrophy.  The  aortic 
valve  showed  endocardial  vegetations,  .so,  as 
was  suggested  in  the  clinical  discussion,  in- 
fection was  present  to  provoke  the  final 
exodus.  On  sectioning,  the  liver  was  found 
to  be  fibrotic  with  microscopic  evidence  of 
cirrhosis  and  hemosiderosis,  a finding  not  un- 
common in  sickle  cell  anemia  patients  who 
have  received  multiple  blood  transfusions. 
The  spleen  also  show’ed  the  typical  finding 
resulting  from  sickle  cell  anemia  of  long  dur- 
ation : it  w'as  only  a minute  remanant  con- 

si.sting  of  a fibrotic  nodule  measuring  2 x 0.2 
cm.  The  kidneys  showed  glomerular  fibro- 
sis and  tubular  hemosidero.sis.  An  interest- 
ing associated  finding  was  a Salmonella  peri- 
vertebral abscess  in  the  lumbar  area,  again 


evidence  of  the  terminal  septecemia  result- 
ing in  death. 

Pathological  Diagnosis 

1.  Acute  bacterial  endocarditis. 

2.  trickle  cell  anemia. 


OBITUARY 

Theodore  Schwedenberg,  IM.  D. 

Dr.  Theodore  Schwedenberg,  of  Seaford, 
76,  died  on  June  24,  1952,  in  Peninsula  Gen- 
eral Hospital,  Salisbury,  Maryland,  following 
a cerebral  hemorrhage. 

He  was  a native  of  Germany  and  was  grad- 
uated from  the  University  of  Breslau,  School 
of  IMedicine,  in  1902.  During  World  War  I 
he  was  the  ])ersonal  iihysician  to  Prince 
Buelow,  Imperial  Chancellor  of  Germany,  and 
a surgeon  on  the  Eastern  Front  where  he  w’as 
the  reci])ient  of  two  Iron  Cros.ses.  During 
the  entire  post-war  period  he  acted  as  con- 
sulting physician  for  the  American  and  Brit- 
ish emba.ssies  and  consulates  in  Berlin.  He 
later  became  chief  physician  of  the  A.  E.  G. 
(German  General  Electric  Company)  in  Ber- 
lin until  his  retirement  in  1935. 

In  1939,  shortly  before  the  outbreak  of 
World  War  II  he  brought  his  family  to 
America,  and  again  took  his  medical  exam- 
inations and  j)racticed  in  New  York  City.  In 
1946,  at  the  age  of  70,  Dr.  Schwedenberg  was 
offered  the  position  of  plant  physician  with 
the  DuPont  Comjiany  in  Seaford.  Advanc- 
ing age  and  the  first  signs  of  ill  health  forced 
his  retirement  in  1948. 

Dr.  Schwedenberg  was  a member  of  the 
Sussex  (’ounty  (Medical  Society,  the  (Medical 
Society  of  Delaware,  and  The  American 
Medical  Association. 

Besides  his  widow,  IMrs.  Elvira  Schweden- 
berg of  Seaford,  he  leaves  a .son,  Theodore 
Schwedenberg  of  the  University  of  (Minne- 
.sota ; a daughter,  Mrs.  Edward  H.  Wallach 
of  New  York  City,  and  a grandson. 

Services  were  held  from  the  Windsor 
Funeral  Home  on  June  26th,  with  the  Kev. 
Walter  H.  Stone,  pastor  of  Mt.  Olivet  (Meth- 
odist Church,  officiating.  After  cremation 
on  June  27th,  committal  services  took  place 
on  June  28th  in  Odd  Fellows  Cemetery,  Sea- 
ford. 
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MEDICAL  SOCIETY  OF  DELAWARE 
Rehoboth  Beach  Country  Club 
REHOBOTH  BEACH.  DELAWARE 

MONDAY,  SEPT.  8,  1952 

7 :(•()  p.in.- iii<;  of  the  Council 

]).m. — .Mcctins>:  of  tin*  llous(‘  of  Dclc- 

TUESDAY,  SEPT.  9,  1952 

9:50  a. III. — Invocation;  l\cv.  William  I). 
( libson 

9:40  a.m. — Addrc.ss  of  Welcome:  lion.  l{ob- 
ert  1).  Tliom|)son. 

9:50  a.m. — Report  of  llousi*  of  Dele^ati's; 

A.  .M.  (ielmd,  Wilmin‘>ton 
10:00  a.m. — Suiijical  : Robert  R.  hayton, 

1 lover 

10:20  a.m. — Some  Repre.sentative  Re.siilt.s  of 
Isonicotinic  Acid  Ilydrazide,  Tlier- 
apy:  Nathaniel  Voun«:.  Dover 
11:50  a.m. — The  A — H — C of  Antimicrobial 
Thera]ty:  llamison  F.  Flijipin, 

Philadelphia 


12:50  i).m. — Luncheon:  .Member.s  and  (iuests 
Medical  Society  of  Delaware 


2:00  p.m. — Pi-oblems  Affecting  Mal-united 
and  Xon-united  Femoral  Shaft 
Fractures:  Paul  C.  Colonna,  Phil- 
adeljihia 

2:40  ]).m. — The  Pi'(>sent  Status  of  Sui-gical 
Treatment  of  Cai’cinoma  of  the 
K.sophagus:  John  A.  Cibbon,  dr., 

Philadelphia 

5:20  p.m. — Hxhibits 

5:50  p.m. — The  Pre.sent  Status  of  the  Man- 
agement of  I'rinary  Tiact  Infec- 
tions: Theodon*  R.  Fetter,  Phila- 
delphia 

4:50  ]).m. — Dermatology  in  Relation  to  Chir- 
opody: Reuben  h'riedman,  Phila- 
])hia 

4:45  p.m. — Metabolic  Medicine  in  Relation 
to  Chiropody:  .\nthony  Sindoni, 
Philadelphia 


()  :45  p.m.—  Reci'ption  and  Dinmu'  (Sub- 
scription) 

9:00  p.m. — Addrt'ss:  .1.  Wallact*  Woodford, 
1 lover 


WEDNESDAY,  SEPT.  10.  1952 

!)  :00  a.m. — "The  Physician  and  the  Infer- 
tile Coujile,"  (Ittokar  d.  Poliak, 
I lover 

9:40  a.m. — Horace  R.  dohnson,  Philadelphia 

10:20  a.m.  The  Place  of  Newer  Drugs  in 
the  Treatment  of  Arthritis:  .John 
Lansbury,  Philadel])hia 

1 1 :00  a.m. — Ivxhibits 

11:50  a.m.  — Presidential  Addre.ss;  Frvin  L. 
Stambaugh,  Lewes 

12:10  p.m. — Hh'ction  of  President-elect  for 
1955  (Kent  County) 

12:50  p.m. — Luncheon:  Members,  Cuests  and 
Auxiliary,  Sussex  ('ounty  Medieal 
Society 

2:00  ]).m. — Fndometriosis : Richard  W.  Te 

Linde,  Haltimore 

2:40  p.m. — The  Diagnosis  and  Management 
of  Fterine  Malignancy — A Twen- 
ty-five Year  Kxperienee : Ceorge 

A.  Hahn,  Philadelphia 

5 :50-5  :00  ji.m. — Hxhibits 


WOMEN'S  AUXILIARY.  M.  S.  of  D. 

Hotel  Henlopen 
TUESDAY,  SEPT.  9.  1952 

10  :00  a.m. — Registration 

10:50  a.m. — Husim“s.s  Session,  (luest  Speak- 
er: .Mrs.  David  H.  Allman.  Atlan- 
tic City.  Past  President.  Woman's 
Auxiliary  to  A.M. A. 

1:00  ]).m. — Luncheon.  (luest  Sjieaker:  Mis. 

.lohn  d.  Williams.  Millsboro: 
Washington  Life  of  a Smiator’s 
Wife 


()  :45  ii.m. — Reception  and  Dinner  tSub- 
scrijition)  Rehoboth  Peach  Coun- 
try Club 

WEDNESDAY,  SEPT.  10,  1952 

10:50  a.m. — Husim'ss  St'ssion  and  Hlection. 

Inaugural  .\tldress:  Mis.  Wilhird 
F.  Preston,  Wilmington 


12:50  p.m. — Liineheon  : Sussex  County  Medi- 
eal Society,  Rehoboth  Beach  Coun- 
try Club 

5 :50-5  :00  p.m. — Hxhibits 


July,  1952 


185 


Def^aware  State 


+ £/  d L t 0 


DELAWARE  STATE 
MEDICAL  JOURNAL 

Owned  and  published  by  the  Medical  Society  of  Delaware, 
a scientific  society,  non-profit  corporation.  Issued  about 
the  twentieth  of  each  month  under  the  supervision  of 
the  Committee  on  Publication. 

W.  Edwin  Bird,  M.  D. Editor 

822  North  American  Building 

Andrew  il  Gehret,  JI.D. Associate  Editor 

1007  Park  Place 

M.  A.  Tarumianz,  II.  D Assoc.  & llanaging  Editor 

Earnhurst,  Del. 

Articles  are  accepted  for  publication  on  condition  that 
they  are  contributed  solely  to  this  Journal,.  JIanuscripts 
must  be  typewritten,  double  spaced,  with  wide  margins, 
and  the  original  copy  submitted.  Photographs  and 
drawing  for  illustrations  must  be  carefully  marked  and 
show  clearly  what  is  intended. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  the  Quarterly  Cumulative  Index  Medicus,  published 
by  the  American  Medical  Association,  Chicago. 

Changes  in  manuscript  after  an  article  has  been  set 
in  type  will  be  charged  to  the  author.  The  Journ.al, 
pays  only  part  of  the  cost  of  tables  and  illustrations.  Un- 
used manuscripts  will  not  be  returned  unless  return  post- 
age is  forwarded.  Reprints  may  be  obtained  at  cost,  pro- 
vided request  is  made  of  the  printers  before  publication. 

The  right  is  reserved  to  reject  material  submitted  for 
publication.  The  Journal  is  not  responsible  for  views 
expressed  in  any  article  signed  by  the  author. 

All  advertisements  are  received  subject  to  the  approval 
of  the  Council  on  Pharmacy  and  Chemistry  of  the  A.  M.  A. 
Advertising  forms  close  the  25th  of  the  preceding  month. 

Matter  appearing  in  The  Journal  is  covered  by  copy- 
right. As  a rule,  no  objection  will  be  made  to  its  repro- 
duction in  reputable  medical  journals,  if  proper  credit 
is  given. 

Subscription  price:  $4.00  per  annum,  in  advance. 

Single  copies,  50  cents.  Foreign  countries;  $5.00  per 
annum. 


VoL.  24  July,  1952  No.  7 


Re  H.  R.  7800 

The  furore  is  over — at  least  temporarily. 
The  objeetoi’s,  ineluding  the  A^IA,  to  Section 
3 of  the  original  bill  have  snlfered  a defeat, 
but  one  that  is  mitigated  to  a certain  degree, 
as  will  be  made  clear  below.  The  “Socialized 
Medicine”  sleeper  in  the  original  draft  was 
first  recognized  by  iVIarjorie  Shearon,  Ph  D., 
the  brilliant  editor  of  the  Challenge  To  Social- 
ism, who,  two  days  after  the  introduction  of 
the  bill  gave  the  alarm  that  set  off  all  the 
furore.  Her  comments  on  the  final  jiassage  of 
this  bill,  reprinted  with  the  editor's  permis- 
sion, are  taken  from  the  Challenge  To  Social- 
isin'^, Vol.  VI,  No.  25,  July  7,  1952,  as  fol- 
lows : 

At  6:00  p.m.,  Saturdaj%  July  5,  H.R.  7800  was 
rammed  through  both  Houses  of  Congress.  De- 
spite solemn  assurances  by  Senator  George  that  he 
would  not  include  section  .3  (the  “socialized  medi- 

•Shearon  Legislative  Service,  9127  Jones  Mill  Road, 
Chevy  Chase  15.  Maryland.  Subscription  $12.50  a year: 
single  copies  25  cents. 
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cine’’  sleeper),  the  bill,  with  the  sleeper  went 
through  on  skids  provided  by  Wilbur  Cohen.  It 
was  passed  on  what  was  expected  to  be  the  last 
day  of  the  82d  Congi-ess. 

This  is  the  most  signal  defeat  the  medical 
profession  has  ever  suffered.  Section  3,  amended, 
is  on  the  statute  books  for  one  year  during  which 
time  Ewing’s  termites  will  dig  in  so  deeply-  they 
will  probabh’  never  be  exterminated.  The  bill 
gives  the  FSA  S540  million  a jear  for  the  aged 
and  the  long-coveted  disability  examination  pro- 
gram. True,  examinations  will  be  at  the  State 
level,  but  Ewing  will  run  the  program  under  his 
basic  statutory  powers  and  the  new  powers  con- 
ferred upon  him.  Falk,  undoubtedly,  will  set 
up  his  administrative  mac’ninery. 

The  medical  profession,  as  a whole,  did  not 
heed  our  warnings  any  more  than  it  did  in  1950 
when  the  assistance  disability  progi’am  went  into 
effect  without  medical  opposition  That  is  na- 
tionalized medicine  and  a direct  precursor  to  the 
present  law  which  uses  title  XIV  as  a fulcrum 
for  further  Fedei-alization  of  medicine.  Phj  sicians, 
in  the  main,  did  the  wrong  thing  at  the  wrong 
time  in  opposing  H.R.  7800.  They  were  much 
too  slow.  What  were  the\  doing  over  the  July 
4 weekend  when  Cohen  v.*as  working  his  head  off? 

Senator  George  surrendered  after  having  prom- 
ised on  the  Senate  floor:  “It  is  a matter  of  good 

faith  on  the  part  of  the  committee’’  not  to  report 
the  bill  with  section  3.  But  “good  faith”  is  a 
relative  term  in  the  halls  of  Congress;  “politics 
has  no  morals.” 

While  the  Nation,  including  many  phj’sicians, 
was  enjoying  the  long  Fourth-of-July  weekend, 
Congress  was  plowing  through  a dense  legislative 
calendar.  Conferees  were  meeting  on  many  bills 
which  had  passed  both  Houses,  but  were  in  dis- 
agi’eement.  That  is  the  most  critical  time  in 
the  legislative  progress  of  any  bill.  An\Thing 
can  happen  as  the  conferees  sit  around  the  table 
and  engage  in  horse-trading.  History  is  made 
in  those  secret  deals. 

On  July  1 Doughton  appointed  himself,  as 
chairman  of  the  Ways  and  Means  Committee, 
Dingell  (D.,  Mich.),  Mills  (D.,  Ark.),  Reed  (R., 
X.Y.),  and  Jenkins  (R.,  Ohio)  as  House  Conferees. 
George  appointed  himself,  ns  chaij-man  of  Senate 
Finance  Committee,  ConnalJy  (D.,  Tex.),  Johnson 
(D.,  Colo.),  Butler  (R.,  Neb.),  and  ^Martin  (R.,  Pa.), 
as  Senate  conferees.  They  did  not  meet  for  two 
days  The  timing  was  perfect  for  a final  sellout. 

When  they  got  together,  Wilbur  Cohen  ran 
the  show,  as  usual.  For  years  he  has  dominated 
Senator  George  and  Congressman  Doughton. 
Cohen  bargains  furiously  and  alwan^s  comes  off 
with  more  than  he  expected  to  get.  This  time 
his  gains  were  enormous,  despite  the  valiant  ef- 
forts of  Reed  and  his  Republican  colleagues. 

Senator  George  also  brought  in  Fedele  F.  Fauri 
of  Michigan  who  had  formerty  served  on  the  staff 
of  the  Senate  Finance  Committee.  It  was  Fauri 
who  briefed  the  press  without  revealing  the  inner 
meaning  of  the  section  3 deal.  Then,  interestingly 
enough,  after  Fauri  left  the  press  representatives, 
it  was  a reporter  from  the  left-wing  Wasliiiigton 
Post  who  continued  to  brief  the  other  reporters. 
All  made  snappy  remarks  about  the  AMA.  It  is 
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no  wonder  the  pi'ess  of  the  country  is  totally 
uninformed  about  the  significance  of  section  3. 

Republican  House  and  Senate  conferees,  undei' 
the  strong  leadershij)  of  Reed  and  Jenkins,  held 
out  against  section  3.  Senator  George  stood  firm 
with  the  Republicans.  Rut  Doughton,  on  his  last 
day  in  Congress  after  42  years’  service,  made  a 
strong  plea  for  section  3.  \Vill)ur  Cohen  offered 
compromises.  George  weakened,  finally  agreeing 
to  include  section  3 with  certain  amendments 
demanded  by  Reed.  George  .said  they  could  pass 
the  l)ill  and  have  hearings  later — a futile  gesture, 
wholly  irregular.  Two  years  ago  he  said  if  the 
Senate  would  pass  H.R.  GOOO  they  would  then 
study  the  whole  Social  Security  System.  No  study 
has  been  made. 

The  Reed  amendment  states  that  section  3 
“shall  cease  to  be  in  effect  at  the  close  of  June 
30,  1953,”  and  that  no  waiver  of  premium  applica- 
tion shall  be  accepted  prior  to  July,  1953.  Reed 
feels  this  so  emasculates  section  3 as  to  make  it 
only  a weak  political  gesture.  However,  it  gives 
Ewing  a one-year  tooling-up  period  to  establish 
the  waiver-of-premium  program.  It  authorizes 
him  to  enter  into  agreements  with  State  agencies 
now  administering  assistance  disability  programs, 
vocational  rehabilitation,  or  worb.men’s  com])en- 
sation. 

States  are  to  work  out  ways  to  initiate  the 
P'ederal-State  disability  examination  i>rogram  and 
are  to  be  reimbursed  from  the  Tru.st  Fund  for 
all  expenses.  Ewing  may  override  State  determi- 
nations as  to  a person’s  disability  or  the  duration 
of  disability.  Ewing  will  write  the  rules  and 
regulations,  pay  for  one  year’s  expenses,  and  have 
veto  power  over  the  States. 

The  bill  as  passed  will  enable  the  States  to 
build  up  a caseload  of  disabled  pei’sons,  certified 
by  physicians  at  the  State  level  as  being  qualified 
to  apply  for  waiver  of  premium  under  OASI  next 
July. 

In  the  House  debate,  Dingell  gleefully  shouted: 
“The  waiver-of-premium  principle  is  now  in  the 
statute.”  Damning  the  AMA,  Dingell  gloated  over 
his  Republican  colleagues  who  had  voted  for 
H.R.  7800  on  June  17.  He  gloried  in  the  suspen- 
sion-of-rules  victory,  saying-  “We  wanted  it  that 
way.  We  were  going  to  have  it  passed  as  is,  or 
nothing.  We  wanted  to  jab  it  down  their  throats 
and  we  did.”  He  predicted  there  would  be  built 
up  such  a demand  for  the  program  that  it  would 
remain  permanently  and  that  AM.\  supi)orters 
in  the  House  would  be  routed. 

Events  have  again  confirmed  oui-  predictions. 

The  comments  of  the  A.MA’s  Washington 
office,  as  presented  in  fV/pi/o/  ('link,  Vol.  2. 
No.  27,  duly  S,  li)52  follow: 

On  Saturday,  .lidy  5,  Congiess  enacted  H.R. 
7800.  the  social  security  bill,  aflei-  Senate-House 
confei-ees  had  'vritten  int('  it  a new  section  on 
disability  which  in  effect  postpones  final  decision 
on  this  controversial  (piestion  until  next  year. 
This  section  is  designed  to  waive  I'ayment  of  old 
age  and  survivors  insurance  premiimis  by  persons 
who  are  totally  and  |)ermanently  disabled.  The 
House  bill  gave  the  Feder;^l  Security  .Administra- 
tor unusual  control  over  medical  examinations  for 
the  purpose  of  determining  di.sability.  .American 
Medical  Association  bad  objected  to  this  as  an 
unwarranted  grant  of  powci’,  but  ha<l  not  objecte<l 
to  other  parts  of  the  bill.  'I'lie  Senate  bill  had 
no  provision  at  all  for  waiver  of  premiums. 

Now  only  the  l‘i-esideiit’s  expected  signatui-e 


is  needed  to  make  law  the  following  compromise, 
worked  out  by  conferees  and  approved  by  both 
houses. 

1.  A new  disability  section,  giving  states 
rather  than  the  P'ederal  Security  Administrator 
control  over  medical  examinations  lor  the  purpose 
of  determining  total  and  permanent  di.sability.  It 
is  understood  the  procedure  would  be  similar  to 
that  now  in  effect  for  medical  examinations  of 
needy  i>ermanently  and  totally  di.«abled  persons 
who  wish  to  be  certified  for  Public  Assistance 
grants.  RUT — 

2.  The  .section  can’t  go  into  effect  until  Con- 
gress again  has  acted  on  it.  This  section  (but 
not  others)  will  terminate  on  June  30,  1953 — 
one  day  before  the  date  set  for  filing  of  the  first 
claims.  This  self-contra<iictory  arrangement  was 
worked  out  to  insure  th:it  full  hearings  could 
be  held  next  year  before  the  disability  section 
could  become  operative.  Chairman  George  had 
demancied  that  his  Senate  Finance  Committee 
have  this  opportunity. 

Finally,  the  coniment.s  of  the  Washington 
office,  as  given  in  Bulletin  No.  54,  July  10, 
1952,  follow: 

The  House  and  Senate  ado])ted  compromise 
legislation  on  Social  Security  .Amendments  (H.R. 
7800)  July  5,  thus  clearing  the  bill  for  Presidential 
approval.  The  bill’s  only  provisions  dealing  with 
medical  matters,  known  as  Section  3,  were  revised 
to  retain  waiver  of  premiunjs  and  to  provide  medi- 
cal determinations  of  permanent  and  total  dis- 
ability at  the  State  rather  than  the  Federal  level. 
However,  this  section  is  wholly  inoperative  as 
it  expires  June  30.  1953,  the  day  before  applica- 
tions for  benefits  could  be  received.  Several  of 
the  conferees  were  ()uote<l  in  the  press  as  saying 
that  the  effective  and  cut-off  dates  being  nearly 
simultaneous  would  make  it  possible  for  the  new 
Congress  to  hold  hearings  next  rear  and  draft 
amendments,  if  found  desirable,  before  the  effec- 
tive date. 

Congressman  Reed  (R..  N.A’.).  who  opposed 
the  oiiginal  wording  of  Section  ’i.  advocated  the 
adoption  of  the  conferees  report  “because  it  elimi- 
nates the  objectionable  .soc.alized  medical  feature 
of  the  bill  as  it  passed  the  House.  . . The  House 
permanent  and  total  disability  ])vovision  is  re- 
tained in  name  in  the  conference  report,  but  it 
is  completely  inoperative.  . . The  whole  section 
will  automatically  expire  on  .lulv  1,  19.53,  unless 
affirmative  action  by  the  Congress  to  I’e-enact 
this  provision  is  adopted,  in  substance  the  whole 
permanent  and  total  di.sability  section  which  was 
vigorously  opposed  by  those  of  us  who  are  in- 
terested in  preserving  the  integrity  of  the  medical 
profession  in  this  country  and  who  are  opposed 
to  the  extension  of  federal  authority  over  the 
medical  profession,  has  been  effectively  elimi- 
nated.” 

There  you  have  the  .sordid  story,  from  two 
slightly  different  angle.s.  Who  wtm  what? 
Who  lost  what?  But  the  big  <|Uestion  is: 
How  will  this  hill  read,  by  way  of  amend- 
ments. aftei-  the  new  SJi-d  (’ongre.ss  eonvenes 
iu“.\t  .lanuary? 


.'second  oidy  to  speeding  as  an  accident  fac- 
tor in  1951  was  failure  to  res|)cct  the  light- 
of-way. 
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THEvCHILD  MEETS  A NEW  WORLD 
IN  SCHOOL 

]\1.  A.  Tarumianz,  M.  D.,* 
Favnhurst,  Del. 

I would  like  to  discuss  a very  important 
topic  centering  about  the  child’s  need  at  ad- 
justment to  a new  world  when  he  goes  to 
school  for  the  first  time.  Up  until  he  goes  to 
school  the  child  has  rare  opportunity  to  be 
away  from  his  home  and  his  parents  for  sev- 
eral hours  at  a time.  He  has  been  accustomed 
to  the  security  of  his  own  home.  He  can  have 
the  attention  of  his  mother  almost  at  his  own 
whim  and  immediately  at  his  every  wish.  Sud- 
denly and  abruptly  certain  demands  are 
l>laced  upon  him  when  he  must  go  to  school. 
He  faces  a new  and  strange  world — the  world 
of  school. 

The  responsibility  for  helping  the  child  ad- 
just to  this  new  situation  suddenly  cannot  be 
placed  upon  the  child  himself.  The  child  leans 
heavily  upon  his  parents  in  his  earliest  years. 
He  draws  a sense  of  security  from  his  family 
constellation.  For  the  convenience  of  discuss- 
ing this  problem  let  us  arbitrarily  divide  the 
situation  and  consider  fir.st  the  child  himself 
and  then  the  parents. 

Certainly  it  is  artificial  to  separate  the 
family  in  this  manner.  You  all  know  how  a 
family  is  disrupted  when  anyone  of  its  mem- 
bers becomes  ill.  You  all  know  for  exami)le  the 
general  change  in  the  feelings  of  a family 
when  the  baby  is  sick  or  when  the  mother  is  in 
a hurry  to  clean  up  the  house  to  get  ready  for 
guests.  All  these  things  are  reflected  not  just 
by  the  individual  who  is  concerned,  who  is  ill, 
who  is  tense  or  emotionally  disturbed,  but  the 
entire  family  feels  as  if  they  were  but  a single 
])erson. 

None  of  us  like  the  new.  \Ye  all  like  the 
I'amiliar.  We  all  speak  about  the  good  old 
days.  And,  so  it  is  with  the  child.  A most 
I)ractica!  point  in  helping  the  child  face  this 

* Superintendent.  Delaware  State  Hospital  and  Governor 
Bacon  Health  Center. 


rather  dramatic  change  is  to  familiarize  him 
about  a month  in  advance  with  his  new  school. 
Take  him  over  to  the  school.  Let  him  go  into 
the  iilayground  and  play  with  some  of  the 
older  children.  Take  him  on  a tour  through 
the  school.  Introduce  him  to  his  future  teach- 
er. (Jet  to  know  him  or  her  yourself.  This  is 
a way  to  take  the  strangene.ss  of  the  new  situa- 
tion and  when  the  strangeness  disapjiears,  the 
fright  will  never  occur.  I am  certain  that  most 
of  us  have  been  in  strange,  new  situations,  and 
have  felt  the  insecurity  and  apprehension. 
Your  children  are  like  you,  and  this  practical 
point  of  familiarization  will  certainly  help 
them  . 

There  is  a natural  maturing  or  change  in  a 
child  when  he  reaches  the  age  of  5 or  (i.  Chil- 
dren up  until  this  age  have  been  called  some- 
what humorously,  but  also  with  a certain 
amount  of  .seriousness,  “little  .savages.”  At 
the  age  of  5 or  6 a rather  dramatic  change 
occurs.  The  child  suddenly  seems  to  be  “civil- 
ized. ’ ’ He  is  most  anxious  to  please.  He  takes 
on  certain  manners  and  attempts  to  obey  the 
rules  of  society  niuch  more  easily  than  he  did 
at  first.  It  is  this  age  which  educators  have 
observed  for  many  years,  which  api)ears  to  be 
the  appropriate  one  for  beginning  school.  The 
child  is  ready.  He  is  ready  by  dint  of  his  own 
growing  up.  Of  cour.se,  you  realize  that  some 
children  grow'  at  an  entirely  different  ]>ace 
than  others.  Of  course,  each  child  grow's  in 
general  and  the  statement  already  made  about 
the  changes  which  occur  at  the  age  of  5 or  G 
is  a generalization,  and  it  is  worth  just  that. 
The  great  idiilosophy  of  democracy  is  that  of 
individualization,  and  the  great  princi[)le  be- 
hind psychiatry  is  this  also.  We  mu.st  under- 
stand the  rate  of  growth  of  each  child. 

The  families  who  have  more  than  one  child 
well  appreciate  this.  Some  of  the  children  will 
walk  at  10  months  and  another  at  14  months. 
This  does  not  mean  that  one  of  the  children 
was  unusually  i)reeocious  or  the  other  retard- 
ed. It  merely  means  that  some  of  us  grow  at 
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oiu*  i-Mto  :iii(l  ofluTs  ;it  still  aiiotluT.  Kacli  ])i*r- 
suii  has  his  own  |)c‘culiar  way  of  nialuriiig. 
('hildirn  tlu'ii,  although  in  gciuM-al  they  aro 
ready  at  the  age  of  5 or  (i,  may  vary  in  their 
ree('])livity  to  this  new  world  of  school.  . 

Let  us  thiidv  foi-  exam])le  of  a most  timid 
ehild.  To  him,  although  he  is  ready  to  he  ed- 
ueated,  his  ])ersonality  is  sueh  that  he  is  more 
apt  to  he  frightened  and  api)r(‘hensive  of  the 
school  woi'ld  than  another  ehild  who  is  more 
gregai'ious  and  aggre.ssive.  The  timid  ehild 
loi-  many  reasons  is  more*  eomfortahle  alone 
or  with  his  family,  lie  is  threatened  by  every 
new  per.son  he  meets,  and  if  he  is  suddenly  east 
into  the  school  situation  uni)repared,  he  is  tei‘- 
rified  by  the  20  or  40  new  ehildren  he  must 
meet,  and  the  new  strange  woman  or  man,  who 
takes  the  place  of  his  own  father  and  mother. 
This  ehild  especially  needs  the  support  of  his 
parents,  who  should  he  willing  to  give  it  to 
him.  The  aggressive  or  overly  hostile  ehild  on 
the  othei-  hand  enjoys  going  to  school  for  still 
another  reason,  lie  seems  to  have  houndle.ss 
energy  and  reveals  very  little  insecurity  on 
the  surface,  lie  literally  flies  into  things  and 
])erha])s  does  a little  too  much  in  this  direction. 

Kach  per.son  handles  his  own  problems  in  his 
own  unique  way.  Some  of  us  esca])e  into  day- 
dreams and  fantasies  and  build  our  castles  in 
the  air  in  order  to  gain  our  satisfactions.  The 
aggressive  and  overly  hostile  child  gains  his 
satisfactions  and  acts  out  his  own  individual 
way  of  living  by  (piarreling,  fighting  and 
tussling  with  reality.  This  child  lets  out  his 
angiy  feelings  i)articularly  in  the  classroom 
with  his  colleagues  and  with  his  teachers.  He 
needs  hel|)  in  understanding  that  the  class 
I'oom  is  not  a threatening  place.  lie  has  tt) 
understand  that  his  .schoolmates  are  not  going 
to  hurt  him  or  molest  him  .so  that  he  does  not 
have  to  strike  out  first.  Very  often  in  the  i)cr- 
s])ectivc  of  the  overly  hostile  and  excessively 
angry  child,  we  find  a basic  fear  that  others 
will  attack  them  or  others  arc  better  than  they 
are  in  one  way  or  another.  They  have  a strong 
need  to  pi'ove  their  sui)criority,  and  they  do 
so  in  the  muscular  s])her(‘. 

The  child  with  youngei'  brothel's  and  sisters 
po.s(‘s  certain  problems  when  he  goes  to  school 
which  one  does  not  .see  in  the  child  who  is  the 
only  child.  Several  children  have  actually  ex- 
pi'cs.sed  directly  their  fear  that  they  wilt  l;e 


cast  out  of  the  home,  taken  to  school,  only 
nev(‘r  to  return.  They  have  deej)  feelings  al- 
ready that  their  younger  si.sters  and  brothers 
aie  lueferred  to  them.  After  all,  the  older 
children  have  been  “king  jiin"  for  several 
years  until  the  competitors  came  into  the 
scene.  School  for  them  has  a special  meaning. 
It  means  that  they  are  cast  out  of  the  home, 
excommunicated  if  you  will,  and  given  over  to 
.some  strange  jicrson  to  be  taken  care  of  while 
little  bi'other  or  little  sister  ba.sks  in  the 
wai'inth  of  the  familial  ity  of  the  home,  and  the 
love  of  mother  and  father.  Childien  need  re- 
assurance then  that,  although  we  send  them  to 
.school,  we  still  love  them  and  that  they  will 
return  once  the  .school  day  is  done. 

At  this  point  1 would  like  to  diverge  for  one 
moment  and  mention  the  (iovernor  Bacon 
Health  Center.  At  the  (iovernor  Bacon  Health 
('enter  there  are  150  emotionally  disturbed 
aud  maladjusted  youngsters.  These  children 
have  met  the  rigors  of  every  day  life  by  re- 
acting with  all  sorts  of  difficulties  and  symp- 
toms. Some  of  them  are  very  angry  at  the 
world  and  perha]).s  justly  .so  for  the  world  has 
abused  them.  Others  are  tense,  nervous,  high- 
strung  and  fidgety.  Because  these  youngsters 
cannot  adjust  outside  in  their  community,  it 
is  neces.sary  for  them  to  come  here,  and  by 
means  of  residential  treatment  of  jisychia- 
trists,  jisychologists,  .social  workers,  and  teach- 
(“I's  working  together,  they  are  rehabilitated 
We  work  hand  in  haiul  with  their  jiarents  be- 
cau.se  we  recognize  the  unity  of  the  family  and 
the  fact  that  children  do  not  live  in  a vacuum 
but  in  very  clo.se  relationships  to  their  parents. 

Now  let  us  consider  the  parents.  You  know 
the  tremendous  attention  which  is  paid  to  the 
physical  factors  in  the  child's  growth.  You 
know  how  much  attention  you  gave  to  the 
child's  jihysical  growth,  his  height,  his  weight, 
his  vaccinations,  etc.  You  gave  a great  deal 
of  lime  into  giving  your  boys  and  gii'ls  the 
proper  diet  and  their  (*xtra  vitamins  and  the 
like.  It  has  been  .said  that  there  are  four  ages 
of  man.  First,  there  is  the  chronological  age, 
that  is,  how  many  years,  months  and  days  old 
ai'(“  you.  And  then  there  is  the  physical  age. 
How  old  is  youi'  body,  k'or  example,  you  can 
imagine  a man  of  (iO  who  is  still  physically 
only  4(1.  And  then  there  is  the  intellectual  age, 
the  third  age.  How  intelligent  you  are.  We 
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all  know  people  who,  because  of  mental  de- 
ficiency, may  be  12  or  15  years  of  age  and  yet 
intellectually  on  the  level  of  3 or  4.  The  last 
age,  which  is  by  no  means  the  least  and  the  one 
which  in  general  has  been  neglected  for  the 
most  part,  is  our  emotional  age,  that  is,  how 
grown  up  are  we  in  the  way  we  think,  feel  and 
act.  I feel  that  this  has  been  ignored  many 
times  with  the  great  emphasis  on  physical  fac- 
tors of  growth,  diet,  sunlight,  immunizations 
and  all  the  rest. 

The  mothers  know  the  pain  that  is  associated 
with  the  physical  separation  of  your  children 
from  you.  The  great  pain  and  the  other 
aspects  of  the  problem  give  it  the  name 
“labor.”  Yet  there  is  a silver  cord,  an 
emotional  tie  wJiich  connects  you  with  your 
children  and  wdiich  is  never  severed  by  birth 
alone.  The  pain  and  labor  involved  here  are 
never  ended.  What  I mean  is  thi.s — it  is  dif- 
ficult to  see  your  children  grow  up.  Many 
mothers  look  upon  their  youngsters  as  pets 
whom  they  like  to  cuddle.  They  seem  uncon- 
sciously to  resent  the  child's  walking  and  talk- 
ing because  it  makes  the  child  suddenly  grow 
in  their  eyes,  and  the  cutene.ss  of  a preceding- 
part  of  a chihrs  life  is  .something  to  wdiich 
they  prefer  to  cling.  1 know  many  mothers 
who  prefer  to  keep  their  children  crawling  and 
are  driven  almost  to  tears  when  the  child 
starts  to  walk.  There  are  some  iiarents  who 
prefer  their  children  to  stick  to  baby  talk  be- 
cause again  they  cannot  tolerate  thi.s  natural 
and  spontaneous  growth  process  iu  their  chil- 
dren. ]\lany  people  have  made  the  remark — 
wouldn’t  it  be  nice  if  children  were  born  25 
years  old,  because  they  disliked  the  pain  that  is 
involved  in  the  slow  growth  of  the  child.  IMany 
jiarents  would  like  to  hang  a sign  about  the 
home  in  various  })ortions  as  the  child  goes 
through  his  various  phases  of  develoiunent. 
“This  too  will  pass.”  And  so  in  the  going 
to  school,  a bridge  of  im])ortance  is  crossed 
and  many  parents  seem  to  resent  that  it  even 
exists.  Just  think  of  the  many  weeiiing 
mothers  I am  certain  you  have  seen  on  that 
first  day  of  school.  It  apiiears  as  if  both 
mother  and  child  are  weeping.  It  certainly 
appears  that  if  the  child  needs  su])port 
in  facing  this  new  strange  environment,  he 
seems  not  to  have  obtained  it  from  his  own 
parents. 

Children  reflect  their  parents  thoughts. 


feelings  and  attitudes.  Watch  how  carefully 
an  infant  reflects  changes  in  your  own  expres- 
sion. We  know  for  example,  that  the  babe  in 
his  mother’s  womb  reflects  her  own  feelings 
during  the  time  of  gestation.  How  much  more 
jiowerful  are  the  influences  when  the  child  is 
in  this  w-orld  already.  The  aim  of  parenthood 
on  the  other  hand  is  to  allow  the  child  to  grow 
at  his  own  jiace.  You  must  accejit  the  growth 
of  your  children. 

There  is  no  higher  goal.  To  aim  at  a lesser 
height  is  inadequate.  I have  faith  in  this 
growth  process  which  is  to  me  the  life  process 
it.self,  and  I have  faith  in  the  ability  of  ]>ar- 
ents.  I am  certain  that  all  of  the  parents  have 
the  best  of  intentions. 

It  is  nece.ssary  to  confer  with  the  children's 
teachers.  Sometimes  this  is  difficult  because 
many  of  the  parents  will  resent  their  intrusion 
into  the  life  of  the  children  and  the  family. 
This  is  only  natural.  Yet  the  parents  and 
teachers  can  work  together  at  planning  some 
individual  attention  to  the  child.  Should  there 
be  any  difficulty,  together  teacher  and  parent 
can  plan  some  means  of  seeking  additional 
hell)  for  the  child  who  needs  it. 

When  the  children  grow,  start  school,  and 
complete  all  the  various  landmarks  of  life  and 
when  they  are  happy,  the  parents  will  receive 
the  greatest  reward  and  deepest  joy.  The  j)ar- 
ents  cannot  do  more  and  they  cannot  afford 
to  do  le.ss. 


FOLIE  A DEUX  — A CLINICAL 
CONTRIBUTION 

Hritz  a.  Freyiian,  i\l.  1).,* 
Farnhurst,  Del. 

This  report  concerns  a hrrsband  and  wife 
who  were  admitted  to  the  Delaware  State 
Hospital  on  two  different  occasions,  each  time 
on  the  same  day,  both  suffering  from  acute 
p.sychoses.  The  term  “folie  rr  deux”  (insanity 
of  two)  is  applied  in  in.stances  when  two  per- 
sons closely  associated  with  one  another  suffer 
from  a psychosis  simultaneously.  The  (pres- 
tion  then  arises  whether  the  simultaneoirsness 
implies  more  than  a chronological  co-existence 
of  mental  disorders,  namely  a common  cairsal 
relationship.  The  clinical  concept  of  folie  a 
deux  connotes  such  a relation.ship  in  a sense 
of  “indrrced  insanity.”  According  to  the  tra- 
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ditional  definition,  this  means  the  transfer- 
ence of  delusional  ideas  from  a i)sychotic  in- 
dividual to  associates  who  have  been  under 
his  domineering  influence,  and  it  may  be  ex- 
tended to  three  or  more  persons.  Henderson 
and  ({illesi)ie  state  “su<>:jrestihility  i)lays  a 
part,  amon"  other  factors,  in  the  <>:enesis  of 
folic  a deux  or  ‘communicated  insanity,’ 
which  is  the  term  ap])lied  when  two  i)ersons 
closely  associated  with  one  another  suffer  a 
p.sychosis  simultaneously,  and  when  one  mem- 
ber of  the  i>air  appears  to  have  influenced  the 
other.  It  is  commonest  in  persons  livin<r  se- 
cluded lives.  Husband  and  wife,  brother  and 
sister,  or  parent  and  child,  or  friends  of  the 
same  sex  livinp;  closely  tofiether  are  the  usual 
subjects  of  the  condition.  It  is  usually  either 
a paranoid  or  manic  depre.ssive  state.” 

Kallmann  and  Mickey  recently  criticized 
the  inclination,  reflected  in  the  current  litera- 
ture, to  apply  the  concei)t  of  folie  a deux  in- 
discriminately to  the  co-existence  of  any 
mental  disorder  of  a similar  variety  in  two  or 
more  ])ersons  who  seemed  closely  enough  as- 
sociated. The.se  authors  feel  that  the  concept 
of  folie  a deux  may  be  useful  for  the  ]>ractice 
of  counting  in  French,  but  meaningless  from 
the  viewpoint  of  psychopathology  unless  the 
concej)t  is  based  on  studies  of  the  ])redispos- 
ing  factors  in  the  involved  ])ersonalities. 

The  fact  that  folie  a deux  is  a very  rare 
condition  cleai  ly  indicates  that  psychoses  can- 
not be  easily  transmitted  to  clo.sely  associated 
persons, — no  matter  how  distorted  the  inter- 
l)ersonal  relationship  may  have  become.  The 
conclusion  .seems  justified  that  a special  vul- 
nerability of  an  individual  is  a ])rere(iuisite 
for  this  condition.  It  is  the  aim  of  this  study 
to  find  evidence  of  such  vulnerablity  in  the 
])articij)ating  i)ai'tners  whose  case  histories 
will  7U)w  be  ])i'esented. 

Background. — Mr.  B.  Hoin  190d  in  Wil- 
mington, Del.,  the  second  of  three  siblings. 
Aceording  to  tlie  family,  his  early  develoi>- 
ment  was  noi'inal.  However,  he  walked  in  his 
sleej)  eonsiderably  and  it  was  necessary  for 
the  parents  to  have  a screen  door  on  his  bed- 
room door  which  they  could  lock  from  the  out- 
side. He  adjusted  well  .scholastically  and 
socially  and  he  particularly  excelled  in  mathe- 
matics. He  was  described  as  well  behaved, 
(piite  s(*nsitive  and  easily  hui't.  When  older. 


he  often  seemed  moody,  even  secretive  and 
•seclusive.  He  impres.sed  all  of  his  ac(piaint- 
ances  as  a .serious  individual,  was  studious, 
steady  and  a good  worker.  He  had  a streak 
of  cruelty  in  him  when  he  was  a boy.  He 
showed  this  by  acts  of  cruelty  with  cats  and 
chickens,  and  the  family  had  to  carefully 
watch  the  i)ets  in  the  home.  It  is  reported 
that  his  mother  once  broke  down  and  cried 
that  ‘‘she  could  not  see  why  he  was  .so  different 
from  the  rest  of  the  family.”  After  comple- 
tioii  of  the  8th  grade,  he  left  school,  became  a 
machini.st  and,  after  a few  years  of  training, 
worked  for  the  same  com])any  throughout 
the.se  years.  One  of  the  informants  stated  that 
Mr.  B.  failed  to  develop  his  interest  in 
mechanics  and  engineering.  He  stuck  to  his 
job  which,  in  the  oi)inion  of  that  informant, 
.seemed  rather  monotonous  and  mechanical. 
Mr.  B.,  it  seem.s,  stuck  to  it  becau.se  he  became 
progre.ssively  more  restricted  in  his  emotional 
life  and  this  gave  him  the  reputation  of  being 
narrow  minded  among  his  co-workei-s. 

Mrs.  B.  Born  190(i  in  England,  the  oldest 
of  four  siblings.  Se  was  brought  to  this  coun- 
ti'y  when  10  years  old  and  grew  uj)  in  the 
vicinity  of  Wilmington,  Del.  She  got  along 
well  in  .school,  finished  the  8th  grade  and 
worked  as  a cashier  in  a local  store  for  eight 
years.  She  was  described  as  even  tempered, 
good-natured,  calm  and  well  poised.  It  was 
also  stated  that  she  took  her  responsibilities 
very  seriously  and  had  always  been  inclined 
to  woriy  over  things.  One  informant  stated 
that  she  always  seemed  too  particular  and 
wanted  to  do  everything  i)erfectly.  She  at- 
tended church  regularly,  read  a great  deal 
and  seemed  inclined  to  be  introspective. 

Mr.  and  Mrs.  B.  married  10  years  before 
their  first  admission  to  the  hospital.  They 
had  known  each  other  3 years  j)rior  to  their 
marriage.  It  was  generally  assumed  that  their 
mari'iage  was  very  congenial.  There  were  no 
children  and  Mrs.  B.  .seemed  at  times  (piite 
worried  about  this  fact. 

Aliout  a month  prior  to  the  first  admission, 
Mr.  B.  became  very  much  upset  about  union 
affairs  at  his  shop.  He  had  been  made  jires- 
ident  of  his  union  at  a time  when  there  were 
fights  betw(‘en  this  local  union  and  the  (MO 
to  which  Mr.  B.  was  opposed.  He  became 
obsessed  with  the  idea  that  the  (MO  wanted 
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to  dispose  of  him.  lie  took  two  weeks’  vaca- 
tion to  esca])e  the  ])ressure  of  matters  l)ut  he 
became  ])i'ogressively  more  agitated,  could  not 
sleep  at  night  and  expressed  fears  of  persecu- 
tion, of  l)eing  dratted  and  of  being  threaten- 
ed by  insanity.  lie  discu.ssed  these  problems 
almost  continuously  day  and  night  with  his 
wife,  with  friends  and  with  the  family  i)hysi- 
cian.  lie  finally  became  highly  excited,  his 
condition  grew  worse  and  his  ])hysician  de- 
cided to  commit  him  to  the  Delaware  State 
Hospital.  It  was  noted  at  that  time  that  IMrs. 
B.  shared  his  fears  of  persecution  and  be- 
came also  tense  and  tearful.  She  complained 
of  hearing  voices  talking  to  her  about  her 
husband  and  she  cried  that  some  harm  would 
be  done  to  her  baby  (she  had  no  children  at 
that  time ) . 

First  Admission.  Air.  and  Airs.  B.  were 
admitted  to  the  Delaware  State  llospitel  on 
July  29,  1940.  Air.  B.  appeared  depressed, 
somewhat  retarded  in  the  i)sychomotor  sphere, 
as  a consequence  of  which  he  had  difficulty 
in  expressing  himself.  He  complained  of 
hearing  voices,  of  feeling  badly  and  he  ex- 
])ressed  the  fear  of  losing  his  job  because  of 
his  difficulties  with  the  union.  Treatments 
consisted  of  medication,  hydi'otheraj)y  and 
supportive  psychotherapy.  He  responded 
slowly,  was  still  preoccui)ied  for  many  weeks 
hut  seemed  markedly  improved  in  October. 
He  went  home  November  2,  1940.  AVhen  he 
left  the  hospital,  he  seemed  to  have  a fair 
measure  of  insight.  He  recognized  some  of 
the  emotional  factors  which  had  contributed 
to  his  illne.ss  and  he  showed  a willingness  for 
changing  his  life  pattern  to  a more  flexible 
one  with  more  social  outlets.  He  was  diag- 
nosed as  a case  of  manic  depressive  psycho- 
sis, depressed  type.  However,  many  staff: 
members  were  impressed  with  his  rigid  per- 
sonality and  felt  that  he  had  shown  schizo- 
l)hrenic  .symtoms. 

Airs.  B.  api)eared  slightly  depressed  and 
perplexed  by  her  recent  experiences,  but  she 
talked  with  ease  and  seemed  glad  to  unburden 
herself.  She  exjilained  that  she  had  heard 
voices  which  talked  to  her  about  her  hu.sband 
and  she  seemed  very  much  under  pressure 
by  the  recent  events  in  her  home.  She  re- 
sponded well  to  supportive  psychotherapy, 
l>articipated  almost  from  the  beginning  in 


all  hospital  activities  and  gained  good  insight 
within  the  fir.st  fev  weeks.  She  left  the  hos- 
])ital  on  October  5,  1940.  She  was  diagnosed 
“without  ])sychosis,  psychotic  episode”.  It 
was  felt  that  she  had  reacted  with  brief 
])sychotic  behavior  to  the  illness  of  her  hus- 
band and  that  she  was  basically  a stable  per- 
sonality. 

Interval  History.  Both  adjusted  well 
after  returning  to  their  home.  Air.  B.  re- 
turned to  his  ])revious  i)lace  of  employment, 
got  along  well  with  his  fellow  workers  and 
became  a member  of  the  CIO.  A daughter 
was  born  in  1945.  Social  workers  visited  the 
home  from  time  to  time  and  reported  favor- 
ably about  their  progre.ss. 

According  to  informants  both  lived  mod- 
estly, had  little  social  life  except  for  going 
to  church  (piite  regularly.  One  informant 
stated  that  “Airs.  B.  became  more  particu- 
lar; everything  had  to  be  done  perfectly;  she 
seems  the  tyi)c  who  worried  con.stantly  about 
such  things  as  good  manners  and  her  speech ; 
she  was  very  introspective  and  always  tried 
to  analyze  faults  and  feelings.”  She  lived 
for  her  child,  in  fact,  .she  had  no  outlets  ex- 
cept in  her  home  and  in  church.  Airs.  B. 
com])lained  during  the  winter  of  1951-1952 
of  extreme  tiredness  yet  she  refused  to  con- 
sult a physician,  developed  the  idea  that  other 
women  were  talking  about  her  and  were  say- 
ing that  she  was  crazy.  She  became  so  con- 
cerned about  these  faults  that  she  did  not 
go  out  of  the  house  and  would  not  sit  by 
the  window  as  she  was  afraid  peoi)le  would 
see  her.  Toward  the  latter  part  of  the  ill- 
ness, .she  was  beginning  to  keep  the  shades 
drawn.  She  talked  constantly  about  her 
thoughts.  However,  her  husband  tried  to  re- 
assure her.  There  were  times  when  she  seem- 
ed slightly  confused,  and  she  expressed  the 
idea  of  having  committed  a great  dime.  She 
associated  this  with  a church  dinner  where 
she  had  forgotten  to  serve  milk  to  the  children. 
Finally,  she  could  neither  .sleep  nor  eat. 
AVhen  the  family  physician  recognized  Airs. 
B.  ’s  mental  illne.ss.  Airs.  B.  is  quoted  to  have 
said  to  her  husband,  “You  take  care  of  your- 
self so  you  will  not  have  to  go  to  the  hos- 
pital,’’ to  which  it  is  stated,  he  replied, 
“AAJien  you  go,  I will  be  right  behind  you.’’ 

Tln-oughout  this  })eriod  of  Airs.  B.'s  illness. 
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Mr.  B.  atteni])ted  to  lielp  her.  lie  seemed 
to  understand  her  illne.ss  and  he  finally  agreed 
to  have  his  wife  hospitalized.  He  agreed  with 
the  family  i)hysieian  that  his  wife  should  he 
admitted  to  the  Delaware  State  llosi)ital  on 
a voluntary  basis.  When  the  family  physician 
eame  to  the  house  iu  order  to  accompany  Mrs. 
B.  to  tlie  hospital,  she  found  a startlin<>:  ehanf;;e 
in  .Mr.  B.’s  behavior,  lie  a])peared  hostile, 
peculiar  and  remained  mute.  He  did  not 
participate  in  any  way  when  she  made  ar- 
ran<rements  for  hospitalization  and  I’emained 
home  when  they  left  for  the  hospital.  Later 
the  same  day,  ^Ir.  B.  was  found  to  be  rifiid, 
mute  and  entirely  nejrativistie  so  that  he  had 
to  be  committed  to  the  Delawaj’c  State  Hos- 
I>ital. 

Second  Admission.  Both  wei-e  readmitted 
on  May  l(i,  1952.  When  Mrs.  B.  was  brought 
to  the  hosi)ital,  she  appeared  extremely  per- 
plexed. tense  and  listless.  She  .seemed  un- 
able to  answer  questions,  walked  around  aim- 
lessly, mumbled  to  herself  and  refused  food 
and  drink.  She  complained  of  a restriction 
around  her  throat  and  seemed  very  fearful. 
It  was  nece.s.sary  to  tube  feed  her.  The  tenta- 
tive diaonostic  impression  was  that  of  a ]>er- 
plexed  type  of  depre.ssion,  but  further  studies 
revealed  her  to  be  in  a state  of  extreme  de- 
f)er.sonalization.  When  she  failed  to  improve, 
electroshock  treatments  were  started  on  the 
10th  day  after  admission.  After  5 treat- 
ments, she  became  active,  spoke  with  ease  and 
was  thoujjht  to  be  somewhat  eui)horic.  She 
did  not  want  to  talk  about  her  personal  prob- 
lems, rather  seemed  hai)i)y  to  be  out  of  the 
state  of  dei)ression  and  inner  torture.  She 
then  relap.sed  toward  the  end  of  June  and 
became  ajiain  extremely  withdrawn  and  per- 
])lexed.  Electro.shock  treatments  were  re- 
sumed. 

Mr.  B.  arrived  in  the  hospital  in  a state 
of  negativism.  He  kept  his  eyes  rigidly 
clo.sed,  did  not  move  or  walk  around,  did  not 
answer  (juestions  and  did  not  accept  food. 
He  had  to  be  tube  fed.  However,  he  remain- 
ed in  bed,  stared  at  the  ceilin"  and  did  not 
react  to  outside  stimulations.  When  <iiven 
sodium  amytal  intravenously,  he  smiled  in  a 
silly  manner,  did  not  respond  verbally  but 
by  writin*;.  His  behavior  remained  unehan<r- 
ed.  and  electroshock  treatments  were  started 
4 days  after  admi.ssion.  There  was  marked 


im|)rovement  after  3 treatments  and  he 
seemed  to  be  his  usual  self  after  5 treatments. 
He  then  di.scussed  his  situation  freely  with 
the  physicians  and  explained  that  he  attrib- 
uted his  illne.ss  to  worry  over  his  wife’s  con- 
dition. He  could  not  clearly  remember  what 
had  hai>pened  to  him  on  the  day  of  admis- 
sion, and  he  did  not  seem  too  anxious  to 
think  about  tlie  events  which  had  j)receded 
his  hos])italization.  He  has  since  remained 
in  good  contact  with  his  physicians. 

(At  the  time  of  this  writing,  Mr.  and  Mrs 
B.  are  still  patients  at  the  Delaware  State 
Hospital ). 

(.'O.M  MENT 

Among  the  various  interesting  asi)ects  of 
this  ease  report,  one  .stands  out  particularly: 
the  recurrence  of  simultaneous  j)hychoses. 
The  fact  that  both  patients  could  be  studied 
at  the  same  hospital  on  the  occasion  of  both 
admissions  aids  greatly  in  obtaining  a com- 
j)rehensive  picture  of  their  j)ei’sonalities  and 
their  periods  of  illness. 

In  1940  this  appeared  to  be  a rather  char- 
acteristic example  of  folie  a deux.  Obviously 
— and  this  is  reflected  in  the  diagnostic  form- 
ulations as  (pioted  from  the  hospital  records 
— Mr.  B.  “induced”  his  wife  to  .share  his  fears 
and  to  i)articipate  in  his  delusions.  She  was, 
by  virtue  of  being  his  closest  as.sociate,  ex- 
posed to  his  mental  illne.ss, — was  the  passive 
partner  \uider  his  domineering  influence. 
Moreover,  after  admission  to  the  hosi>ital,  re- 
moved from  his  imposing  and  disturbing 
pre.sence,  she  rather  (piickly  regained  a realis- 
tic understanding  of  the  situation. 

Subse(iuent  develo])ments,  however,  east 
some  doubts  on  the  simi)licity  of  such  an 
evaluation.  While  we  know  little  about  the 
inner  life  .stoiy  of  this  eoui)le,  we  know  that 
Mrs.  B.,  in  1940,  in  addition  to  i)artieipating 
in  her  husband's  delusions,  feared  for  the 
life  of  her  baby  which  existed  in  her  phanta.sy 
only  at  that  time.  Ai)parently,  then,  there 
was  more  in  the  content  of  her  p.syehotie  idea- 
tion than  attributable  to  the  i)rocess  of  trans- 
ference of  delusion  by  as.sociation  with  her 
husband. 

During  the  twelve  years  interval  a daugh- 
ter was  bom  and  both  lived  ai>i)arently  a 
harmonious  life.  Mr.  B.  continued  on  the 
same  job  and  did  little  to  bring  variety  in 
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the  rigid,  austere  and  constricted  home  atmos- 
phere. i\lrs.  B.  impressed  observers  during 
those  years  as  growing  more  preoccupied  and 
selt'-doubting.  We  then  see  a gradual  onset 
of  her  mental  illness  during  the  last  winter 
months.  This  time  it  is  her  “own”  psycho- 
sis. Her  fears,  her  ideas  of  reference  and 
sin  reflect  developments  within  herself.  IMr. 
B.  recognizes  her  illness  and  aims  to  help  her. 
There  is  no  indication  that  he  was  influenced 
by  her  delusions.  On  the  contrary,  he  showed 
no  signs  of  abnormal  involvement  until  the 
moment  of  her  departure.  The  abruiit  onset 
of  his  psychosis,  precipitated  by  the  culminat- 
ing tension  over  his  wife's  illness,  presents 
features  which  are  not  in  accord  with  the 
criteria  for  folie  a deux.  He  does  not  share 
any  of  his  wife’s  distorted  thoughts  nor  does 
he  seem  to  identify  with,  or  imitate,  her  be- 
havior. The  recognition  that  IMr.  B.'s  second 
psychosis  transcends  the  realm  of  folie  a deux 
does  not  imply  that  one  looks  at  the  clinical 
picture  as  one  of  dual  psychosis,  coinciding 
in  time  but  unrelated  in  origin.  The  symbio- 
sis during  many  years  of  marital  life  has, 
as  it  must,  influenced  the  inner  development, 
normal  or  abnormal,  of  both  partners.  The 
question,  then,  is  not  one  of  accepting  or  deny- 
ing the  interrelationship  of  these  psychotic 
reactions  but  one  of  attempting  to  find  factors 
which  enable  these  persons  to  react  with  the 
development  of  psychoses  in  situations  of  in- 
terpersonal stress  to  which  the  average  per- 
son adapts  himself  in  other  ways.  The  search 
for  such  factors  leads  one  to  the  assumption 
of  specific  vulnerabilities  in  the  personality 
structures  of  the  partners. 

The  histories  reveal  schizoid  and  anancastic 
trends  in  the  personality  of  IMr.  B.,  elements 
of  passiveness  and  ananeasm  in  that  of  IMrs. 
B.  Such  personalities,  while  not  possessing 
any  monopolistic  claim  to  certain  types  of 
psychoses,  are,  nevertheless,  known  to  be  pre- 
disposed toward  paranoid  and  depressive  re- 
action patterns. 

In  1940,  Mr.  B.  .seemed  to  be  the  one  to 
worry  about  as  his  clinical  picture  warranted 
some  prognostic  doubts.  He  demonstrated 
since  a capacity  for  resistance  and  his  recent 
sudden  phase  of  decompensation  seemed  to 
have  the  characteristics  of  a benign  catatonic 
reaction.  Mrs.  B.,  on  the  other  hand,  in  1940 


believed  to  be  the  more  normal  partner,  now 
manifests  a rather  serious  clinical  iiicture  of 
depersonalization,  protracted  in  course  and 
resistive  to  therajiy.  It,  thus,  can  be  said 
that  each  has  shown  two  varieties  of  psy- 
cho.ses : one  primarily  situationally  precipi- 

tated, the  other  originating  in  deeper  spheres 
of  the  iiersonality. 

There  are  many  surprising  moments  in  these 
histories  which  could  be  used  for  speculation 
in  favor  of  various  theories  on  etiology.  For 
the  purpose  of  this  presentation,  it  must  suf- 
fice to  demonstrate  the  complexity  of  jirob- 
lems  as.sociated  with  the  diagnosis  of  folie  a 
deux.  In  the  literature  on  folie  a deux  the 
case  of  5Ir.  and  5Irs.  B.  should  find  its  place 
because  of  its  unique  aspects  which  indicate 
special  vulnerabilities  of  the  partners  each  of 
whom  developed  a psychosis,  dependently  and 
independently  of  the  preceding  psychosis  of 
the  other. 

REFERENCES 

1.  Lasegue.  C.  and  Falret,  J.:  La  Folie  a Deux  ou  Folie 
Communiquee,  Ann.  Med.  Psychol.  17;  321.  1877. 

2.  Henderson.  D.  and  Gillespie.  R.  D.;  Textbook  of  Psy- 
chiatry. Oxford  University  Press,  1950. 

3.  Kallmann,  F.  J.  and  Mickey,  J.  S.:  The  Concept  of 
Induced  Insanity  in  Family  Units,  Jour.  Nerv.  and 
Ment.  Dis.  104:  303,  1946. 


THE  KEY  TO  HUMAN  BEHAVIOR 

A.  W.  Gottschall,  51.  I).,* 
Farnhurst,  Del. 

Psycho-analysis  has  a two  fold  value  which 
places  it  in  the  front  ranks  of  the  modern 
constructive  sciences.  First,  it  offers  untold 
possibilities  which  are  only  beginning  to  be 
realized  as  a therapeutic  and  curative  agency, 
for  many  baffling  diseases.  The  ailments  to 
which  it  affords  cure  or  relief  are  not  only 
of  the  mind  for  it  has  been  found  that  a 
great  many  physical  disorders  which  hereto- 
fore have  been  considered  purely  of  an  or- 
ganic or  functional  character  are  merely 
physical  reflexes  of  a neurosis.  Relieve  the 
mind  of  these  all  pervading  neurotic  troubles 
and  serious  physical  disturbances  are  fre- 
quently removed.  The  mental  disorders  alone 
that  respond  to  proper  psycho-analytic  treat- 
ment range  all  the  way  from  trifling  hysteri- 
cal cases  (which,  however,  tend  to  become 
more  .severe  as  the  individual  weakens  under 
the  increasing  influence  of  a neurosis)  to  a 
definite  psychosis  usually  and  often  of  the 
schizophrenic  type,  which  the  old  school 
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psychiatrists  have  licivtoron*  coiisidcrcil  hope- 
less. or  eour.se,  any  ])syeliosis  Unit  is  due  to 
disintefrratiou  to  the  l)raiu  strueture  as  sonie- 
tiines  oeeui's,  is  not  amenable  to  treatment  and 
results  of  treatment  in  the.se  eases  are  not 
too  l•eassul■inf^.  Psycho-analysis  is  not  ma<ric 
or  alchemy  hut  a rational  .science  based  on 
very  definite  natural  laws. 

The  second  and  in  a way  a <>reater  function 
of  i)sychoanalysi.s  is  as  a cultural  study  for 
the  .self  improvement  and  development  of  the 
individual.  I emphasize  its  possible  »;reater 
u.sefulne.ss  in  this  respect  l)ecaus(“,  after  all, 
only  a small  ])ercenta<re  of  the  i)opulation  is 
insane  and  while  the  victims  of  neurotic  dis- 
turbances make  u|>  a more  imi>ortant  element 
of  .society  numerically  than  is  frenerally 
imaijined,  there  is  still  a jireat  mass  of  i)eople 
who  may  he  classed  as  “normal.” 

Psychoanalysis  has  revolutionized  oui'  form- 
er conception  of  human  hehavioi".  It  has  re- 
interj)reted  and  thi'own  a vastly  difl'erent  lioht 
on  the  ]>assions,  loves,  hates,  fears  and  other 
])rimitive  emotions  of  man.  It  has  revealed 
in  a stai1lin«-  way  many  of  the  heretofore 
ine.\])lical)le  motives  and  actions  of  individ- 
uals. The  deeper,  underlyin'!:  sijiiiificance  of 
seemin<>ly  incon.seciuential  actions  are  often 
disclo.sed  to  the  analytic  observer  in  its  true 
value;  so  far  removed  fi'om  surface  indica- 
tions. To  the  students  of  human  ])rohlems 
whether  the  .social,  economic,  indu.strial, 
])sychical,  physical,  educational  or  what  not, 
jKsycho-analy.sis  is  of  incomparable  woidh.  It 
leads  the  way  to  fundamental  causes  that 
heretofoi'e  have  shielded  themselves  behind 
the  im])enetrable  screen,  and  whose  existence 
we  have  only  “uessed  at  in  the  misleading 
light  of  supei'ficial  ai)pearances.  Thei’c  is 
scai'cely  any  field  of  human  endeavor  to  whieh 
this  science  cannot  be  made  an  invaluable 
aid.  It  is  the  key  to  the  unexploi-ed  region 
whose  ])ortals  we  have  just  entered.  It  is 
the  new  lam])  of  Aladdin,  whose  light  will 
be  to  guide  us  all  the  way  to  a better  under- 
standing and  l•evaluation  of  human  possibil- 
ities. People  lealize  in  an  indefinite  way  that 
they  “lake  to"  certain  individuals;  that  they 
tend  to  love  or  esteem  persons  of  a certain 
type  and  to  dislike  and  sometimes  even  hate 
another  type  without  them.selves  knowing  the 
reason  why.  .Most  of  us  are  cognizant  of  the 


fact  that  thei'e  are  unfortunate  people,  homo- 
sexuals or  perverts,  that  society  has  very 
ignorantly  gone  out  of  its  way  to  i)er.secute 
and  ))enalize  because  it  has  not  understood 
the  cause  of  their  affliction.  Their  failure  to 
expeiience  sexual  desire  in  the  normal  j)re- 
sciibed  manner  has  been  considered  a deliber- 
ately cultivated  or  iidierently  vieious  trait  in- 
stead of  a i)athological  condition.  When  the 
cause  of  an  abnormality  remains  unknown 
there  is  invariably  an  irrational  reaction  to 
it.  There  was  a time  when  the  mentally  ill 
weie  considered  to  be  in  a state  of  “being 
|)o.sse.ssed  by  devils"  and  the  victim  of  flog- 
gings and  otherwise  puinshed  for  their  indis- 
cietions  in  haiboring  the  damned,  (’onven- 
tional  .society  has  modified  its  views  and  now 
takes  it  for  granted  that  theiv  are  two  kinds 
of  people  in  the  woi'ld,  the  sane  and  the 
in.sane  and  the  latter  is  clas.sed  as  ho])eless 
and  must  be  confined  to  the  asylum  until  re- 
leased by  death.  Psychoanalysis  shattei's  this 
romantic  theory. 

It  has  been  an  enigma  to  the  student  of 
human  behavior  why  the  great  masses  of 
])eople  remain  so  long  in  self  satisfied  con- 
tentmenf  often  under  the  most  opi>re.ssive  con- 
ditions. It  has  likewise  been  a puzzle  why 
certain  few  individuals  almost  an  ifinitesi- 
mal  minoi'ity  have  always  resi.sted  authority 
and  oi)pression,  regardless  of  i)ei’sonal  sacri- 
fice. The  pioneers  in  the  radical  and  fem- 
iidst  movements  and  .so  foidh  illustrate  this 
ty])e.  The  martyrs  of  history  who  have  died 
for  vaiious  causes  and  ideals  ai’e  the  best 
known  e.xamples  of  this  phenomenon. 

Dieams  have  been  the  subject  of  contro- 
vei’sy  speculation  and  unlimited  commentary 
throughout  the  ages.  The  real  meaning  and 
])rofound  import  of  dreams  were  never  rea- 
lized until  l''reud's  di.scovery  demonstrated 
their  vast  significance  and  intimate  relation 
to  our  life  awake  as  well  as  asleep.  Our  for- 
getfulness and  absent-mindedness  pai  ticularly 
when  involved  in  a subject  or  details  with 
which  we  are  cpiite  familiar  is  very  embai'- 
rassing,  yet  that  there  is  an  unconscious  “mo- 
tive" in  forgetting  the.se  things  that  we  know 
so  well,  or  that  causes  us  to  sufl'er  from  slips 
of  the  tongue,  and  to  lead  words  that  are  not 
there  in  sentences;  is  now  established.  Kv(>ry- 
body  enjoys  wit  ; and  gets  satisfaction  out  of 
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a joke,  ])articularly  wlien  it  is  on  the  otlier 
fellow.  The  sio'nitieanee  of  this  type  of  mani- 
festation is  deeper  ami  more  involved  than 
onr  matter  of  fact  aeeeptanee  of  it  has  ]>er- 
mitted  us  to  comprehend. 

The  atrocities  of  war  committed  by  peo])le 
who  are  believed  to  have  been  nplifted  by 
the  influence  of  twenty  centuries  of  Chris- 
tianity and  many  more  centuries  of  cultural 
civilization  are  astounding  to  the  casual  ob- 
.server.  The  case  with  wiiich  a gi'oup  of 
]>eoi)le,  individually  peaceful  and  law  abid- 
ing is  transformed  to  a destructive,  even 
murderous  mob ; is  seemingly  incomprehen- 
sible. Still  there  are  very  plausible  reasons 
for  these  phenomena  which  an  under.standing 
of  the  new  psychology  enables  us  to  perceive 
and  by  understanding  all  of  these  and  other 
important  factors  which  a knowledge  of 
])sycho-ana lysis  offers,  we  are  better  able  to 
check  and  overcome  our  individual  and  social 
shortcomings,  and  to  redirect  our  course  along 
constiuctive  lines. 


A SCHIZOPHRENIC  REACTION  FOL- 
LOWING A COURSE  OF  ACTH  TREAT- 
MENT 

H.  Ceorge  De  Cherxey,  1\1.  D.,* 
Fai-nhurst,  Del. 

With  the  extensive  use  of  ACTH  in  spe- 
cifically indicated  conditions  many  ])hysicians 
have  reported  mental  syndromes  concurrent 
with  the  use  of  the  drug.  These  reactions  fall 
into  two  categories:  (1)  the  delirious  type 

of  i-eaction  due  to  the  overwhelming  toxicity 
of  the  drug,  as  might  be  seen  in  overdoses  of 
drugs  such  as  bromides,  ])henobarbital,  etc. 
(2)  the  ])recipitation  of  a ])reviously  latent 
or  dormant  psychotic  condition.  As  Brody 
])ointed  out  in  a recent  article,  emotional  fac- 
tors found  in  diseases  treated  with  ACTH 
(periarteritis  nodosa,  lupus  erythematosis, 
rheumatoid  arthritis,  etc.)  indicate  the  pres- 
ence of  a i)sychosomatic  comi)onent.  It  seems 
that  the  organic  illness  binds  the  conflicts  and 
the  anxiety  within  the  individual.  Once  this 
organic  condition,  which  acts  as  a defense 
mechanism,  is  alleviated  or  imi)roved,  the 
underlying  heavy-laden  conflicts  begin  to 
manifest  themselves.  Thus  the  ecpianimity  of 
the  patient’s  personality  which  was  previous- 

*  Senior  Assistant,  Delaware  State  Hospital. 


ly  establi.shed  is  disi'Upted  and  a mental  syn- 
drome is  delineated.  It  was  fiuther  j)ointed 
out  by  Brody  that  Cortisone  and  ACTH  act 
as  a threat  to  the  ])atient’s  equilibrium  be- 
cause of  their  abrupt  hoianonal,  pharmaco- 
logical, and  ])sychological  provoking  action. 

The  following  case  study  confirms  the  evi- 
dence of  a j)0.ssible  ])sycho.somatic  comi)onent 
in  a luj)us  erythematosis.  The  ]>atient  was  a 
29  year  old  female  who  had  been  treated  for 
lupus  foi-  one  and  one  half  years  by  a well 
fpialified  dermatologist.  She  was  hospitalized 
to  receive  ACTH  intravenously.  She  re- 
mained in  the  general  hos])ital  for  seven  days 
and  her  skin  condition  was  re])orted  as  con- 
siderably im])roved.  While  still  in  the  hos- 
pital a definite  ])ersonality  change  was  noted. 
Whereas  the  patient  had  previously  been  shy 
and  (piiet  she  now  became  overfriendly,  elated 
and  overactive.  She  was  discharged  from  the 
hos])ital  im])roved. 

At  home  the  i)atient  became  eui)horic,  was 
unable  to  sleep  more  than  two  hours  a night, 
insi.sted  that  all  the  lights  in  the  house  be 
turned  on,  began  reading  the  Bible  incessaiit- 
ly,  and  thought  she  was  Cod.  She  was  so 
difficult  to  manage  at  home  that  she  re(iuired 
commitment  to  the  Delawai'e  State  Hospital 
seven  days  after  her  discharge  from  the  gen- 
eral hos])ital. 

On  admission  she  was  too  bewildered,  over- 
active  and  excited  to  give  any  coherent  ac- 
count of  the  incidents  that  led  up  to  her  hos- 
pitalization.  Fi'om  her  rambling,  incoherent 
verbalizations  there  were  sugge.stions  that  she 
was  sensitive  about  her  i)hy.sical  ai)i)earance, 
a conflict  over  heterosexual  and  homosexual 
feelings,  difficulties  in  handling  anger,  and 
feelings  of  inferiority  and  inade({uacy.  On 
observation  she  talked  constantly  in  a very 
loud  voice  and  the  associations  were  bizarre, 
tangential,  and  disconnected.  She  mi.sidenti- 
fied  i)eoi)le  on  the  ward,  she  was  alternately 
tearful  and  dependent  or  combative,  insult- 
ing and  extremely  demanding.  When  inter- 
ru])ted  or  temporarily  deserted  she  became 
very  hostile.  She  also  was  alternately  ob- 
scene and  prudish.  On  one  occasion  she  in- 
sisted that  she  was  Christ.  She  exhibited  a 
marked  ambivalence  and  expressed  numerous 
neologisms.  Because  of  the  disorganization 
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and  disint(‘<iiation  of  tlie  ofio  a diagnosis  of 
schizoi)hr('nia  was  made. 

In  tlie  eourse  of  leviewiny:  the  jtatient 's  ])ast 
liistory  it  was  noted  that  she  was  deserihed  l)v 
h(>r  hushand  as  a ((uiet,  sliy  individual  who 
did  not  make  friends  easily.  She  was  ex- 
ti'emely  sensitive  and  retieent,  i)ieferi'in":  to 
keep  thin<rs  to  herself.  She  was  over-metieu- 
lous  in  earin>>-  for  her  ehildren  and  the  home. 
It  was  noted  that  she  had  had  a i)revious 
“mild  nervous  breakdown”  when  iier  hns- 
l)and  went  overseas  dnrinj;  World  War  II. 
This  “ breakdown, “ which  was  short-lived,  was 
eharactei-ized  by  depression,  eryin<r  si)ells, 
self-aecnsatory  ideas,  and  feelin<;s  of  inade- 
(piacy.  She  received  no  ])sychiatric  treatment 
and  apparently  made  a recovery  unaided  by 
any  outside  source. 

In  her  course  at  this  hos])ital  she  developed 
full-blown  persecutory  delusions.  She  became 
extremely  snsi)icions,  felt  that  she  was  hein*i 
poisoned  and  that  rats  and  snakes  were 
placed  in  her  I'oom  to  torment  her.  An  ef- 
foi't  was  made  to  make  contact  with  the  j)a- 
tient  throufih  i)sychotherai)y.  However,  she 
was  so  disorsianized  and  the  paranoid  idea- 
tion so  fixed  that  she  was  inaccessible  and 
.somatic  thei-apy  became  necessary.  She  was 
•riven  a course  of  deep  coma  insulin  after  .she 
failed  to  res])ond  to  a course  of  electric  coma 
treatment.  She  res])onded  well  to  insulin 
theraj)}'  and  after  a i)eriod  of  five  months 
was  dischar<red  from  the  hos])ital  much  im- 
proved. On  snbse(pient  follow-up  she  was  do- 
in'; well  on  the  outside. 

This  case  illustrates  the  need  foi'  a ])sychia- 
tric  work-u])  prior  to  the  administration  of 
AC'TII  in  all  those  oroanic  illnesses  where 
emotional  difficulties  may  he  a contributin'; 
factor  in  the  etiology  of  the  disease. 
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THE  PSYCHIATRIC  USE  OF 
ISONICOTINIC  ACID  HYDRAZIDE 
A Case  Report 

.Iamks  a.  Fi.aiikkty,  .M.  D.,* 
Delaware  (’ity,  Del. 

K.  II..  a 42  year  old  nej;ro  female,  was  re- 
ferred to  (iovernor  Bacon  Health  Center  on 
Ainil  7,  l!)r>2  because  of  Chronic  Alcoholism. 
•\t  the  time  of  admission  she  was  under  the 

• Acting  Medical  Director  and  Clinical  Director.  Gov.  Bacon 
Health  Center. 


influence  of  alcohol  and  could  j;ive  no  I'c- 
liahle  information  concerninf;  herself.  She 
hatl  lost  touch  with  her  family  ami  had  been 
living  a .semi-vagrant  life,  movin';  from  one 
roomin';  house  to  another.  Duriu<;  this  period, 
which  extended  over  six  yeaiN,  she  drank  ex- 
cessively and  lived  with  as  few  .sober  inter- 
ludes as  she  could  financially  manaj;e.  She 
souf;ht  medical  assistance  finally  when  her 
jihysieal  health  became  so  depleted  that  she 
was  unable  to  care  for  herself. 

Bhysical  examination  revealed  a tremulous 
ne<;re.ss,  who  was  confu.sed  and  disoriented. 
She  attempted  to  respond  to  (piestions  hut  her 
speech  was  sinned,  her  answers  incoherent 
and  her  attention  could  not  he  held.  Temper- 
atuie  was  f)S.4°,  pul.se  7(i,  and  res|)irations  20 
per  minute.  Her  nutritional  state  was  fair, 
her  admission  weij;ht  heinj;  13S  Ihs.,  heif;ht 
04  inches.  She  had  multiple  neurofibromas 
( Kecklin<;hauseir.s  di.sease).  Examination  of 
the  head  and  neck  was  normal.  Bercus.sion 
and  auscultation  of  the  chest  revealed  an  area 
of  impaired  resonance  and  bronchial  hreath- 
ini;  over  the  upper  lobe  of  the  ri};ht  lun«;.  The 
cardiocirculatory  findings  were  normal.  Blood 
luessure  was  120/90.  There  was  no  enlar};e- 
ment  of  the  liver  or  spleen.  Kidneys  were  pal- 
lia hie,  hut  not  en larked.  There  was  no  tender- 
ness or  muscle  <;uardin«:  duriii};  abdominal  ex- 
amination. The  j;enito-urinary  and  endocrine 
systems  were  free  of  any  patholoi;ical  jirocess. 
The  neuroloftical  examination  on  admission  re- 
vealed dilated  hut  equal  and  reactive  pupil.s, 
diminished  patellar  and  achilles  reflexes, 
ataxic  <;ait,  marked  weakness  of  all  extremi- 
ties and  tremor  of  the  lips,  protruded  tongue 
and  hands.  Laboratory  findings  were  within 
normal  limits.  Trine  (4-S-o2)  amber  color, 
acid  reaction,  specific  gravity  1.019,  All),  faint 
trace,  (0-12-02)  WBT  per  hpf,  (’BT  (4-9-o2) 
HB(’,  0.92  Hgh— 11.7  gm.s,  WBT  ().7o0.  1’.— 
()T/r  Ij. — 89‘^  BTX — lo  m"^/f . Blood  sugar 

109  mg'/.  Kahn — negative.  Sed.  rate 

4(imm.  X-ray  of  the  chest  showed  an  area 
of  infiltration  involving  the  right  apex  ex- 
tending down  to  the  second  inteiNpace.  There 
was  a large  cavity  ajiproximately  D/_>  cm  in 
diameter  in  the  first  intersiiace  anteriorly. 
Sputum  was  not  obtainable  to  examine  for 
tubercle  bacilli  due  to  the  jiatient's  lack  of 
coo|)eration. 

The  psychiatiic  examination  revealed  the 
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l)icture  of  a toxie-eoiifusional  psychosis.  How- 
ever, (lurino-  the  latter  days  ot  the  patient’s 
mental  illness,  the  clinical  picture  was  strong'- 
ly  sn«’o'e.stive  ot  a Kor.sakow-like  state,  es])e- 
cially  in  the  i)resence  of  a retention  detect 
and  its  contalndatory  correlate.  E.  H.  was 
disoriented  tor  time,  place,  ])erson  and  situa- 
tion. It  was  observed  from  time  to  time,  how- 
ever, that  the  most  constant  sen.sorial  detects 
were  tor  time  and  person.  The  patient's  mood 
was  predominantly  apathetic,  though  at  times 
she  was  mildly  depressed  and  retarded.  On 
occasions,  she  attempted  to  match  the  mood 
ot  the  j)hysician  on  rounds,  but  her  efforts 
were  saltatory  and  poorly  su.stained.  In  late 
-June,  there  was  a period  during  which  E.  IT. 
was  suspicious  and  tearful.  At  this  phase 
ot  her  illness  hallucinatory  exi)eriences,  both 
visual  and  auditory,  were  most  frequent  and 
compelling.  She  attempted  to  escape  .several 
times  through  a window  overlooking  a porch 
and  would  pound  on  her  door  and  demand 
or  im])lore  to  be  removed  or  released. 

Her  behavior  pattern,  except  for  short  lived 
])eriods  ot  di.sturbanee  and  noisiness,  was  one 
of  listlessness  and  preoccupation.  She  was 
indifferent  to  body  needs,  ignored  the  care  ot 
her  person,  refused  to  eat  and  would  lie  on 
her  bed,  unmoving,  for  hours  on  end.  Stream 
ot  consciousness  was  slowed  and  productivity 
was  minimal.  She  rarely  initiated  conversa- 
tion and  answered  ([uestions  briefly  or,  if 
longer  replies  were  indicated,  evasively  and 
in  a tragmentaiw  manner.  The  patient  spoke 
of  distressing  dreams  ot  animals  and  death. 
She  de.scribed  her  auditory  hallucinations  as 
a murmur  ot  unidentifiable  voices  which  at 
times  seemed  to  be  discussing  her,  or  as  the 
voices  ot  friends  or  relatives  chiding  or  com- 
manding her.  For  several  weeks,  she  identi- 
fied one  of  the  psychiatrists,  (-J.A.F.),  as  her 
insurance  collector  and  would  i)erfunctorily 
discuss  with  him  i)remium  ])ayments  on  her 
policy. 

Course  in  the  Hospital.  The  patient  was 
placed  in  isolation  and,  during  her  first  weeks 
at  the  Center,  she  was  continuously  febrile, 
with  peak  elevations  ot  101.4°,  and  pulse 
ranging  about  90  bpm.  She  was  freciuently 
nauseated,  had  a dry,  unproductive  cough  and 
lost  weight  rapidly.  On  April  10th,  she  was 
placed  on  streptomycin  gms.  1 b.i.d.  and 


P.A.S.  400  mg.  daily  in  divided  doses.  Her 
tem])eratuie  tell  to  normal,  with  occasional 
afternoon  rises  ot  99.2°  to  99.4°  in  i\lay  and 
-June.  She  was  lethargic  and  indifferent  to 
food,  so  that  forced  feedings  were  necessary. 
J)es])ite  this  ex])edient,  her  weight  tell  to  93 
lbs.  on  -June  19th,  a lo.ss  ot  45  lbs.  in  lOi/o 
weeks.  Outing  this  time  there  was  no  altate- 
ment  ot  the  jtatient’s  mental  condition  nor 
imjtrovement  ot  her  affective  status. 

On  -July  3d,  streptomycin  was  stopped 
and  isonit'otinic  acid  hydrazide  was  given 
in  doses  ot  3 mg./kg.  t.i.d.  in  conjunc- 
tion with  p-amitiosalicylic  acid  100  mg.  ([.i.d. 
By  -July  10th,  temiterature  was  tree  ot  any 
elevation  and  ])ulse  and  respirations  were 
within  normal  limits.  Her  apitetite  imjtroved 
remarkably  and  the  patient  had  gained  eleven 
])ounds  in  weight  by  -July  24th,  a period  of 
three  weeks.  There  was  roentgenological  im- 
l)i'ovement  ot  the  upper  right  lung  field,  the 
cavity  having  dimini.shed  in  size  50%,  with 
a corresponding  decrea.se  in  the  area  ot  in- 
filtration. However,  the  patient’s  sedimenta- 
tion rate  (44  mm/1  hour)  continued  to  be  ele- 
vated. 

In  view  ot  the  tentative  imports  on  the 
tuberculocidal  and  tuberculostatic  action  ot 
the  hydrazines  of  i.sonicotinic  acid  in  vitro 
and  in  vivo,  some  degree  ot  clinical  improve- 
ment ot  the  ])atient’s  i)ulmonary  infection 
might  be  anticii>ated.  The  most  remarkable 
asi)cct  ot  the  ca.se,  is,  rather,  the  prompt  and 
massive  abolition  of  the  psychotic  picture. 
^Yithin  one  week  ot  the  use  ot  isonicotinic  acid 
hydrazide,  the  patient  was  clearly  and 
.securely  oriented,  and  all  evidences  ot  apathy 
and  depression  were  replaced  with  a mild  but 
persi.sting  euphoria.  8he  became  more  alert 
and  physically  active,  began  to  notice  her  en- 
vironment and  to  take  care  ot  her  person. 
-She  was  able  to  discuss  her  past  history  and 
to  give  an  account  ot  her  illness.  She  desci’ib- 
ed  her  ])eriod  ot  sickness  much  as  a dream 
state,  with  hazy  but  accurate  recall  for  some 
incidents  and  comi)lete  amnesia  for  the  most 
ot  her  recent  experience.  Her  patchy  recall 
was  in  keeping  with  the  shitting  threshold  of 
reality  contact  ]>resent  in  toxic  contusional 
states. 

Discussion 

The  central  nervous  sy.stem  effects  of  iso- 
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nicont  iiiic  .icid  hydrazides  deserve  further  oh- 
sei'vation  and  elinieal  trial  for  tlieir  possible 
usefulness  in  psyehiatry.  The  ])roduetion  of 
a sense  of  well  bein",  the  elimination  of  con- 
fusion, apathy  and  sensoi'ial  defects  and  the 
improvement  of  a|)petite  in  the  case  of  H.  11. 
would  sufiftest  that  it  he  <riven  fui'ther  trial 
in  toxie,  clouded  and  diliriform  states. 

In  toxic  doses,  viz.  20  m<;/kilo  daily  over 
10  to  15  weeks,  the  drus;  has  ])roduced  si};ns 
of  cential  nervous  .system  irritability  in  labor- 
atory animals,  evidenced  by  tremor,  ataxia, 
bradycardia,  tachypnoea  and,  in  some  animals, 
convulsions.  Furthermore,  api)roximately  one 
thii'd  of  the  oral  do.se  can  be  demonstrated 
in  the  cerehi'ospinal  fluid  within  one  to  six 
hours  after  administration.  These  findings 
indicate  the  s]>eed  of  the  dru<>:s  access  to  and 
effect  ui)on  central  nervous  sy.stem  tissue. 
These  observations  and  the  residts  reported 
in  the  case  of  L.  II.  su"jiest  that,  whatever  the 
modus  of  its  effect  on  neuronal  activity,  in 
therapeutic  dosajje,  isonicotinic  acid  hydra- 
zide  may  ])erform  a beneficial  role  iii  ])sy- 
cho.ses  of  toxic  orioiu,  whatever  their  si)ccific 
etiology. 

SlAIMARY 

1.  case  of  tuberculosis,  with  toxic  i)sycho- 
sis  is  i)resented. 

2.  The  inferred  effect  uixm  a toxic-con fusion- 
al  jAsychosis,  of  isonicotinic  acid  hydra- 
zide,  exhibited  for  the  i)vdmonary  lesion, 
is  de.scribed. 

3.  Further  .study  of  the  ]>sychiatric  useful- 
ness of  isonicotinic  acid  hydrazines  is  pro- 
])osed. 


SOME  ASPECTS  OF  IN-PATIENT 
PSYCHIATRIC  TREATMENT  OF 
CHILDREN 

Dorothy  Jofinstox,  ^I.  I).,* 
Delaware  Fity,  Del. 

Psychiatric  treatment  of  children  is,  rela- 
tively s|)eakin",  a newcomer  to  the  field  of 
])sychiatiy ; ifs  inception,  frrowth  and  ]>rae- 
tice  have  oc'curred  almost  entirely  since  the 
year  1919.  In  that  year,  the  National  Com- 
mittee of  Mental  lly<riene  befian  si)on.soiin<j: 
Child  (iuidance  Clinics  in  the  Cnited  States, 
the  first  bein<r  that  of  Dr.  Dou*;las  Thom  iji 
Ho.ston.  At  this  time,  Auftust  Aichhorn,  a 
mo.st  intuitive  and  jrsychiatrically  oriented 

• Child  Psychiatrist,  Gov.  Bacon  Health  Center. 


educator,  director  of  a .school  for  boys  with 
delimpient  tendencies  in  Austria,  was  for  the 
first  time  aj)plyin<r  ])rinci|)le.s  of  Si<rmund 
Freud  to  treatment  of  the.se  di.sorders.  Dur- 
in«r  this  same  early  jieiiod  Anna  Freud  was 
befrinniiifr  her  brilliant  work  of  developinj; 
the  ])sychoanalysis  of  children.  In  these  three 
sprin<rs  and  ceitain  auxiliary  siirinjis  we  find 
the  source  of  psychiatric  treatment  of 
Children. 

Two  approaches  to  the  subject  should  be 
noted;  namely,  out-patient  treatment  and  in- 
patient treatment.  The  former  has  attained 
the  greater  prominence  both  in  the  litei'ature 
and  in  juactice.  In  this  country  especially, 
the  children's  psychiatric  clinics  and  the 
('hild  (iuidance  Clinics  have  evolved  into 
highly  integrated  treatment  teams.  Experi- 
ment in,  and  refinement  of  jiractice  of  play 
therapy,  jisychotherapy,  art  therapy,  j'roup 
therapy,  drama  therapy,  etc.,  have  been  tak- 
ing i>lace  and  have  been  duly  recorded,  abet- 
ted by  the  stimulus  of  the  American  Ortho- 
irsychiatric  Association. 

On  the  other  hand,  in-patient  treatment  has 
enjoyed  relatively  little  definitive  attention, 
and  there  have  been  only  sjioradic  imblications 
except  those  comin<>:  from  the  ()rtho<;enic 
School  of  Chicago.  The  purpose  of  the  [ires- 
ent  paiier  is  to  point  out  certain  special  as- 
liects  of  in-patient  irsychiatric  treatment  of 
children. 

One  need  not  look  far  to  find  rea.sons  for 
the  paucity  of  published  material  in  this  field  : 
the  insufficient  number  of  in-jiatient  treat- 
ment centers,  the  fact  that  the  fii^st  livin>r-in 
institutions  were  laifrely  oriented  to  the  care 
of  delimpients  (more  sjiecifically  their  removal 
from  society),  the  unfortunate  reluctance  of 
IKsychiatrists  to  work  in  these  institutions,  the 
addeil  duties  in  a residential  treatment  cen- 
ter allowino:  le.ss  time  for  research  and  writ- 
in>r,  and  the  fact  that  therajiists  in  the  first 
institutions  for  children  had  to  be*rin  with  the 
most  difficult  ca.ses  for  treatment  in  the  en- 
tire field,  namely  the  delin(|uents.  Now  that 
we  have  a few  more  residential  treatment  cen- 
ters the  need  to  differentiate  between  in-j>a- 
tient  and  out-patient  treatment  becomes  more 
ajipa  rent. 

Before  fioinfi  into  this  aspect  of  therapy  it 
would  be  well  if  we  had  some  uniform  idea 
of  what  we  are  treating.  Let  us  therefore 
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review  l)rietly  the  psycho-sexual-emotional 
development  of  a child  and  reasons  for  his 
becoming-  emotionally  maladjusted. 

The  main  .stem  of  the  development  of  the 
individual's  ])ersonality  is  the  develoi)ment  of 
relation.ship  with  the  i)arent  figures;  i.e.,  the 
l>a rents  or  those  who  take  their  i)lace.  The 
infant  fir.st  begins  to  experience  human  rela- 
tionships when  he  feels  the  emotional  warmth 
which  acconi{)anies  the  nutritive  and  sensual 
gratifications  he  receives  fi-om  his  mother's 
ministrations,  lie  learns  to  return  the  emo- 
tional warmth  and  thus  ])articipates  in  his 
first  human  relationship.  Within  a few 
months  the  mother  starts  to  train  him  to  be 
clean  and  non-destructive,  and  he  becomes 
faced  with  the  possibility  of  losing  the  moth- 
er's love  by  displeasing  her.  ('ontinuaiice  of 
the  mother's  love  pulls  him  through  the  vicissi- 
tudes of  this  trial,  and  the  foundation-inter- 
l)ersonal  relationship  is  cemented. 

He  then  becomes  aware  of  another  person 
close  to  him,  usually  the  father,  and  channels 
oi)en  up  for  interchange  of  warm  feelings 
with  the  second  person,  facilitated  by  the  first 
experience.  He  then  becomes  involved  in  the 
more  complicated  trials  of  trying  to  love  one 
l)areirt  to  the  exclusion  of  the  other,  of  identi- 
fying first  with  one  and  then  the  other.  If 
bi-i>arental  warmth  continues  luiabated,  he 
passes  these  trials  (known  as  “resolving  the 
Oede])al  Complex”)  and  is  able  to  love  two 
different  peoi)le  at  the  same  time  and  also  to 
})ermit  them  to  love  each  other  without  his 
being  jealous. 

He  now  has  a firm  foundation  for  inter- 
personal relationships.  He  then  enlarges  his 
experience  by  forming  relationships  with  other 
})ersons  in  his  environment  and  then  proceeds 
on  the  next  business  of  forming  relationships 
with  other  immature  ])ersons — playmates. 
These  do  not  return  his  love  so  consistantly 
and,  in  fact,  withdraw  their  love  and  ap- 
proval daily,  whenever  he  di.spleases  them. 
With  the  ego-.strength  he  has  built  in  early 
successful  relationships  with  his  i>arents,  and 
with  the  moral  sui)port  he  obtains  from  his 
mother,  whenever  he  runs  home  crying,  he 
pas.ses  these  trials  and  is  well  on  the  way  to 
what  we  call  a “well  adjusted  personality''. 

Conversely  the  maladjusted  child  is  one 
who  has  not  followed  a coiirse  api>roximating 


the  one  just  described.  He  has  not  been  able 
to  form  a gooil  relationship  with  one  or  both 
parents.  This  may  be  because:  (1)  It  is  not 
safe  to  relate  to  the  jjarent ; the  child's  over- 
tures to  the  parent  are  met  with  disappoint- 
ment or  rebuff;  (2)  The  i)aiental  reaction  is 
inconsistent,  the  attitude  changeable  and 
vacillating;  (3)  The  parent  is  lacking  in 
warmth,  is  perhai)s  a “cold  intellectual"  and 
has  never  ])rovided  the  stimulus  to  arouse 
feeling-tone  in  the  child. 

This  exposition  has  been  made  very  brief 
at  the  ri.sk  of  over-simplification  in  order  not 
to  digress  too  far  from  the  main  purpose  of 
the  ])aper.  We  return  now  to  the  considera- 
tion of  residential  treatment. 

The  fir.st  (iue.stion  that  arises  is:  what  are 
the  indications  for  admissions  to  a children's 
psychiatric  treatment  center?  As  we  know, 
for  ade(prate  psycho-sexual-emotional  develop- 
ment a child  needs  to  live  in  home,  in  the 
si>heres  of  influence  of  his  mother  and  his 
father.  Why  then  is  it  sometimes  nece.ssary 
to  remove  him  in  order  to  facilitate  this  very 
development  ? The  reasons  fall  chiefly  under 
three  headings. 

1.  Inahilitij  of  the  home  to  change  in  ac- 
cordance u'ith  the  child’s  need.  The  i)arent 
may  be  too  rigid  or  too  rejecting  to  change 
his  damaging  attitudes.  The  parent  may  be 
mentally  defective  or  ])sychotic.  Or  the  par- 
ent may  be  neurotic  and  from  time  to  time 
become  so  involved  in  his  or  her  own  personal 
])roblems  and  symi)toms  as  to  be  unable  to 
give  the  child  the  emotional  support  he  needs. 
In  this  case  it  is  advisable  for  the  child  to 
be  admitted  to  the  treatment  center  while 
the  ])arent  is  undergoing  ])sychiatric  treat- 
ment. 

2.  The  child’s  fear  of  warm  relationship. 
l.et  us  sup])ose  a child  has  always  lived  in  an 
environment  so  unaccepting,  that  his  evei'y 
contact  with  ])eople  has  met  with  rejection, 
even  unkindness.  Now,  if  the  child's  parents 
should  miraculously  reform,  or  (which  is 
much  more  plausible)  he  should  be  ])laced  in 
a good  foster  home,  he  is  unpre])ared  for  the 
parent-child  relationshi]rs  in  which  he  will  be 
expected  to  participate.  He  has  never  learned 
to  relate  to  parents,  and  when  the  new  par- 
ents offer  affection  he  meets  it  with  panic  or 
fiight  or  withdrawal.  Or  ])erhaps  he  acts  out 
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liis  anxiety  with  hostility  which  is  the  only 
means  ol'  expression  he  has  learned  from  his 
previous  parent-fijiures.  Kven  the  best  foster 
parents  may  he  unable  to  endure  these  symp- 
toms in  a ehild,  and  heeome  too  anxious  about 
their  own  api>arent  failure.  ('onse(|uently,  it 
is  neeessary  for  the  ehild  to  be  plaeed  for  a 
time  in  an  envii-onment  such  as  a residential 
ti'eatment  center,  where  he  can  slowly  and 
experimentally  form  intei'-personal  relation- 
ships in  a dilute  foi'm  ; where  the  i)ersonnel 
are  trained  to  wait  until  the  child  can  accei)t 
affection  and  can  offer  warmth  of  feeliii"  with- 
out expectin<>'  it  in  return.  The  child  may  start 
to  relate  to  i)eople  by  tryin<j  out  some  mem- 
ber of  the  })ersonnel  with  whom  he  has  only 
brief  contacts  before  he  can  accept  the  house 
])arent  with  whom  he  s])ends  the  most  time. 

3.  The  child's  sympiams  may  he  such  as 
to  cause  the  community  to  reject  him.  This 
is  especially  the  ca.se  with  anti-social  symp- 
toms such  as  stealin<r  and  fi re-sett in<j.  What- 
ever the  reason  for  community  rejection,  out- 
patient  treatment  is  apt  to  be  unsuccessful. 
It  is  manifestly  impossible  for  a child  to  main- 
tain any  effects  of  therapeutic  interviews  if 
the  interveniii'i'  time  is  spent  bein^  ordered 
to  leave  by  unfriendly  ])roi)erty-owners  bein<; 
chased  by  children  not  allowed  to  play  with 
him,  and  bein^  continually  di-ajjfted  into  the 
I)olice  .station  for  offenses  which  he  did  or  did 
not  commit.  It  is  to  be  hoped  that  this  cate- 
gory of  admissions  to  institutions  will  .steadily 
diminish  as  the  efforts  of  the  i\lental  Hygiene 
Movement  increase  public  understanding  of 
these  i)roblems.  However,  the  public  will 
probably  always  have  some  fear  of  the  dis- 
social act,  and  rightly  so,  in  our  j)resent 
civilization. 

The  next  <|uestion  that  ari.ses  is:  What 

does  residential  treatment  have  to  offer  that 
out-patient  treatment  does  not?  Both  in- and 
out-patient  centers  offer  individual  therapy 
and  group  thera])y.  In  addition,  the  in-pa- 
tient center  has  the  added  advantage  of  en- 
vii'onmental  or  ^lilien  Thera])y.  As  has  been 
j)ointed  out  by  Bettelheim  “certain  children 
cannot  be  treated  successfully  if  they  con- 
tinue to  live  with  their  panmts.  Psycho- 
therapy obviously  cannot  lead  to  any  real 
growth  if  the  child  cannot  safely  ap|)ly  the 


immediate  or  final  results  of  the  therapeutic 
experience  to  his  day  to  day  life  at  home." 

Hnvironmental,  i.e.  treatment  by  the  total 
environment  tries  to  offer  the  place  where 
therapeutic  results  may  be  applied.  Environ- 
mental Therai)y  has  three  aspects: 

1.  The  effect  of  the  place  itself.  This  is 
significant  though  of  less  imi)ortance  than  the 
other  two  aspects.  “The  place  itself”  offers 
freedom  from  external  ])ressure.  The  child 
does  not  have  to  be  hungry  or  forage  for 
food.  The  police  will  not  arrest  him  here. 
There  is  plenty  of  room  to  play  without  tres- 
l)assing.  The  school  is  ungraded  and  there 
is  no  shame  of  not  being  ])romoted.  There 
is  a general  air  of  acce])tance  pervading  the 
])lace. 

2.  The  effect  of  the  adults.  ■ As  has  already 
been  pointed  out  the  adults  offer  opimrtunity 
to  form  personal  relationships  at  the  rate 
which  the  child  is  able  to  utilize.  In  their 
supervisory  ca])acity  they  offer  j)rotection 
from  e.xcessively  aggi’essive  children,  and  ego 
su])port  to  the  .shy. 

The  child  uses  whichever  member  of  the 
])ersonnel  he  can,  though  the  set-uj)  is  such 
that  the  house  j)arent  is  usually  the  key 
figure.  The  house  i)arent  is  the  substi- 
tute ])arent  or  as  much  of  one  as  the  child 
can  use.  He  or  she  offers:  1.  warmth, 

necessary  for  the  child's  emotional  growth. 
2.  Dependability,  to  ])rovide  for  the  child's 
dei)endant  needs.  3.  A model  for  su])cr-ego 
development. 

3.  The  effect  of  the  children  on  each  other. 
This  is  similar  to  the  normal  ])rocesses  which 
take  place  sjjontaneously  in  the  .social  growth 
as  children  ])lay  together  anywhere.  Normal- 
ly, the  child  who  tends  to  be  too  aggre.ssive 
will  find  himself  i)unished  by  other  children 
either  physically  or  by  di.sapproval  and  refus- 
al to  play.  He  then  learns  to  conform  in 
order  to  be  accepted.  The  weaker  learn  to 
join  their  strengths  together  and  so  limit  the 
aggressive  ones. 

Some  children  have  not  gone  through  the 
earliest  phases  of  developing  i)ersonal  rela- 
tionshi|)s  as  described  above.  These  children 
are  unable  to  lea  in  from  other  children  when 
left  to  their  own  devices  outside  of  the  in- 
stitution. Here,  however,  there  are  under- 
standing peisons  to  facilitate  the  jirocess  by 
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stei)])ino-  in  when  agoression  goes  too  far  and 
by  assisting  the  weak  and  timid.  There  are 
some  children  wlio  reiiinre  merely  removal 
from  an  abnormal  environment  inhibiting 
their  emotional  growth,  in  order  to  proceed  to 
develop  in  the  treatment  center  milieu.  Others 
re(iuire  a i)ieparatoxy  stage  in  group  therapy, 
while  still  others  require  individual  thera])y 
in  order  to  remove  the  emotional  blocks  pre- 
venting their  growth  in  personal  relationships. 

Summary 

I have  attemj)ted  to  give  here  some  special 
as])ects  of  in-patient  psychiatric  treatment  of 
children,  including  criteria  for  admission  to 
a lesidential  treatment  center  and  discussion 
of  the  elements  of  environmental  therapy. 


PSYCHOSIS  FOLLOWING  INGESTION 
OF  METHYL  ALCOHOL 

C.  Lawrence  R.  Soi'der,  51.  1).,* 
Farnhurst,  Del. 

A brief  resume  of  the  history  of  a 48-year- 
old  negro,  who  was  admitted  to  the  Delaware 
State  Hospital  for  the  fir.st  time  on  July  27, 
1951,  reveals  no  previous  psychosis. 

He  completed  9 grades  of  schooling.  He 
is  the  father  of  4 children.  His  wife  died  in 
1947.  Following  the  death  of  his  wife  he 
drank  alcohol  regularly.  He  had  been  living 
in  common  laM'  relationshij)  with  a woman 
prior  to  his  hospitalization.  His  employment 
record  was  satisfactory  in  jobs  ranging  from 
farm  laborer  to  construction  work  and  more 
recently  he  worked  for  a poultry  concern. 

In  the  s})ring  of  1951  he  went  to  a general 
hos])ital  for  what  he  stated  were  feelings  of 
latigue  which  jxatient  thought  were  from  over- 
work. Actually  his  admission  there  in  April, 
1951  followed  intoxication  with  methyl  alco- 
hol and  during  the  time  that  he  was  in  the 
general  hospital  he  had  marked  acidosis  and 
azotemia,  both  of  which  eventually  cleared  ix]). 
In  cases  of  methyl  alcohol  poisoxxing  there  is 
xx.sxxally  a pronoxxnced  acidosis.  The  serioxxs 
effects  of  its  ])oisoning,  xxot  seen  after  ethyl 
alcohol,  are  of  two  khxds,  viz.,  atrophy  of  the 
optic  xierve  with  permanent  bliixdxiess  and 
depressioix  of  cax'diac  aixd  volixixtary  muscle, 
sometimes  resultiixg  in  death.  The  latter  may 
follow  symptoms  of  profoxxxxd  collapse.  The 

• Assistant  Physician,  Delaware  State  Hospital. 


maixx  residuum  in  this  patient  was  bilateral 
optic  ati'ophy  and  total  blindness. 

Psychotic  symptoms  followed  his  dischax’ge 
from  the  genex-al  hosiiital  and  wex’e  xxoted  ixx 
the  follow-up  ti-eatment  in  the  out-])atient  de- 
pax-tment  of  the  genex-al  hospital.  As  bx-ought 
out  by  some  authox’s,  metliyl  alcohol  seems 
to  have  an  affinity  for  the  central  nervoxxs 
sy.stem,  optic  nerve,  x-espiratoi-y  center  and 
vagus  xierve.  The  clinical  jiictux-e  is  often 
thus  one  of  accumulating  injury  to  the  nerv- 
ous system. 

This  jiatient  became  acutely  jisychotic  and 
believed  that  iieople  wex'e  coming  in  and 
threatening  to  kill  him,  to  cut  his  throat,  etc. 
He  was  admitted  to  the  Delaware  State  Hos- 
pital by  regular  commitment  jiapers  on 
7 27/51.  It  was  patient's  impression  that  he 
had  lost  his  vision  suddenly  one  night.  Fears 
originating  fi-om  his  blindness  caused  mount- 
ing tension,  .sus])icioxx  and  anxiety. 

Physical  examination  showed  him  to  be  G 
feet,  4 inches  ixx  height,  and  weight  150 
pounds.  He  was  of  good  nutx-ition  and  muscu- 
lar development.  The  blood  and  spinal  fluid 
examinations  were  negative  as  were  the  rest 
of  the  labox-atory  te.sts.  X-i'ay  examinations 
were  negative. 

An  eye  consultation  on  10/1/51  revealed 
the  followiixg  fiixdiixgs:  OF  pxxi>ils  fixed,  di- 

lated. Fxxxnli,  ixxedia  clear.  Coxnplete  pri- 
mary atrojxhy  both  discs.  Arteries  ixarrow 
with  perivascxxlar  sheathiixg. 

He  x-emained  well  orieixted  for  tixxie,  place 
and  ]>ex'soxx  axid  his  verbal  facility  remaiixed 
xiniixipaix-ed.  In  fact,  he  fx-ecjxxeixtly  gave  the 
impressioxx  of  havixxg  develojxed  some  coixxpexx- 
satory  meehaxxlsixx  of  axx  actixal  iixcx-ease  in  his 
vex'bal  facility  with  evexx,  at  tiixxes,  some  ixxild 
px-essixx'e  of  si)eech. 

A chax-actei'istic  symptom  Mhich  iixcreased 
in  iixtensity  was  his  fear  of  beiixg  pxxrsxxed, 
particixlarly  by  ixxen  who  he  believed  waxxted 
to  harm  him.  He  also  mistrxx.sted  the  fidelity 
of  his  comixxoxx  law  wife.  He  was  friendly 
and  always  ready  to  speak  freely  aboixt  his 
coxxditioxx. 

Having  suddexxly  beexx  x-endex'ed  iixcai)able 
of  carixig  for  himself  as  he  had  beexx  doixxg, 
the  shock  was  sevei'e  and  also  created  axx 
xxnderlyiixg  fear  that  peo])le  woxxld  take  ad- 
vantage of  Ixiixx  becaxx.se  of  his  blindxxe.ss. 
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III*  lias  shown  interest  in  any  possibility 
of  roitainiiiii:  his  (*\(*siyht  by  op(“ration  if  this 
would  he  possible.  I)epn*ssive  feelings,  al- 
thon^;h  never  entirely  absent,  wei*e  not 
inaiked. 

Ill*  iniiH-oved  to  the  extent  of  <iainin^  bet- 
ter control  of  himself  after  his  fears  and  de- 
lusions left  him,  so  that  he  was  able  to  leave 
the  hos])ifal  on  trial  visit  after  hospitalization 
of  months.  He  did  satisfactorily  at 

home,  with  the  a.ssistanee  first  of  the  Dela- 
wan*  State  I fi'jiartment  of  Pnblie  Welfare  and 
latei*  of  the  Blinil  ( 'ommi.ssion,  until  4/10/02, 
when  it  ajtain  became  necessary  to  have  him 
return  to  this  hospital. 

This  time  he  was  broiiiiht  in  at  ni»ht  and 
was  vividly  delusional  and  liallueinated.  lie 
spoke  ineoheri'iitly  and  a])peared  to  b(*  re- 
sponding- to  both  auditory  and  visual  hallu- 
cinations. There  was  ji.syehomotor  excitement 
with  profuse  ])erspiiation  and  coarse  tremors 
thi’ouiihout  his  body  and  extremities.  .Sample 
verbatim;  “Did  they  say  who  it  was?  Oh 
no,  that's  balony,  that's  balony.  Here's  what 
1 shouhl  do.  I should  take  that  now. “ 

Accidentally  aroused  stimuli,  such  as  hear- 
inji'  the  iiersonnel  or  jiatients  talk,  caused  ])a- 
tient  to  make  remarks  which  were  thought 
associations  that  were  brought  out  by  the.se 
stimuli. 

lie  received  100  mgm.  of  thiamine  hydro- 
chloi'ide  by  intramuscular  in.iection  daily  for 
d days  after  his  first  admission.  .Sodium 
amytal,  grs.  Ill,  orally,  produced  satisfactory 
sedation  and  was  given  daily  for  a few  days, 
lie  also  received  2 vitamin  H complex  tab- 
lets b.i.d.  for  1 week.  ( )ccui)ational  therapy, 
in  addition  to  psychiatric  interviews,  ]>roved 
helpfnl  and  he  found  diversion  in  attending 
with  groups  some  ball  games  on  the  hos])ital 
gronnds.  lie  is  at  present  permitted  to  walk 
on  the  hos])ital  grounds  with  the  ])roperly 
responsible  |)ersonnel. 

11  is  improvement  has  persistetl,  his  sensor- 
ium  is  clear  and  he  is  at  this  time  spontaneous 
and  flee  of  delusions  and  hallucinations. 

In  summaiy,  this  case  demonstrated  a ji.sy- 
chosis  and  total  blindness  following  the  in- 
gestion of  methyl  ;dcohol.  Thu  psychosis  de- 
scribed was  that  of  a paranoid  state.  There 
was  no  intellectual  deterioration  noted. 

He  responded  well  to  treatment  and  left 


tin*  hospital  on  ti-ial  visit. 

He  was  leadmitted  to  this  hospital  when 
acute  psychotic  .symiitoms  developed  in  April, 
li).*)2.  His  iire.sent  condition  is  favorable. 
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A CASE  OF  ANAL  CHARACTER 
FORMATION 

Roy  !■:.  Reed,  M.  D.,* 

Delaware  City,  Del. 

The  prevalence  of  anal  character  formation 
in  modern  times,  and  the  “drive  to  become 
wealthy"  present  a particularly  good  field  for 
the  invi'stigation  of  the  relation  between  so- 
cial influence  and  instinctual  .structure.  This 
relation  has  many  subtle  ramifications.  The 
insight  that  money  unconsciously  is  equated 
with  feces  has  sometimes  been  misapprehended 
to  mean  that  the  institution  of  money  was 
created  for  the  purpo.se  of  .satisfying  anal- 
erotic  instincts.  Ifut  money  fulfills  a very 
rational  pur])ose  and  the  actual  function  of 
money,  rather,  influences  the  development  of 
anal  erotism.  Instinctual  ideas  of  retention 
become  connected  with  money  matters  or  de- 
veloj)  into  a desire  to  attain  wealth  only  under 
the  influence  of  specific  .social  conditions. 
However,  social  conditions  also  determine  the 
importance  and  relative  intensity  of  in- 
stinctual ideas  of  retention.  Social  institu- 
tions influence  the  instinctual  .structure  of 
the  jieople  living  under  them  through  tempta- 
tions and  frustrations,  through  shaping  de- 
sires and  antiiiathies.  It  is  not  a matter  of 
the  instincts  being  biologically  determined, 
whereas  the  objects  of  the  in.stincts  were  so- 
cially conditioned;  it  is  rather  that  the  in- 
stinctual structure  it.self,  jiarticularly  the  rela- 
tive distribution  of  libido  between  geiiitality 
and  pre-genitality  depends  upon  .social  fac- 
toi-s.  The  individual  structures  created  by 
institutions  helj)  con.serve  these  in.stitutioiis. 

The  correlation  of  certain  traits  of  char- 
acter with  definite  eroticisms  was  the  first  dis- 
covery of  psychoanalytical  characterology  and 
its  most  widely  studied  ])henomenon.  Accord- 
ing to  p.sychoanalytical  theory,  anal  instincts, 

• Formerly  Acting  Medical  Director,  Gov.  Bacon  Health 
Center.  . 
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under  the  influence  of  social  conflicts  around 
trainino'  for  cleanliness,  change  their  aim  or 
object,  thus  becoming  incorporated  into  the 
ego.  Anal  character  traits  have  develo])ed  in 
place  of  anal  erotic  instincts. 

The  following  is  an  illu.strative  case:  T.  K. 
entered  the  (iovernor  Bacon  Health  Center 
on  August  13,  1951  with  the  complaint  of 
involuntary  diurnal  soiling  and  nocturnal 
enuresis.  The  mother,  who  brought  the  boy, 
de.scribed  his  .soiling  problem  readily.  She 
said  that  about  three  years  ago,  when  he  was 
seven  or  eight  years  old,  he  rather  suddenly 
started  to  soil  himself  freipiently.  He  not 
only  soiled  himself  involuntarily,  but  he 
seemed  to  be  unaware  that  he  had  done  so, 
even  when  she  called  it  to  his  attention.  The 
mother  had  tried  various  forms  of  punishment 
such  as  switching,  keeping  him  indoors  from 
jilay  for  several  hours  and  making  him  wash 
his  own  clothes.  She  does  compel  him  to  wash 
his  things,  but  the  mother  has  given  up  the 
switching  upon  the  recommendation  of  the 
doctor  who  pointed  out  that  it  was  not  help- 
ing. At  first  the  mother  thought  that  the 
soiling  was  just  a bad  habit  that  would  clear 
u]),  but  it  has  since  grown  wor.se  to  the  point 
where  she  is  unable  to  take  him  anywhere  in 
society  because  he  will  invariably  soil  him- 
self and  offend  others. 

The  mother  told  that  bowel  training  had 
originally  been  accomplisbed  rather  easily  at 
what  she  considered  a fairly  late  age.  Then 
(“He  was  about  a year  old — all  of  a year 
old,  because  I had  trouble  with  him  telling 
me  when  he  wanted  the  ])otty. She  spanked 
him  and  told  him  he  was  too  old  to  soil  and 
in  this  way  he  was  soon  trained.  After  the 
mother  went  out  to  work  she  thinks  the  train- 
ing he  received  was  incon.sistently  applied  at 
home  for  that  reason.  However,  it  was  not 
until  the  boy  was  seven  years  of  age  that  the 
soiling  reappeared.  He  apparently  did  not 
.soil  in  school,  as  far  as  the  mother  knew,  be- 
cause the  teacher  had  never  comiilained  to 
her.  The  mother  could  remember  no  illness 
or  other  upsetting  incident  concurrent  with 
or  prior  to  the  a])pearance  of  the  symptoms. 
Soiling  was  never  a problem  with  the  other 
children,  but  otherwise  all  three  wet  their 
beds  rather  freiiuently  and  had  done  this  all 
along,  too.  T.  sometimes  goes  a whole  week 


without  wetting.  His  mother  .says  it  has  been 
easy  to  make  him  .stop  this;  she  says  she  will 
whij)  him  if  he  wets,  and  so  he  doe.sn't. 

On  his  admission  T.  appeared  to  be  a nice 
looking  coloreil  boy;  he  was  very  jiolite,  con- 
forming, neat  and  clean,  (piiet  and  respect- 
ful. When  asked  if  he  knows  why  he  came, 
he  .says  dutifully:  “Yes  Maam.  About  my 

bowels.’'  He  is  conscientious,  although  reti- 
cent in  telling  of  his  troubles,  stating  that  he 
moves  his  bowels  without  meaning  to,  and 
when  he  goes  to  some  one  else’s  house  he 
doesn't  have  that  trouble.  He  showed  no 
difficulty  in  separating  from  his  mother  and 
expressed  no  feeling  concerning  having  to 
live  away  from  her.  He  is  reluctant  to  speak 
of  his  father.  On  the  whole  he  gave  the  im- 
])ression  of  being  an  overly  trained  boy  with 
little  or  no  warm  feeling  for  his  mother  and 
repressed  hostility  for  both  parents. 

For  about  two  weeks  following  T.’s  admis- 
sion he  was  able  to  keep  him.self  clean  and 
no  evidence  of  .soiling  could  be  found.  How- 
ever, a relapse  took  place  thereafter  and  there 
were  many  evidences  that  T.  was  soiling  both 
his  day  and  night  clothes  and  making  .some 
half-hearted  efforts  to  kee])  this  knowledge 
from  the  house  parents.  His  soiled  clothing 
always  seemed  to  get  found  quickly,  however. 
He  was  examined  carefully  by  tbe  neurologist 
who  found  he  had  normal  tactile  pain  and 
temperature  sensation  in  the  entire  lumbo- 
sacral radiation.  The  external  anal  siihincter 
also  had  good  tone.  There  appeared  to  be 
no  si)inal  cord  lesion  to  account  for  the  soil- 
ing. .So  far  as  his  co})ro])hilia  goes,  such  has 
been  T.  ’s  course  during  his  residence  here 
over  the  past  11  months.  During  the  last  sev- 
eral months  of  his  .stay  here  he  soiled  less 
frecpiently  and  became  more  circumspect  in 
hiding  his  .soiled  clothing  so  that  his  deficiency 
was  not  evident  to  his  colleagues,  and  general- 
ly was  detected  only  by  the  house  jiarent  who 
found  his  soiled  clothing  concealed  in  out 
of  the  way  corners. 

T.  was  always  able  to  talk  s])ontaneously 
but  it  was  obvious  that  he  took  command  of 
the  conversation  immediately,  so  as  to  be  able 
to  control  it  and  guide  it  away  from  what 
were  to  him  dangerous  areas.  The  same 
phenomenon  was  noted  in  his  therapeutic  play 
activity.  He  was  adamant  in  holding  him- 
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s(>lt'  ;il(K)t'  fioin  such  I'ccal-likc  substances  as 
in()(i(>liii»:  clay  and  imid  ami  fiufici-  i)aints 
which  were  ofTcred  to  him.  lie  i-e(|uired  that 
the  thera|)ist  walkiii”'  with  him  and  sought 
thereby  to  coiiti'ol  both  i)hysieal  and  V(*rbal 
daiiuei's  iidieient  in  his  t-n'atment  proce.ss. 
-Much  of  Ids  talk  coneerned  money  and  money 
mattei's,  tin*  earninj^  of  money  and  spendiiifi' 
it  for  material  things.  T.  seemed  obses.sed 
with  the  nece.ssity  to  |)os.se.ss  objects.  The 
de])letion  of  material  comfort  in  his  own  pov- 
erty stricken  home  was  a sonice  of  distress 
to  him  foi'  whieh  he  compen.sated  by  a fan- 
ta.sy  involving  the  ])o.sse.ssion  of  gifts  and 
other  matei-ial  things  in  great  abundance. 
The  generosity  and  light  heartedness  mention- 
ed by  his  mother  were  not  so  much  in  evi- 
dence heie.  In  structured  aetivities  and  rou- 
tine tasks  he  got  along  fairly  well  with  his 
household  colleagues,  but  even  in  these  ac- 
tivities often  became  sullen,  stnbboin  and  nn- 
.sociable.  lie  would  break  the  rules  of  the 
game  and  impede  the  progress  of  play  with 
subtle  underhanded  methods.  Although  seld- 
om engaging  in  the  rough  and  tumble  of 
spontaneous  i)lay,  or  in  the  expected  fighting 
among  boys  of  his  age,  he  succeeded  in  vent- 
ing his  hostility  on  his  colleagues  by  false 
reports,  invidious  comparisons  and  insinuat- 
ing accusation. 


COMMENTS  ON  THE  PROGNOSIS  IN 
GERIATRIC  PSYCHIATRY 

A.  H.  SCIIKFLKN,  M.  I).,* 

Farnhurst,  Del. 

After  about  the  sixth  decade  senility  and 
artei'iosclerosis  may  lead  to  brain  lesions  as- 
sociated with  psychoses  of  the  “organic" 
type  (1)(2).  The.se  lesions  are  irreversible. 
Some  i)hysicians  have  concluded  that  the 
clinical  course  of  the  associated  psychosis 
must  be  relentlessly  progressive  and  the  i)rog- 
nosis  ho|)eless.  In  addition  this  outlook  has 
been  extended  to  any  mental  illness  in  the 
elderly  |)ati(mt.  Such  pe.ssimism  is  often 
unwarranted.  It  may  embarass  the  i)hysician, 
|)ain  the  patient  and  his  family,  discourage 
therapy,  and  stunt  the  growth  of  preventa- 
tive geriatric  psychiatry.  The  inereasing  pro- 
portion of  elderly  j)eople  give  this  issue  con- 
siderable importance.  The  histoi  ies  to  be  pK>- 

• A former  member  of  the  medical  staff  of  the  Delaware 
State  Hospital. 


seiited  illustrate  some  pertinent  considera- 
tions. 

In  the  first  patient  the  clinical  picture  was 
that  of  an  agitated  depression  without  evi- 
dence of  organic  jisychosis  and  the  patient 
ies|)onded  to  electroconvulsive  therapy  de- 
sjiite  the  fact  that  she  was  7S  years  of  age 
and  hail  diabetes,  hypertension  and  artm'io- 
.sclerosis. 

Case  1.  The  jiatient  was  born  in  Russia 
ill  1S74  in  a strict,  religious  family.  Her 
first  marriage  ended  in  divoree  when  she  could 
not  leave  her  family  and  live  with  her  hus- 
band. The  second  maniage  was  described  as 
unhapiiy.  She  had  life  long  neurotic  traits 
including  much  conflict  about  expressing  hos- 
tility and  about  dependency,  jealousy,  hypo- 
chondiiasis,  and  obsessions.  The  symptoms 
were  aggravated  by  the  death  of  her  husband 
in  l!)d()  and  again  in  194')  after  cataract  ex- 
traction. Since  19110  she  had  recurrent  de- 
jiressions.  In  November  19.')1  she  made  sev- 
eral suicidal  attempts. 

On  admission  to  a p.sychiatric  hospital  she 
was  deeply  depressed  with  motor  retardation 
and  underproductivity  of  sjieech.  She  was 
agitated  ami  preoccuiiied  with  morbid  rumin- 
ations and  somatic  delusions.  There  was  no 
evidence  of  memory  loss,  confusion,  disorien- 
tation or  intellectual  deterioration.  She  had 
.several  .self-inflicted  lacerations  on  the  neck 
and  wrists. 

The  clinical  pictuie  resembletl  that  seen  in 
the  involutional  period.  Physical  examina- 
tion showed  a blood  ])ressure  of  23S/100  with 
cardiac  enlargement.  The  FK(i  revealed 
myocardial  damage  ami  a first  degree  heart 
block.  She  had  moderate  peripheral  ami 
retinal  arteriosclerosis,  diabetes,  a mature 
cataract,  and  senile  changes  of  the  skiji.  The 
depression  was  so  severe  that  suicide  and  self- 
starvation  well*  a grave  danger.  She,  there- 
fore, received  five  electroconvulsive  treat- 
ments. The  depre.ssion  (piickly  (li.sapi)eared. 
In  the  next  six  weeks  there  was  gradual  im- 
l)i()vement  in  her  demanding,  dependent,  and 
hypochondriacal  symptoms.  No  .symptoms  of 
organic  cerebral  damage  ap|>eared  at  any 
time.  The  daughter  reports  a much  imi)roved 
adjustment  at  home. 

The  s(‘co!id  patient  had  advanced  presbyo- 
phrenia of  ten  years  duration  but  after  ad- 
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mission  she  had  a surprisingly  good  si)ontau- 
eous  remission. 

Case  2.  The  patient  allegedly  led  a happy, 
active,  out-going  life  without  psychiatric 
symi)toms  until  the  age  of  (13.  At  that  time 
she  was  suppo.sed  to  have  been  ex])Osed  to 
some  sort  of  fumes  whicli  led  to  her  ]).sychotic 
symptoms.  This  episode  appears  to  be  a de- 
lusion or  a rationalization  shared  by  the  pa- 
tient and  her  husband.  She  began  to  isolate 
herself  at  home  to  avoid  the  odor  of  other 
women 's  perfume.  She  misidentified  others 
and  for  six  years  believed  that  her  husband 
was  her  brother.  She  had  episodes  of  un- 
consciousness ])resumably  due  to  cerebral 
anoxia.  She  was  overactive  at  night  and 
often  reciuired  forcible  restraint  by  the  hus- 
band. She  became  increasingly  erratic,  con- 
fused, deluded,  incoherent,  and  forgetful. 
Her  husband  a very  dependent  and  guilt-lad- 
ened  man  resisted  hos])italization  until  April 
1952. 

On  admission  she  was  agitated,  overactive, 
])aranoid  and  combative.  She  was  completely 
disoriented,  very  confused,  and  markedly  de- 
fective in  memory.  She  perseverated  and  con- 
fabulated. She  was  a most  difficult  i)roblem 
in  ward  management  constantly  trying  to 
break  windows,  batter  down  the  doors,  attack 
others  and  injure  herself.  A few  days  later 
she  became  more  amiable  and  she  constantly 
sought  attention  and  engaged  in  childish, 
l)ointle.ss  activity.  Physical  examination 
showed  peripheral  and  retinal  arterio.sclero- 
sis,  a blood  pressure  of  200  104  with  moderate 
cardiac  enlargement,  and  .senile  changes  of 
.skin,  hair,  and  eyes.  She  was  very  deaf. 
Lumbar  puncture,  X-Rays  of  skull  and  chest, 
and  laboratory  studies  including  blood  urea 
nitrogen  and  blood  sugar  were  negative.  The 
tentative  diagnosis  was,  “Senile  P.sychosis, 
Presbyophrenic  Ty])e".  The  prognosis 
seemed  very  poor.  Gradually  she  became 
(luiet  and  composed  and  sensorium  became 
clear.  Three  weeks  after  admission  the  only 
sym]Roms  were  defects  in  memory  which  were 
not  marked.  She  received  no  specific  therapy. 
The  improved  state  has  lasted  thus  far  for 
two  months. 

51any  psychoses  with  cerebral  arteriosclero- 
sis enjoy  long  remissions.  In  some  patients 
symptomatology  may  vary  week  to  week  from 


])rofound  confusion  and  disorientation  to 
com])lete  lucidity.  Two  points  are  noteworthy 
in  explanation;  (1)  cerebral  circulation,  de- 
creased in  psychoses  of  senility  (3),  may  vary 
with  changes  in  vasomotor  tone,  cardiac  out- 
put, oxygen  carrying  capacity  and  other  fac- 
tors; and  (2)  ])sychological  factors,  discussed 
by  Rothschild  (4),  are  important  even  in 
typical  “organic'’  ca.ses.  In  yet  unpublished 
.studies  we  could  not  demonstrate  correlation 
between  the  .severity  of  neuropathologic 
changes  and  intellectual  deterioration. 

The  third  ])atient  had  an  operable  brain 
tumor.  The  ])rognosis  .seemed  hopeless  and 
she  was  not  treated  because  of  a mistaken 
diagnosis  of  senile  psychosis. 

Case  3.  A 73  year  old  woman  was  ad- 
mitted to  another  hospital  in  1947  with  a 
history  of  forgetfulness,  confusion,  inappro- 
priate behavior,  visual  lo.ss  and  headache  for 
two  years.  On  admission  she  was  imperfect- 
ly oriented  and  mildly  eu})horic  with  mem- 
ory defects  and  delusions.  She  .showed  inap- 
proi>riate  levity  and  wisecracking.  Physical 
examination  showed  generalized  arteriosclero- 
sis and  senility.  Careful  neurological  exam- 
ination, retinoscoi)y,  and  lumbar  puncture 
were  apparently  not  done.  In  the  subse(iuent 
three  years  she  became  ])rogressively  dis- 
oriented, out  of  contact,  incoherent,  incontin- 
ent, and  debilitated.  Bilateral  ]>yramidal 
tract  signs  were  attributed  to  arteriosclerotic 
softenings.  The  diagnosis  was,  ‘ ‘ Senile  Psy- 
chosis, Simijle  Type”.  Airtop.sy  revealed  in- 
creased intracranial  i>ressure  and  a large 
meningeoma  of  the  right  olefactory  groove. 

The  foirrth  patient,  evidencing  the  clinical 
picture  of  a mixed  .senile  and  arteriosclerotic 
psychosis,  was  found  to  have  a profound 
anemia  secondary  to  carcinoma  of  the  cecum. 
Surgical  and  medical  treatment  of  this  lesion 
was  followed  by  remission  of  the  p.sychosis. 

Case  4.  A 76  year  old  widow  lived  in 
.social  isolation.  For  several  years  she  had 
been  known  to  be  srrspicious  of  others  and 
forgetful.  On  one  of  her  daughter's  occasion- 
al visits  she  found  the  patient  disoriented, 
confused,  deluded,  incontinent  and  very  un- 
dernourished. On  admission  to  a mental  hos- 
l)ital  she  was  disoriented,  confused,  agitated, 
deluded,  and  very  weak  with  emaciation  and 
dehydration.  Physical  examination  also  show- 
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(‘(1  senility,  aiterioselerosis.  an  old  hemipare- 
sis,  and  marked  anemia.  The  red  blood  eount 
\vas  2,S0(),()()n  and  the  hemo<>:lol)in  about  40 
per  eent.  Observation  revealed  melena.  A 
mass  in  the  ri"bt  lower  ((Uadrant  ])roved  at 
opei'ation  to  be  a ])apillary  eareinoma  of  the 
eeeiim.  The  uleerated  mass  was  removed. 
Tlie  anenda  res|)onded  to  medieal  treatment 
and  her  general  eondition  beeame  <rood.  The 
psyebiatrie  symi)tomatolo‘>y  eoneommittently 
disappeared  exeept  for  defeets  in  reeent  mem- 
oi-y  aiid  .syneoi)al  attacks  and  she  was  dis- 
ehaig:ed  in  the  custody  of  her  dau<rbtei-. 

Similar  afrfri  a vat  ions  of  artei’io.sclerotic  and 
senile  i)syebosis  with  anemia,  auricular  fibril- 
lation. coiifiestive  heart  failure  or  other  so- 
matic illnesses  have  responded  in  my  ex])er- 
ience  to  medical  ti'catment.  It  api)eai-s  that 
cerebral  anoxia,  alieady  present  in  these  ajied 
patients,  can  become  critical  when  other  con- 
ditions decrease  circulatory  efficiency. 

Before  handiiifi  clown  a hoi)eless  profinosis 
or  electinfT  custodial  care  in  the  ajred  psy- 
chotic j)atient  it  seems  wise  to:  (1)  look  for 

and  mamiffe  ])hycholo<tical  factors  as  at  any 
other  a<re ; (2)  be  certain  of  dia<;nosis,  and 
(3)  I'eco.miize  and  treat  any  associated  condi- 
tions especially  those  i>rone  to  produce  cir- 
culatory im])airment.  Even  when  no  such 
factors  are  demonstrable  and  the  mental  status 
indicates  severe*  cerebral  damai>e,  unexpected 
improvements  may  occur. 
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AN  ALCOHOLIC  AND  AMNESIC 
PATIENT  TREATED  WITH  CARBON 
DIOXIDE 
A Case  Report 

Kiciiahi)  11.  Pinu.ii’.s,  .M.  1).,* 
Wilmington,  Del. 

.Mr.  ().,  a 3()-year-old  white  married  master 
elect rieian  was  admitted  to  the  iisychiatrie 
service  of  the  Veterans  Administration  llos- 
jiital  on  .May  5,  1951.  llis  symptoms  were 
“black  out  spells"  associated  with  alcoholism 

• Neuro-psychiatrist.V.  A.  Hospital,  Wilmington.  Del. 


lue.sent  for  tin*  past  ei«rht  years.  He  hail  not 
been  “what  you’d  say  a heavy  drinker”  until 
he  returned  from  overseas  in  1944,  at  which 
time  he  started  tlrinkin*;  a <rreat  ileal.  He 
wanted  to  stop  and  couldn’t,  thoufih  he  tried 
frei|uently.  Without  alcohol  he  became  ex- 
tremely nervous  and  shaky;  “whiskey  was 
the  only  thinfr  that  would  help  it."  He  con- 
sumed in  addition  to  beer  and  mixed  drinks, 
frequently  as  much  as  two  fifths  of  whiskey 
a day. 

In  1945,  shortly  before  dischar<re  from  the 
service  he  had  come  home  on  furloufih.  He 
remembered  sittin<i  in  the  liviiifi  room  at 
home.  Then,  the  first  thiiifj  he  knew  he  found 
himself  walking  up  and  down  in  the  hall  out- 
side. He  did  not  know  where  he  was  nor 
how  he  had  frot  there.  This,  he  said  was  his 
first  “black  out  siiell,”  and  must  have  lasted 
at  the  most  a few  minutes.  The  next  one  oc- 
curred several  weeks  later  in  Kansas  where 
he  was  separated  from  the  Air  (’orps.  This 
lieriod  of  amnesia  lasted  all  day.  He  frankly 
admitted  he  had  been  drinkin<r  quite  a bit 
at  the  time.  Since  then  he  has  had  innum- 
erable amnesic  episodes  of  short  duration,  al- 
ways appearin<r  in  conjunction  with  his 
drinkin!!:.  These  ejiisodes  were  becominfi  more 
frequent  and  more  iirolon^ed.  He  described 
the  last  “black  out  spell"  in  some  detail: 

“1  left  the  hou.se  in  the  mornin<r  to  fro  to 
work  at  eifrht  o’clock;  went  out;  <rot  in  the 
car;  picked  up  my  rider  and  went  down  to 
where  1 work  on  a con.struction  job.  I pulled 
into  the  parkin"  lot;  and  then  said  to  him: 
‘To  heil  with  it.  I’m  not  froin<r  in’!  1 remem- 
ber leaviii"  the  parkinsr  lot  and  froiii"  up  to 
the  place  where  1 drink.  They  weren’t  open 
yet.  I waited  an  hour;  then  went  in  and 
had  some  drinks.  After  that  I don’t  remem- 
ber where  1 went.  Three  days  later  when 
1 came  to  my.self  1 was  in  Washinfrton,  1).  (’. 
The  |>art  that  frets  me  is:  There  1 am  driv- 

iiifr  my  car,  I fro  on  a drunk  and  1 never  fret 
locked  uj).  How  do  1 do  it?  Sure,  1 have 
been  locked  up  around  home  for  drunk  and 
di.sordeily  conduct.  Somebody  bothers  me; 
a fifrht  starts  and  1 fret  locked  up.  but  then 
1 know  what  I’m  doiiifr;  I know  what’s  hap- 
peniiifr.  1 have  never  .said  anythiiifr  to  my 
wife  about  this.  If  she  .says  anythiiifr  to  me 
about  it  I tell  her,  ‘Well  I’ve  been  drunk,’ 
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and  i>ass  it  off.  But,  the  way  it  is  lately  it’s 
«ot  me  a little  bit  worried.  There's  no  warn- 
ing. If  there  was  I could  lock  my.selt  up 
or  .something.  ’ ’ 

The  patient’s  ])ast  history  revealed  the  fol- 
lowing : His  father  had  died  when  the  pa- 

tient was  extremely  young.  Ills  mother  died 
when  he  was  twelve  years  old.  He  and  his 
only  sibling,  a sister  five  year’s  younger  than 
him.self,  had  moved  into  the  home  of  an  aunt 
who  had  other  relatives  living  with  her  and 
whose  husband  was  a poor  man.  He  had 
comj)leted  three  years  of  high  school  at  the 
age  of  18  and  then  decided  that  he  should  get 
out  on  his  own  and  go  to  work  to  relieve  the 
financial  stress  in  his  aunt’s  home.  He  later 
took  some  courses  and  received  a diploma. 
He  married  when  he  was  21  and  now  has  a 
daughter  13 ; both  wife  and  daughter  are  in 
good  health.  He  learned  the  trade  of  an 
electrician,  worked  .steadily  and  did  well  be- 
fore entering  the  service  in  1942.  He  spent 
several  years  in  the  Euroi)ean  Theater  whei'e 
he  held  the  rate  of  a Staff'  Sergeant.  Only 
once  was  there  any  disciplinary  action  brought 
against  him.  He  had  been  “over  the  hilD’ 
for  a week ; received  only  company  punish- 
ment and  was  confined  to  the  p^t  for  a short 
period. 

After  discharge  from  the  service  his  work 
record  was  exceedingly  sporadic.  Good  when 
he  was  .sober.  Terrible  when  he  was  drunk. 
He  had  develo])ed  a definite  pattern.  He 
would  work  for  a short  period,  ‘‘quit  the  job, 
get  the  money  and  drink  it  up.  ’ ’ 

IMental  status  examination  at  the  time  of 
admission  revealed  a robust,  neat,  agreeable 
man  who  appeared  his  stated  age.  There  was 
evidence  of  over-powering  anxiety,  nece.ssitat- 
ing  sedation,  occasionally  he  would  burst  into 
the  doctor’s  office  without  knocking,  unheed- 
ful of  the  fact  that  another  patient  was  al- 
ready there.  At  times  he  was  flushed,  ])er- 
spired  profusely  and  described  “unbearable” 
tension;  a feeling  that  he  was  at  “his  wits 
end”,  that  he  couldn’t  stand  it  another  min- 
ute. His  sensorium  was  clear  at  all  times. 
His  mood  seemed  approi>riate.  There  was  no 
evidence  of  pathological  elation,  nor  depres- 
sion. No  evidence  of  hallucinatory  nor  delu- 
sional material  wos  obtained.  In  no  way  was 
he  thought  to  be  psychotic. 


Physical  examination,  including  complete 
neurological  evaluation,  was  entirely  negative 
except  for  mild  hypertension.  BP  15(i/100. 

Routine  laboratory  work,  x-ray  studies  and 
an  electroencephalogram  were  all  within 
normal  limits. 

A i)sychological  repoi't  based  on  the  Ship- 
ley-Hartford  Retreat  Scale,  the  Rorschach 
Personality  Diagnosis  Test  and  Draw  A Per- 
son Test  indicated  that  the  patient  was : 
“Ba.sically  a character  neurotic  with  some 
hysterical  features,  that  he  had  an  extremely 
immature  personality  and  a strong  need  to 
prove  him.self  virile  and  accejjtable.  That  he 
was  highly  impulsive  and  might  be  given  to 
explosive  behavior  under  emotional  pre.ssure. 
Psychotherapy  seemed  (luestionable  since  it 
would  not  appear  that  he  had  the  ego  struc- 
ture nece.s.sary  to  develop  a lasting  insight.” 

Fifteen  days  after  admission  on  the  basis 
of  clinical,  i)hysical,  ])sychiatric  and  psycho- 
logical studies,  the  patient  was  placed  on  car- 
bon dioxide — oxygen  inhalation.s,  the  gas  be- 
ing administered  in  the  iisual  proportions  of 
30%  C02  and  70%  02.  Following  the  fourth 
treatment  he  began  to  .show  remarkable  im- 
provement. His  “tension”  subsided,  his 
anxious  outbursts  disappeared.  He  slept 
well  without  sedation.  He  felt  like  a “new 
man.”  After  this  he  was  allowed  to  go  on 
week-end  passes  during  which  his  wife  re- 
])orted  “tremendous  improvement”  including 
the  fact  that  her  husband  had  not  taken  a 
drink  while  he  was  at  home. 

A total  of  14  carbon  dioxide  treatments  was 
given  over  a period  of  twenty-four  days  and 
he  was  discharged  immediately  after  their 
completion  on  his  thirty-ninth  hospital  day. 
He  obtained  an  excellent  job  during  the  first 
week  after  leaving  the  hospital;  and  on  three 
occasions  since  discharged,  he  has  returned 
for  follow-up  examination.  His  adjirstment 
to  his  work  and  his  home  seem  better  than 
they  have  been  for  at  least  ten  years.  He 
has  not  drunk  for  three  months,  nor  appar- 
ently had  any  tendency  to  do  so  since  he  has 
faced  all  of  the  situations  in  which  he  former- 
ly could  not  have  resisted  the  compiilsive 
need  for  alcohol. 

COXCLL’SIOXS 

This  patient  came  to  the  hospital  for  treat- 
ments under  desirable  circumstances ; volun- 
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tiirily,  sober  and  “worried”,  because  of  a 
fri»btenin<>:  symptom  wbieh  be  associated 
witli  Ids  alcoholism. 

A number  of  things  seemed  to  contribute 
to  the  beneficial  results  obtained.  Initially 
be  discovered  that  bis  acute  attacks  of  an.xiety 
could  be  alleviated  by  j)syebiati'ie  measures, 
with  the  result  that  he  felt  a considerable  les- 
sening of  tension.  Something  was  being  done 
for  him.  11  is  ]K)sitive  feelings  toward  his 
treatments  increased.  Finally,  when  he  was 
allowed  to  go  on  week-end  pas.ses  he  felt  that 
not  only  was  he  benefiting  from  his  treatment 
but  also  the  doctor  trusted  him  and  respected 
his  judgment.  He  defiidtely  became  a part- 
ner in  his  thei'apy.  Immediately  after  each 
treatment  his  first  words  were,  “How  are  we 
doing,  Doc?" 

This  ca.se  is  not  presented  as  an  example  of 
a method  for  treatment  of  all  alcoholics,  nor 
even  as  a permanent  cure  of  the  patient  dis- 
cu.s.sed ; but  as  an  interesting  and  cleai’  cut 
remission  in  a patient  who  was  formerly  mak- 
ing an  extnunely  poor  occupational  and  social 
adjustment.  The  final  duration  of  the  re- 
mission is  yet  to  be  determined. 


49  .MILLION  A.MFRK’ANS 
VOTFl) 

HIT- 

47  MILLION  AMERK  ANS 
STAYED  HOME! 

.\nd  the  winner  did  not  receive  a 
majority  of  all  the  votes  cast  1 1 
That's  What  Happened  in  the 
Last  Presidential  Election 

e 

IF  Vor  WANT  A 
VOICE  IN  VOFR  (iOVEILNMENT 

SEE  A K Ur  I— REGISTER!—  I DTE  ! 


OBITUARY 

.\rnHKv  C.  S.MooT,  .M.  I). 

Dr.  .\ubrey  ('annon  Smoot  died  on  .\ugust 
K),  1952,  a short  time  after  suffering  a heart 
attack,  aged  54.  He  was  the  son  of  the  late 
Rev.  Truston  ('.  and  Fannie  Oriffith  Smoot, 
and  was  born  in  Felton,  .Mig.  29,  1S9S,  while 
his  father  was  .serving  as  pastoi-  of  Felton 
.Methodist  Church. 

Di'.  Smoot  attended  Westeiii  .Maryland 
College,  attaining  his  bachelor’s  degree  in 
1919,  and  for  a few  years  thereafter  taught 
in  the  prej)  school  theie.  He  majored  in  phar- 
macy in  the  Philadelphia  College  of  Phar- 
macy, and  entered  the  Fniversity  of  .Mary- 
land .Medical  School  in  1924,  graduating  with 
an  .MI)  degree  in  1928. 

Foi-  two  years  he  was  as.sociated  with  Dr. 
dulius  Freidenwold,  a stomach  specialist  in 
Haltimore.  In  1930,  he  came  to  (leorgetown. 

Di-.  Smoot  was  a member  of  .Nanticoke 
Lodge  No.  172,  AF  iSi:  .\.M,  of  Fedei-alsburg. 
.Md.,  and  of  Hope  Cbaptei'  No.  7,  Royal  .\rch 
.Masons,  of  (leorgetown.  .Mi  active  member 
of  Wesley  .Methodist  Church,  he  had  been  a 
member  of  the  choir  foi'  a number  of  years. 
He  was  a member  of  Su.ssex  Post  No.  8, 
.\rnerican  Legion,  having  served  for  a time 
in  the  infantry  during  World  War  I. 

He  was  president  of  the  (leorgetown  Spe- 
cial School  District  for  three  years,  and  had 
been  iihysician  of  the  Su.ssex  ('ounty  Prison 
since  1934. 

He  was  one  of  the  oldest  membei-s  of  the 
Indian  River  Yacht  ('lub,  and  served  as  com- 
modore for  the  year  1949-50.  He  was  a for- 
mer member  of  the  (leorgetown  Kiwanis  Club. 

He  is  survived  by  his  wife,  the  former 
Eleanor  Virginia  Norris,  and  two  .son.s.  Dr. 
.\ubrey  ('.  Smoot,  dr.,  who  is  an  interne  in 
the  Delaware  Hospital  in  Wilmington,  and  Lt. 
(,)St)  William  Norris  Smoot,  aboard  tbe  air- 
craft carrier  FS.S  Princeton  in  the  Pacific. 
He  is  also  survived  by  two  brothers.  Dr.  .Mer- 
rill C.  Smoot  of  Hagerstown,  Md.,  and  Ralph 
Smoot  of  Fordyce,  .\rk. 

Funeral  services  will  not  be  .set  pemling 
the  possible  return  of  Lieutenant  Smoot,  but 
services  will  be  held  from  his  (leorgetown 
ivsidence  and  interment  will  be  made  in 
Denton.  Md..  where  his  parents  are  buried. 
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Challenge  to  the  People  of  the 
State  of  Delaware 

Mental  hospitals  remain  somewhat  back- 
ward, not  because  psychiatry  did  not  advance, 
but  because  of  the  lack  of  puiblic  education, 
the  lack  of  interest  of  various  national  and 
state  medical  organizations  and  in  general  be- 
caiLse  of  national  public  lethargy.  ^Ye  are 
cognizant  of  the  fact  that  the  attention  of 
the  entire  nation  has  been  focused  upon  the 
need  of  adequate  preventive  and  curative 
mental  health  services  for  all  of  the  jieople. 

There  are  over  600,000  mental  cases  insti- 
tutionalized in  about  490  public  and  private 
mental  hospitals.  For  these  hospitals  to  com- 
ply with  the  approved  standards,  it  will  be 
necessary  to  employ  on  a full  time  basis,  at 
least  9,000  psychiatrists,  3,000  neurologists, 
3,000  clinical  psychologists,  46,800  graduate 
nurses,  91,200  trained  attendants,  4,800 
physio-hydro  therai>ists,  12,600  occupational 


therapists,  8,400  recreational  therapists,  3,000 
psychiatric  social  workers,  2,400  dietitians 
and  1,500  laboratory  technicians,  etc. 

There  are  over  5,000,000  adult  civilians 
and  veterans  who  are  in  need  of  ambidatory 
psychiati'ic  service. 

The  jmblic  and  jirivate  schools  also  are  in 
need  of  a great  number  of  iisychiatrists  to 
maintain  normal  mental  health  among 
children. 

There  are  many  ])re-school  children  who 
are  in  need  of  psychiatric  assistance.  The 
modern  industry  of  today  cannot  maintain  a 
high  level  of  achievement  without  jisychia- 
tric  advice. 

There  are  many  schools  for  feebleminded, 
correctional  schools  and  others  requiring  jisy- 
chiatric  work  on  a full  time  or  a part  time 
basis. 

A very  conservative  figure  of  20,000  psy- 
chiatrists will  be  needed  in  the  United  States 
if  we  expect  to  comply  with  the  demand  of 
the  people  who  are  cognizant  of  the  import- 
ance of  the  need  of  psychiatric  treatment, 
care  and  advice  for  curative  and  preventive 
work.  Lack  of  trained  })ersonnel  such  as 
])sychiatrists,  neurologists,  social  workers  and 
others  is  the  mo.st  important  cause  of  today's 
existing  obsolete  conditions  in  mental  hospi- 
tals and  clinics. 

IMany  large  communities  are  also  without 
adequately  trained  practicing  psychiatrists. 

The  conditions  cannot  be  remedied  within 
a short  period  of  time,  since  it  will  take  at 
least  ten  years  to  produce  the  necessary  num- 
ber of  trained  personnel.  This  work  must  be 
done  on  a gradual  basis  and  the  public  must 
not  be  too  critical,  but  should  assist  the  var- 
ious public  and  private  organizations  who  are 
eager  to  do  their  utmost  for  the  establish- 
ment of  many  new  medical  schools  with  ade- 
quate psychiatric  facilities,  thus  giving  many 
more  young  people  an  oiiiiortunity  to  study 
medicine  and  .specialize  in  psychiatry. 

If  the  iiublic  is  educated  and  accepts  psy- 
chiatry at  the  same  level  as  it  has  recognized 
other  branches  of  medicine,  it  will  be  possi- 
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1)1(>  to  1)1  ill"  up  tlie  stnmlards  of  the  mental 
hospitals  to  the  stamlards  of  "eneral  hos- 
pitals within  the  next  ten  to  fifteen  years. 

Ixeeently  at  the  dedieation  of  the  new  ])sy- 
ehiatrie  unit  (H.  T.  Hi""s  Buildiii")  at  the 
Delaware  State  llosiiital,  it  was  su""ested  by 
Dr.  .M.  A.  Taruinianz  that  the  I’niversity  of 
Delaware  consider  very  .seriously  the  estah- 
lishinent  of  a medical  school.  “Delaware  has 
achieved  "reat  success  in  many  fields  of 
scientific  work.  Our  youii"  men  and  women 
have  been  encourafjed  to  enter  the  various  de- 
partments of  our  State  University.  However, 
they  have  not  had  the  same  opiiortunity  in 
the  field  of  medicine.  A medical  .school  in 
our  state  is  as  vitally  needed  as  any  other 
scientific  deiiartment  of  our  State  Univer- 
sity. 

We  ajjree  with  the  author's  recommenda- 
tions of  the  apiiointment  of  a committee,  com- 
])osed  of  members  of  the  medical  jirofession. 
members  of  the  Board  of  Trustees,  and  mem- 
bers of  the  faculty  of  the  University,  by  the 
(iovernor  of  the  State,  to  examine  the  situa- 
tion. 

We  believe  the  people  of  the  State  are  en- 
titled to  know  whether  there  is  a definite  need 
of  a medical  school  at  our  State  University 
and  if  so,  can  the  State,  with  the  help  of 
some  interested  citizens,  establish  such  a 
school,  therefore  adeipiate  study  of  the  ])roh- 
lem  is  a justifiable  immediate  state  jiroject. 
We  ur"e  the  (Iovernor  to  consider  this  jiroject 
favorably. 


The  a.  51.  K.  F. 

A medical  education  today  costs  the  medi- 
cal school  between  $4,000  and  $0,000  viorc 
than  the  student  pays  in  tuition.  In  1910 
the  tuition  fees  paid  70  per  cent  of  the  cost 
of  the  school ; today  they  pay  only  25  ]>er 
cent. 

In  ovei-  half  of  the  univei-sities  which  have 
medical  schools,  the  medical  school  eats  up 
20-d0  per  cent  of  the  instructional  hinliret  and 
yet  passes  out  (lii)lomas  to  only  2-7  ])er  cent 
of  the  students. 

The  physicians  of  .America  today  more  than 
(‘ver  before  are  a|)preciative  of  their  freedom 
and  di"nity  stemmiii"  from  institutions  which 
themselves  are  free  and  disrnified.  Bet's  all 
"ive  to  our  own  Alma  .Mater  thi'ou"h  the 


.\merican  Medical  Education  Foundation. 
The  hi"  point  is:  every  medieal  school  in 

these  United  States  needs  financial  help. 
B<>t's  do  it  ourselve.s,  instead  of  lookiii"  to 
some  “"reat  white  father"  in  Washin"ton  to 
do  it  for  us  and  then  tell  us  and  our  schools 
forevermore  how  to  educate  our  comiu"  "en- 
erations  of  physicians,  and  then  tell  the.se 
students  what  they  shall  and  shall  not  do 
after  "raduatiii". 


EFFECT  OF  ENCEPHALOPATHY  DUE 
TO  CHENOPODIUM  POISONING  ON 
THE  MENTAL  DEVELOPMENT  OF  A 
CHILD 

V.  V.  Seaui.ding,  Ph.D.,* 

Farnhurst,  Del. 

.\  five  year  old  "irl  who  became  critically 
ill  after  takiii"  oil  of  chenopodium  for  i)in- 
worms  was  referred  six  months  later  to  the 
51ental  Hy"iene  Clinic.  The  reason  for  re- 
ferral Avas  "iven  by  the  ])hysician  as  oil  of 
chenoi)odium  ])oisonin"  with  evident  rever- 
sion to  the  infant  .sta"e.  The  child  a])peared 
to  he  recoveriii"  physically  and  showed  some 
mental  pio"ress.  The  doctor  wi.shed  advice 
concerniu"  psychotherapy  and  reeducation. 

.\ccordin"  to  (lonzales,  Vance  and  llel- 
])ern',  “Oil  of  chenopodium,  .\merican  worm- 
seed.  is  a volatile  oil  used  as  an  anthelmintic 
a.irainst  hookworms.  It  has  caused  death  when 
administeied  inadvisedly,  by  marked  "astro- 
intestinal  irritatiiu),  convulsions  and  depres- 
sion of  the  central  nervous  system.  Deafness 
has  eomplicated  cases  of  cheno|)odium  i)oison- 
iii". '' 

The  parents  stated  that  the  "irl  had  been  a 
normal,  well-atljusted  child  before  the  poison- 
iii".  Birth  had  been  normal.  She  sat  at  six 
months,  walked  at  15  months,  and  talked  be- 
fore she  walked.  She  was  easily  toilet-trained 
at  IS  months.  She  had  a "ood  disposition,  was 
easy  to  control  and  slept  (piietly.  She  had 
leained  the  alphabet  and  was  readin"  a little 
in  om*  of  lu‘r  older  sister's  books.  She  talked 
well  and  coidd  sin"  a number  of  soii"s. 

.\t  the  timt*  of  i)oisonin"  she  was  placed  in 
a hos])ilal  for  several  weeks  where  she  had 
numerous  mild  eonvulsions.  loss  ol  conscious- 
ness and  complete  paralysis  t)f  all  motor  func- 
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tions.  She  developed  deafness  and  partial 
loss  of  vision.  On  her  return  home  she  did 
not  recognize  her  parents,  and  when  she  be- 
gan to  walk  after  several  weeks,  she  bumped 
into  furniture.  Control  of  bowel  and  bladder 
was  lost.  She  was  unable  to  feed  herself  for 
several  months  and  could  not  wash  or  dress 
herself.  At  first  .she  talked  only  in  her  sleep. 
She  became  very  active,  ran  about  the  house, 
climbed  over  the  furniture  and  picked  up 
objects  and  dropped  them.  She  was  too  rest- 
less to  play  with  anything  for  long  and  had 
to  be  watched  continually.  She  was  also  very 
restless  and  wakeful  in  her  sleep  and  was 
given  a sedative  for  a time.  Her  disposition 
changed  completely.  She  became  very  rough 
with  other  children.  She  cried  when  she 
could  not  have  her  own  way  and  hit  any  one 
who  came  near  her.  There  was  extreme 
jealousy  of  her  younger  sibling. 

The  child  first  was  examined  at  the  Clinic 
six  months  after  the  poisoning,  when  she  was 
five  years  and  nine  months  old.  At  this  time 
she  could  see  and  hear  again  and  was  being 
re-trained  to  toilet  habits.  She  was  still  un- 
able to  bathe  or  dress  herself  and  this  re- 
mained partially  true  throughout  the  observa- 
tion period.  She  was  examined  on  five  other 
occasions.  The  psychological  testing  covered 
approximately  a four  year  span — actually  45 
months.  In  the  beginning  she  was  seen  at 
about  six  month  intervals  and  then  annually. 
Four  dift’erent  psychological  examiners  par- 
ticipated in  the  testing.  The  test  scores  fol- 
low : 

Test  Scores 

Date  of  Examination:  10-20-43 

Chronological  Age:  5 yr.  9 mo.  Mental  Age  Quotient 


Vineland  Social  Maturity  Scale 

1 

yr. 

9 

mo. 

31 

Cattell  Infant  Scale 

1 

yr. 

4 

mo. 

23 

Randall's  Island  Performance 

1 

yr. 

8 

mo. 

29 

Date  of  Examination;  4-1-49 
Chronological  Age;  6 yr.  3 mo. 
Vineland  Social  Maturity  Scale 

3 

yr. 

2 

mo. 

51 

Stanford-Binet  (Form  Ml 

1 

yr. 

10 

mo. 

29 

Randall's  Island  Performance 

2 

yr. 

5 

mo. 

39 

Date  of  Examination;  11-2-49 
Chronological  Age;  6 yr.  10  mo. 
Stanford-Binet  (Form  Ml 

2 

yr. 

2 

mo. 

32 

Randall’s  Island  Performance 

3 

yr. 

0 

mo. 

44 

Date  of  Examination;  9-20-50 
Chronological  Age;  7 yr.  8 mo. 
Stanford-Binet  (Form  Li 

2 

yr. 

10 

mo. 

37 

Randall’s  Island  Performance 

3 

yr. 

4 

mo. 

43 

Date  of  Examination;  8-22-51 
Chronological  Age;  8 yr.  8 mo. 
Stanford-Binet  (Form  Ml 

3 

yr. 

4 

mo. 

38 

Randall’s  Island  Performance 

4 

yr. 

3 

mo. 

49 

Date  of  Examination;  7-30-52 
Chronological  Age;  9 yr.  7 mo. 
Stanford-Binet  (Form  L) 

3 

yr. 

5 

mo. 

36 

RandaU’s  Island  Performance 

4 

yr. 

5 

mo. 

46 

Evaluation  of  the  Test  Findings 
Language  Mastery.  At  tire  first  examina- 


tion the  child  is  aware  of  sound  but  direc- 
tions have  to  be  administered  with  gestures. 
The  mother  comments  that,  ‘'She  doe.sn't 
seem  to  understand  anything  you  say. ' ' While 
some  residual  grouping  of  words  is  noted, 
they  are  not  used  in  proper  context.  She  is 
capable  of  reacting  discriminately  to  her  par- 
ents but  appaiently  confuses  her  dog  Avith 
others,  calling  them  all  “Georgie''. 

At  the  second  examination,  she  spontaneous- 
ly vocalizes  names  of  various  objects  and  calls 
out  Daddy  whenever  she  hears  a ear  pass  by. 
She  combines  two  or  three  words  and  identi- 
fies three  pictures  of  the  Picture  Vocabulary. 
These  performances  are  of  the  two  year  leAml. 
Six  months  later,  the  mother  reports  that  ‘‘She 
talks  now. ' ' While  she  combines  words,  test- 
ing still  .shows  severe  retardation  in  the 
language  area. 

Later  interviews  reveal  verbal  productions 
which  are  brief  and  poorly  articulated.  Wher- 
eA’er  it  is  possible  to  use  one  rvord  to  express 
a more  complex  idea  she  does  so.  She  names 
objects  and  pictures  but  does  not  describe  ex- 
periences in  connected  prose.  Stereotypy  pre- 
A'ails  in  her  definitions  of  words. 

Reality  Perceptions  or  Adaptiveness. 
From  the  beginning  a tendency  toward  shy- 
ness and  passivity  on  approaching  strangers 
is  noticed  but  after  she  has  gotten  somewhat 
used  to  them  and  praised  for  performances, 
she  appears  at  ease.  At  later  sessions  she 
seems  outgoing.  She  smiles  occasionally  and 
may  make  a recpiest  such  as,  “Let  me  do  it !”, 
but  does  not  respond  to  personal  questions. 

At  the  first  intervieAv,  she  manipulates  ob- 
jects at  best  like  a two  year  old  and  shows 
little  evidence  of  a self-critical  faculty  or  a 
consciousness  of  failure.  Performances  are 
highly  stereotyped  in  the  beginning  but  less 
stereotypy  is  observed  as  she  grows  older. 
Though  interested  and  curious,  she  rarely  ex- 
hausts the  opportunities  for  constructive  play 
that  are  offered  her.  She  likes  concrete  ob- 
jects and  at  the  last  examination  plays  Avith 
them  forcefully  and  adequately  at  the  four 
year  level.  Planning  of  space  and  directional 
relations  are  defecth’e  for  age  but  relatiA'ely 
good  for  capacity. 


Motivation.  From  the  fir.st,  her  attention 
span  is  observed  to  be  short-lived  and  frustra- 
tion tolerance  Ioav.  Sometimes  she  appears 
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losistive  to  ih“\v  sitUiitions  and  non-eon I’onn- 
ist.  .Many  activities  are  repetitive  and  stereo- 
typc'd  and  it  is  difficult  to  motivate  her  to 
ehan<>(“  the  oii<;inal  approach.  Tliere  is  a le- 
pi'cssed  manner  of  beliavinsj'  hut  slie  still 
seems  very  disti-actihle  and  unable  to  concen- 
trate. The  nai'rowne.ss  and  unreliability  of 
her  attention  focus  are  responsible  for  much 
of  her  retardation. 

Motor  Control.  While  some  improvement 
is  not(‘d  in  fine  muscidar  coordinations  over 
the  testin<i'  ])eriod.  she  i-emains  relatively 
awkwai-d  in  manipulation  of  objects. 

Capacity  or  Intelligence  Level.  She  has 
gained  some  gi'ound  in  her  over-all  function- 
ing level  as  age  has  progre.ssed.  but  in  none 
of  the  examinations  has  she  rated  higher  than 
a mental  defective  of  the  moron  level.  Today 
at  the  age  of  9 yr.  7 mo.,  she  acts  at  be.st 
like  a four  year  old.  Her  average  ratings  are 
not  high  enough  at  this  time  to  justify  school 
attendance. 

DlSCrSSIOX  AND  Sl  MMARY 

1.  Six  months  after  the  administration  of 
oil  of  chenopodium,  this  child  droppeil  from 
a mental  age  rating  of  b yr.  9 mo.  (presum- 
ably, since  she  is  leported  to  have  been  a 
normally  bright  child),  to  as  low  as  a mental 
age  of  1 yr.  4 mo.  Without  (juestion  she 
functioned  even  lower  betore  reaching  the 
( 'linic. 

2.  .Mild  improvement  was  noted  only  at  the 
first  thi'ee  examinations.  No  appreciable 
change  was  seen  in  the  last  thiee  years.  \\  hat- 
evei"  change  in  test  scores  occurs  is  attribu- 
table to  scaling  or  chance  errors. 

d.  She  has  not  made  the  rate  of  gain  ex- 
pected for  her  chronological  age  and  rela- 
tively has  remained  at  the  mental  defective 
level. 

4.  The  impi'ovement  in  reality  and  motor 
I'unctions  is  consistently  greater  than  in  the 
language  and  volitional.  The  basic  person- 
ality structui-e  before  poisoning  is  not  known 
•so  that  we  can  oidy  conjecture  about  whether 
tin*  im|)airment  due  to  the  di'Ug  has  been 
greatest  in  the  originally  most  i)oorly  de- 
veloped traits  of  the  personality  or  whether 
bi'ain  damage  such  as  this  affects  the  vei-bal 
and  motivational  areas  most. 

.■>.  The  pi'ognosis  for  future  mental  growth 
is  poor.  She  will  probably  continue  to  make 


fuithei'  gains  at  the  pi'esent  slow  rate  foi* 
.some  time  and  will  have  to  be  considered 
nn*ntally  defective.  By  the  time  she  is  12 
years  old,  she  may  be  sufficiently  developed 
mentally  to  ])i'ofit  from  first  grade  training, 
but  h(‘r  pi'ogre.ss  at  .school  will  be  very  slow. 
If  her  learning  continues  at  the  rate  of  the 
last  three  years,  her  limits  of  maximum 
achievement  will  lx*  second  grade.  With  her 
seveie  retardation  in  verbal  and  motivational 
a.ssets  in  relation  to  cai)acity,  she  may  not 
even  icach  this  predicted  maximum.  There 
is  also  the  po.ssibility  that  a very  gradual 
chronic  decline  in  mental  efficiency  will  oc- 
cur des])ite  the  im])rovement  observed  im- 
mediately following  the  trauma. 
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GROUP  PSYCHOTHERAPY  WITH  AN 
OBSESSIVE-COMPULSIVE 

Hex.iami.n  Kotkov,  Ph.l).,* 
Farnhurst,  Del. 

Previous  papers  by  the  author  reviewed  the 
literature  of  group  p.sychothera[>y  (1.3),  the 
techniiiue  and  explanatory  concepts  of  .short 
term  grouii  jisychotherapy  (2),  an  analytical- 
ly oriented  approach  to  grouj)  psychotheraiiy 
(4),  a .series  of  group  p.sychotherapy  .sessions 
with  explanatory  comments  relating  to  group 
management  and  group  proce.ss  (.'>),  criteria 
for  selecting  patients  for  group  p.sychotherapy 
(()),  aims,  goals  and  results  of  short-term 
group  psychotherapy  (7),  and  significant 
clinical  factors  as  they  relate  to  the  use  of 
group  Jisychotherapy  (S). 

The  chief  jiurjiose  of  the  jiresent  jiajier  is 
to  jire.sent  a tele.scojiic  jiicture  of  the  emo- 
tional vicissitudes  of  one  jiatient  during  the 
course  of  a series  of  grouji  ii.sycotherajiy  ses- 
sions. The  general  jilan  is  to  give  brief  Identi- 
fying data,  Jire.sent  symjitoms  and  reasons  for 
referral  to  grouji;  brief  glimjises  of  the  course 
of  treatment  and  tecliniijues  of  management; 
and,  finally,  a discu.ssion  of  jiertinent  hisfori- 
cal  and  current  material. 

The  Patient 

This  Jiatient  is  a white,  married.  29-year- 
old  male  of  stocky  build,  about  b’  4”  in 

* Clinical  Psychologist.  Delaware  Mental  Hygiene  Clinic, 
and  Special  Consultant  in  Group  Psychotherapy,  Public 
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height.  He  pre.sents  a neat  appearance  witli 
a pleasant  but  vigorous  attitude. 

His  ])rimary  complaint  is  his  fear  that  he 
will  “blow  his  top  and  go  mental.’’  When 
he  is  closed  in,  such  as  in  church  or  iu  a 
crowd,  he  feels  particularly  nervous  and  he 
is  afraid  of  hurting  someone.  He  also  states 
that  he  is  disturbed  by  excessive  persi)ira- 
tion,  tremor,  heart  palpitation,  and  stomach 
distress. 

He  was  referred  to  group  after  six  months’ 
individual  psychotherapy  for  the  i)urpo.se  of 
witnessing  other  people  with  like  difficulties 
and  with  the  hope  that,  in  the  grouj)  setting, 
he  would  have  a more  realistic  understanding 
of  his  egocentricity. 

Course  of  Group  Treatment 

This  patient  graphically  de.scribes  his  feel- 
ings at  coming  for  treatment:  “Yah,  that's 

an  important  thing.  I wouldn't  like  anyone 
to  see  me  entering  this  building.  Today,  I 
rushed  down  the  street  hoping  that  I wouldn’t 
see  anyone  from  my  office  coming  the  other 
way.  So  what  happened,  I bump  into  a man 
coming  u])  ‘D’  Street  (where  the  group 
psychotherapy  meetings  were  held) — the  s-o-b 
recognized  me.  He  wouldn't  go  up  ‘C’ 
Street,  so  I had  to  walk  along.  Yah,  he  was 
going  straight  up  ‘D’  Street,  and  he  starts 
a bull  session.  The  time  was  getting  closer 
to  the  hour  that  this  group  was  going  to  meet. 
I said,  ‘I’ll  see  you' — and  he  keeps  waiting. 
I tell  him,  ‘I  don't  want  to  keep  you  waiting. 
I’ll  see  you.’  He  stands  there.  Finally,  I 
got  rid  of  him.  I screw  up  ‘C’  Street,  go 
down  an  alley  and  come  back  to  ‘I)'  Street. 
Some  guys  will  come  and  talk  to  you  and  say, 
‘Gee,  you  ought  to  see  tho.se  nuts  that  go  to 
‘D’  Street — what  a bunch  of  nuts.’  They 
think  everybody  who  comes  for  treatment  is 
a guy  running  around  with  a knife  in  his 
hand,  or  a guy  that’s  thrown  into  a straight 
jacket,  or  he's  a perfect  idiot.’’ 

After  the  patients  of  the  group  had  estab- 
lished a favorable  relationship  with  the  group 
psychotherapist  and  with  each  other  (10  ses- 
sions), discussion  ti;rned  to  fear  of  insanity. 
The  entire  group  spoke  about  their  respec- 
tive degrees  of  fear  of  going  insane.  Our 
patient  stated  that  his  first  fear  of  in.sanity 
occurred  when  he  was  hospitalized  for  an  ap- 
pendectomy. It  took  place  at  a time  when 
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his  wife  had  telephoned  one  evening  to  say 
she  wanted  to  visit  him.  He  waited  for  her 
all  evening,  despite  the  fact  that  he  had  told 
her  emphatically  not  to  come.  He  was  as- 
sailed by  panicky  feelings  that  he  was  going 
insane.  During  the  recital  of  this  episode, 

the  ])atient  used  the  word  f many  times. 

Following  this  outbreak,  he  stated  that  his 
next  thought  was  about  the  heavens.  The 
group  psychotherapist  suggested  that  when 
the  patient  feels  threatened  he  becomes  ag- 
gressive. And  now  perhai)s  he  was  seeking 
forgiveness  from  God  for  his  aggressive 
thoughts. 

At  a later  session,  the  patient  oi)ened  the 
hour  by  stating  that  he  was  rather  nervous 
that  day.  The  previous  day  he  had  gone  to 
the  barber  shop  for  a haircut.  There  was  a 
judge  sitting  on  one  of  the  chairs.  The  pa- 
tient felt  a sudden  imi)ulse  of  hostility  toward 
him  “for  no  reason  at  all.’’  Patient  stated, 
in  fact,  that  he  had  been  (piite  friendly  with 
this  judge,  although  he  referred  to  him  as 
“that  senile  old  s-o-b."  This  in  turn,  re- 
minded him  of  an  episode  in  .service.  An  of- 
ficer walked  in  and  sat  on  the  barber’s  chair 
before  the  patient  whose  turn  was  next.  This 
infuriated  the  patient,  and  instigated  a dis- 
cussion about  officers.  Officers  demonstrated 
their  superiority  over  him,  when  actually  they 
had  no  right.  Inasmuch  as  the  catharsis  of 
ho.stility  towards  officers  portrayed  the 
group's  reaction  towards  superior  ])eople  and 
father  figures,  the  group  psychotherapist  sug- 
gested the  possibility  that  iierhaps  they  were 
aggressive  towards  their  fathers  and  fright- 
ened as  well.  As  the  .ses.sion  came  to  a close, 
our  i)atient  commented  that  he  should  know 
enough  to  be  able  to  act  like  a grown  i)erson 
e.g.  not  to  be  frightened  and  aggressive. 

The  theme  of  aggre.ssion  towards  sui)erior 
figures  continued  throughout  the  next  several 
sessions.  Our  patient  denied  that  his  feel- 
ings during  the  week  have  anything  to  do  with 
aggressive  feelings  toward  authority  figures. 
Interspersed  throughout  his  denials  is  the 

word  f . Now  he  associates  to  the  idea 

that  he  is  going  to  attend  a retreat  for  medi- 
tation and  ]>rayer.  However,  the  patient  this 
time  quickly  perceives  that  he  has  neutralized 
his  aggressive  feelings  toward  ‘superior’  fig- 
ures by  “asking  God  for  forgiveness.”  His 
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eyes  l)c»;iii  to  fill  U]),  hut  he  does  not  ery. 
The  irroup  |)syehollierai)ist  asks  him  how  lie 
feels,  lie  .states  he  feels  sad  and  wants  to 
ery.  1 1 is  next  remark  is  that  he  wishes  he 
could  ndax  like  the  sjeoup  p.syehothera|)ist. 
lie  envies  the  frroup  psychotherapist.  Then 
lie  thinks  of  his  father,  lie  recalls  his  child- 
hood when  his  father  would  be  drunk  and 
abusive,  sayin<>'  to  the  jiatient,  “(iet  to  hell 
out  of  here,  (let  out  of  the  hou.se.’’  Where- 
upon the  patient  would  walk  out  in  the  street 
and  cry.  The  frroup  ]).sychotherapist  asked 
the  patient  how  he  felt  towards  his  father  at 
such  times.  The  jiatient  blocked,  lie  pro- 
tested that  he  loved  his  father,  but  later  ad- 
mitted that  he  hated  him.  Then  he  added, 
‘‘I  used  to  wish  that  1 could  be  six  feet  four, 
jiick  up  my  father  by  the  scruff  of  his  neck 
(he  <>estures)  and  say,  “Now,  look  here, 
you!!"  The  jiatient 's  statement  brousjht  re- 
sponses from  the  other  members  of  the  group 
on  the  theme  of  desiring  to  be  big,  .strong, 
and  powerful.  The  patient  mentioned  that 
he  .seemed  to  be  identified  with  his  father  in 
that  he  noticed  that  he  was  belligerent  toward 
his  son.  lie  re])rimanded  his  son  severely 
and  then  felt  guilty  afterwards,  lie  mused, 
“When  my  son  is  twenty  will  he  say  tilings 
about  me  like  1 do  about  my  father?" 

At  a subseipient  se.ssion,  the  patient  .stated 
that  after  leaving  the  jirevious  week,  the 
gi'oup  had  gone  in  for  coffee  at  a nearby  drug- 
store. The  Jiatient  notieed  a man  on  the 
stool  next  to  him  had  “cancer  of  the  no.se.’’ 
lie  ile.scribed  the  man’s  nose  as  having  been 
comjiletely  obl-iterated.  The  flesh  had  been 
eaten  through  on  both  sides  of  the  nose.  This 
sight  terrified  the  jiatient.  The  grouji  jisy- 
chotherajiist  asked  what  these  mutilations 
meant  to  him.  He  had  no  a.s.soeiations.  The 
grouji  jisychotherajiist  then  substituted  the 
word  ‘•defect’’  foi-  “mutilation.’’  The  jia- 
tient then  stated,  “That  rings  the  cash  regis- 
ter; I can  see  the  sign  coming  uji."  lie  felt 
that  “defect ’’  reminded  him  of  a defective 
brain  oi‘  insanity.  He  began  to  talk  about 
his  inferiority  feelings,  and  the  fear  of  haiin. 
He  felt  he  was  inferior  because  he  was  small 
jihysically.  The  gi'ouji  jisychotherajiist  asked 
what  else.  The  jiatient  stated  his  brain  was 
small.  He  was  intellectually  inferior.  When 
asked  what  else,  the  jiatient  lemarked,  “1 


can’t  (juite  think  what  else,  yet  1 have  the 
leiding  that  whatever  it  is.  it  must  be  sexual.’’ 
He  then  added,  “small  dick.” 

Now  the  Jiatient  talked  about  jiunishment 
Irom  (lod  and  his  fear  of  Hod.  He  even  feels 
guilty  talking  to  the  grouji.  He  should  be 
talking  to  a jiriest — a man  of  Hod.  These 
thoughts  which  he  exjire.sses  are  sinful.  He 
I'eealled  an  incident  in  his  childhood  when 
his  father  refused  to  coojierate  with  him  in 
his  desire  to  attend  a smninary  to  become  a 
Jiriest.  “1  told  father  if  he  didn’t  let  me 
go,  1 would  .jumji  out  the  window." 

The  Jiatient  then  talked  about  the  fear  of 
fathers.  He  told  the  grouji  again  how  na.sty 
he  was  to  his  own  .son  and  related  his  aware- 
ncs.s  that  in  doing  .so  he  will  jiroduce  in  his 
son  the  same  neurosis  he  has  now. 

At  the  final  hour,  the  theme  of  love  is  dis- 
cussed. It  develojied  that  the  jiatient ’s  shout- 
ing at  his  children,  his  jiunitive  attitude  to- 
ward them  is  his  defen.se  again.st  actual  mani- 
festations and  demonstrations  of  love  for 
them.  He  tells  of  fantasie.s,  of  coming  home 
at  night,  stojijiing  the  ear  as  he  is  about  to 
enter  the  driveway,  seeing  his  children  run 
UJI  to  him.  He  hugs  them  all  in  turn,  taking 
them  into  the  ear  and  driving  into  the  gar- 
age. “But  what  do  1 do  in.stead.  As  soon 
as  1 see  them  1 begin  to  yell  at  them.’’  He 
tells  of  witne.ssing  the  jiromotion  of  his 
daughtei'.  He  was  nervous  and  tense.  As 
he  stood  and  watched  the  children,  he  felt 
tears  welling  uji  in  his  eyes,  an  emotion 
which  he  struggled  to  control.  He  defends 
himself  against  this  demonstration  lest  he 
feel  like  a “sissy"  or  like  a very  dejiendent 
jierson. 

The  balance  of  the  session  was  devoted  to 
a self-evaluation  as  the  ivsult  of  the  grouji 
exjierience.  ( >ur  jiatient  took  the  initiative. 
He  sjioke  about  “coming  to  realize  that  my 
comjilaints  are  not  individual,  but  that  they 
aie  shared  by  othei's.  Beojile  have  such 
thoughts.  1 am  beginning  to  feel  there  is 
much  love  in  the  woild  and  that  1 am  not  the 
lejc'cted  jieisoii  1 at  times  feel.  1 am  learn- 
ing to  enjoy  some  measure  of  imh'jiendence. 
It  gives  me  the  sti'cngth  and  security  that 
I feel  1 must  have  been  seai’ching  for.  1 
feel  when  I enfc'r  a I'oom,  join  a gi-ouji,  that 
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I am  welcome.  I feel  less  often  that  it  is  al- 
ways necessary  for  me  to  make  a special  ef- 
fort to  impress  .someone  else,  that  I am  their 
e<iual  and  not  to  be  ignored.  1 have  a stronger 
feeling  that  I am  overcoming  feelings  of  in- 
security, inferiority,  and  rejection.  This  is 
helping  me  to  restore  my  self-confidence  and 
sPK'cess  in  overcoming  the  i)hobia  of  mental 
instability  that  has  ob.se.ssed  me.” 

I tiSCUSSION 

This  i>atient  grew  up,  unque.stionably,  in 
a highly  traumatic  setting.  There  is  re- 
])ressed  hostility  toward  his  father.  He  has 
overcompensated  tremendously  through  the 
years  for  feelings  of  inferiority  and  denial. 
With  an  increase  of  anxiety  and  insecurity, 
his  aggression  leaped  beyond  tactful  bounds 
and  obsessive  thoughts  rexu'esent  an  escape 
from  an  unconsciously  dangerous  world. 

His  anxiety  is  attributable  to  the  intensity 
of  his  sadistic  im])ulses,  which  he  feels  as  a 
threat  to  his  ego.  Such  feelings  are  associated 
with  his  obsession  of  insanity  and  come  on 
whenever  he  feels  inferior.  His  feelings  of 
incai)acity  would  lead  him  to  both  love  and 
hate  those  whom  he  feels  to  be  better  than 
him.self.  Some  attempt  was  made  to  corre- 
late his  feelings  of  inadequacy  with  unac- 
ceptable emotional  imx)ulses  from  early  years 
with  current  events.  The  greatest  effort  was 
made  in  the  direction  of  increasing  his  reality 
contact : an  attempt  was  made  to  have  him 

become  aware  that  so  much  of  the  anxiety 
that  he  attributed  to  present  day  situations, 
really  is  ascribable  to  childhood  events  and 
relationshijps. 

The  ])atient  tends  to  identify  himself  with 
unfortunates  in  many  ways.  He  tends  to 
identify  himself  with  those  who  are  mentally 
ill.  He  becomes  (juite  upset.  His  fear  of 
insanity  is  a defense  against  his  need  to  be 
in.sane  to  carry  out  certain  desires  in  an  un- 
inhibited, irresi)onsible  way.  Insanity  is  an 
escape  by  which  he  might  express  his  aggres- 
siveness without  fear  of  ipunishment  and  a 
way  of  droi)i)ing  his  responsibilities  without 
guilt.  Hence  we  witness  the  battle  between 
his  instinctual  drives,  his  deei.)  feelings  of 
inferiority,  and  his  ijunishing,  overly  strong 
superego. 


He  is  (pierulous  in  the  grou])  psychotherapy 
situation.  His  balance  neurosis  comes  into 
locus  and  with  it  his  needs  to  .secure  as  much 
as  po-ssible  from  others,  while  giving  as  little 
as  i>o.ssible  in  return  (oral  narcissistic  needs). 
Since  he  has  never  allowed  himself  to  be  de- 
])endent  on  anyone,  he  is  in.secure  in  ])sycho- 
therapeutic  relation.ships.  In  the  group, 
there  is  an  obvious  tendency  on  his  part  to 
reach  for  an  omni{>otent  i)osition  as  a mea- 
sure of  ])rotection.  He  attemi>ts  to  maintain 
omnipotence  by  trying  to  dominate  the  group. 

His  aggressive  attitudes  are  directed  out- 
ward, rai)ing  others,  or  against  himself,  raping 
himself  through  his  .superego.  His  feelings 
of  being  inadequate  are  tied  up  with  his 
I)roblem  of  identification : his  fear  of  being 

exidoited,  taken  advantage  of,  u.sed  as  a 
sucker.  It  is  the  i)roblem  of  being  a raping 
male  versus  being  an  outraged  woman.  He 
reacts  either  with  feelings  of  guilt  for  his 
aggre.ssiveness  or  alternately  with  feelings  of 
being  ex])loited  and  badly  treated  by  a ho.stile 
world.  He  also  has  a third  alternative : the 

escape  from  both  i)ossibilities  by  being  the 
de})endent  child.  In  which  case,  the  i)atient 
thinks  in  terms  of  two  extremes : either  the 

big,  ])owerful  man  who  needs  no  one,  or  else 
to  be  the  little  baby : instead  of  accepting 

the  ])resenee  of  both  elements,  e.g.  “In  every 
grown  man  there  is  the  little  child  who 
wants  to  x>lay.  ” He  has  always  .set  uj)  al- 
mo.st  imx)ossible  standards  of  success,  encour- 
agiug  failure  with  a subsecpient  castigation 
of  himself. 
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PSYCHOTHERAPEUTIC  GAINS  WITH 
TWO  CONTRASTING  CASES  IN  A 
CHILDREN'S  INSTITUTION 

W.  II.  Tkacv,* 

I )(‘la\v;ir(‘  City,  Del. 

The  i)iui)()se  of  this  paper  is  to  illustrate 
the  potential  value  of  |»syehothera|)y  with 
einotioually  disturbed  ehildi'eti  in  an  institu- 
tional settinjj.  Also,  it  is  our  endeavor  to 
])iesent  evidence  eojitrary  to  the  notion  that 
the  teehni(|Ue  of  psychotherapy  is  limited  in 
applicability  to  a few  select  ea.ses.  While 
undoubtedly  there  do  exist  .so-called  “un- 
tiratble”  eases,  it  api>ears  that  many  of  these 
severely  disturbed  eases  can  be  treated  sue- 
eessfully  in  an  institution  where  vai'ious  eon- 
ti'ols,  which  are  not  available  in  the  eoimnun- 
ity,  are  i)o.ssible.  The  two  eases  to  be  pre- 
sented here  represent  .seven*  disturbances  of 
diffeivnt  types.  P.sychotherapy  has  been  suc- 
cessful with  both.  Althou>rh  the  i)a])er  is  lim- 
ited to  the  pi-esentation  of  these  two  cases, 
many  others  n‘presentin<;  diliferent  variations 
of  personality  disturbances  who  have  benefited 
from  p.sychothera])}'  within  the  in.stitutional 
settiiiff  could  be  similarly  pre.sented.  These 
cases  are  offered  as  sujjfjestive  of  what  can 
be  accomplished  throufjh  p.sych()thera{)y  when 
adecjuate  personnel  and  time  are  available. 

No  claim  is  made  in  this  paper  that  “com- 
plete adjustment"  has  been  attained  by  the 
two  ea.ses  I'eported.  It  is  believed,  thoufth. 
that  these  cases  re[)iesent  succe.ssful  i)sycho- 
therapeutic  ftain.  By  this  is  meant  that  the 
individual’s  “adjustive  capacity"  has  in- 
crea.sed.  It  is  not  the  intention  of  the  writer 
to  im])ly  that  the  i)atient  has  made  an  ad- 
justment which  will  sustain  a*rainst  any 
trauma  throujrhout  his  life.  Such  an  implica- 
tion is  absurd.  Nevertheless,  the.se  patients 
have  manifested  a decree  of  improvement  in 
their  capacity  to  make  a{)propriate  adjustive 
responses  which  is  sufficient  to  warrant  their 
retuin  to  a home  environment.  This  imi)rove- 
ment  should  continue  after  they  leave  the 
Centei-  if  they  are  i)laced  in  a rea.sonably 
normal  family. 

Althoufili  it  is  realized  that  ecleticism  is  a 
l)sychotherapeutic  orientation  which,  inter- 
(‘stiiifily,  is  ojjposed  by  some  children’s  work- 
ers. it  is  readily  admitted  to  by  the  writer. 

• Acting  Chief  Ps.vchologist,  Gov.  Bacon  Health  Center 


It  is  his  personal  opinion  that  it  is  the  most 
valuable  orientation  at  our  present  stajje  of 
knowled«;e  of  personality.  Particular  de- 
pendence, howevei’,  has  been  placed  upon  the 
t h(‘ort*t ica I and  pi’actical  off’erinf>;.s  of  person- 
al istic  psychol()o:y  and  the  various  blanches 
of  psychoanalysis. 

While  the  ‘reneial  orientation  of  the  psy- 
chotherapy discussed  h(*i'e  is  (“cletic,  the  dom- 
inating: theme  is  psychodynamic.  By  this  we 
imply  a basic  concern  with  underlyinf>:  casual 
lelationships  in  behavioral  [ihenomena.  When 
the  behavior  is  abnormal  the  theiaiiist  as- 
sists the  disturbed  individual  to  become  aware 
of  the  casual  connections  between  hidden  dis- 
tuib(‘d  areas  of  his  personality  and  overt  mal- 
adjusted behavior.  The  therapist  also  pro- 
vides a wholesome  relationshii)  for  the  di.s- 
turbed  child.  At  times  he  actively  provides 
emotional  sup])ort  if  the  child  is  threatened 
by  actual  environmental  threat.  The  writer 
has  found  that  work  in*;  toward  a chan<;e  in 
attitudes  in  the  child,  particularly  when 
woikiiijr  with  the  delimpient  or  pre-delin<iuent 
child,  is  all  important.  With  most  cases  basic 
personality  stiTicture  is  usually  modified  little 
if  at  all.  Hff'iciency  in  utilizin«r  potential 
cosrnitive  abilities  may  imimive,  also,  as  areas 
of  affective  and  attitudinal  disturbance  be- 
come 1 eorji'anized. 

Several  ciiteria  which  are  of  value  in  as- 
.sessinf*:  the  pi’o<rress  of  psychotherajiy  are 
listed  here.  These  items  will  not  be  specif- 
ically referred  to  aftain  in  this  paper.  They 
aie,  though,  es.sential  for  any  objective  evalu- 
ation of  the  status  of  a case,  and  have  been 
utilized  in  evaluatin';  the  children  [iresented 
in  this  paper.  The  followin';  criteria  are 
presented:  (1)  Subjective  opinion  of  those 

who  are  ”;enerally  aecpiainteil  with  the  jia- 
tient  but  who  may  have  infreiiuent  direct 
contacts  with  him.  It  may  include  the  psy- 
chiatrist who  is  supervisin';  the  therajiist.  It 
may  also  encomi»a.ss  teachers,  nurses,  and 
house  counselors  (other  than  tho.se  who  have 
the  child  under  their  direct  supervision). 
(2)  The  <;eneral  adjustment  of  the  child  as 
observed  directly  by  his  immediate  super- 
visors in  school  and  cottafte  situations.  The 
teacher  can  contribute  f;re:itly  in  the  way 
of  evaluatini;  the  patient’s  prof;re.s.s  in  .school 
work,  including  his  Keneral  behavior  as  well 


August,  1952 


Delaware  State  IMedical  Journal 


219 


as  his  state  of  mental  efficiency.  The  cottage 
counselor  is  in  a uniciue  position  to  observe 
the  child  in  what  most  simulates  a home  sit- 
uation. As  well  as  the  child's  general  be- 
havior, specific  ])roblems  in  the  areas  of  emo- 
tional responsiveness,  aggression,  eating,  and 
voiding  can  be  readily  observed.  (3)  The 
subjective  estimate  of  the  p.sychotherapist 
who  is  treating  the  child.  This  opinion  should 
not,  of  course,  be  biased  in  favor  of  an  xni- 
jnstified  impression  of  improvement  in  the 
child  under  his  guidance.  It  is  usually,  how- 
ever, the  trained  therapist  who,  because  of  his 
intimate  understanding  of  the  case,  is  in  the 
best  position  to  decide  whether  imirrovement 
is  real  and  what  the  chances  are  of  its  being 
sustained  over  a ])eriod  of  time. 

As  far  as  the  evaluation  of  psychotherapy 
is  concerned,  a logical  fprestion  is  to  what 
extent  the  improvement  in  a ease  is  due  to 
other  factors,  such  as  change  of  environment 
and  physical  maturation.  Undoubtedly,  the 
change  from  a jrathologic  to  a healthy  environ- 
ment will  be  sufficient  to  bring  about  imjrrove- 
ment  in  some  not  too  seriously  disturbed 
children.  It  has  been  the  writer's  experience 
that  children  who  are  as  disturbed  as  the 
two  boys  reported  on  in  this  paper  reciuire 
more  specific  help  than  that  provided  by  en- 
vironmental change.  Observatiorr  of  similar- 
cases  in  this  and  other  irrstitutiorrs  has  re- 
vealed that  without  specific  psychotherapy 
these  cases  show  far  from  optional  improve- 
ment. The  same  situatiorr  holds  true  for 
physical  maturation.  Severe  disturbances  are 
u.sually  not  just  “outgrown.”  Again,  it  has 
been  dernorrstrated  repeatedly  that  with  se- 
verely maladjusted  children  their  disturbance 
will  persist  in  spite  of  physical  development 
unless  these  specific  remedial  mea.sures  are 
instituted. 

The  two  cases  to  be  irresented  in  summary 
form  were  .selected  for  presentation  because 
of  the  contrasts  in  the  form  of  personality 
disturbances  and  of  the  psychotherapeutic 
progress  that  has  been  achieved  with  each  of 
these  extremely  disturbed  cases. 

Case  A 

Danny  at  one  time  was  a good  example 
of  the  “acting  out”  delinquent  boy.  He  has 
been  at  the  Center  for  nearly  three  years. 


Ills  delimpiencies  are  non-existent  now,  and 
he  is  generally  considered  a likeable  boy  who 
has  made  definite  progress.  Danny  was  re- 
ferred to  the  Center  in  1949  following  var- 
ious delinquencies,  including  stealing.  An 
alternative  i)lan  had  previoulsy  been  consid- 
ered. This  was  that  Danny  be  given  a trial 
in  a foster  home.  If  this  failed  he  was  to 
be  sent  to  the  Boys’  Industrial  School.  It 
ultimately  was  decided  thaUhe  come  to  the 
Governor  Bacon  Health  Center.  Here  he 
wonld  receive  the  advantages  of  environ- 
mental protection  and  ])ossibly  individual 
psychotherai>y. 

The  p.sychiatric  .staff  pre.sentation  of  the 
case  was  as  follows  : ‘ ‘ Formulation  : This 

is  a ten  year  old  white  boy,  who  is  the  i>roduct 
of  a disorganized  home  in  which  he  has  re- 
ceived little  emotional  or  material  sui)port 
from  either  his  father  or  mother  ...  he  has 
reacted  to  his  difficulties  with  hostility  to- 
wards a world  in  which  he  finds  more  enemies 
than  friends.  He  is  “convinced  that  his 
mother  has  rejected  him  and  is  not  hesitant 
in  verbalizing  this  to  the  world.  There  is 
evidence  also  of  a severe  speech  defect,  to- 
gether with  serious  educational  disabilities. 
These  factors  put  together  indicate  a serious 
degree  of  maladjustment  in  later  life.  His 
short  attention  span,  and  lack  of  motivation 
will  probably  cause  difficulty  and  keep  him 
from  getting  along  in  school  and  otherwise. 

Diagnosis:  Primary  Behavior  Disorder, 

Conduct  Disturbance,  Personality  Disturb- 
ance. Social  Problem. 

Prognosis:  Extremely  poor,  and  is  depend- 
ent upon  the  degree  of  conditioning  he  can 
receive  and  his  willingness  to  conform  with 
social  mores.  ’ ’ 

Several  psychological  examinations  have 
been  administered  to  Danny.  All  have  indi- 
cated borderline  global  intelligence  at  best. 
Some  evidence  for  low  average  potential  in- 
telligence was  available.  Variability  in  the 
intelligence  scale  subtest  clusters  indicated 
severe  personality  disturbance.*  Physical 
examination  was  negative. 

Danny's  school  and  cottage  adju.stment 
here  at  the  Center  was  disturbed  for  some 

* For  material  pertaining  to  the  dynamic  relationship  be- 
tween intelligence  and  ptersonality  structure  see  Jastak, 
Joseph:  A Plan  for  the  Objective  Measurement  of 

Character,  J.  Clin.  Psychol.,  pp.  170-177,  1948. 
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time  alter  admission.  In  seliool  he  was  dis- 
obedient. lie  ran  away  t'leiiuently,  and  made 
essentially  no  improvement  at  tirst.  While  it 
is  appreeiated  that  his  inlellifjenee  level  was 
not  capable  of  hi<rh  achievement  in  school 
subjects,  his  disturbed  behavior  in  the  class- 
room to  which  he  had  been  assijjned  here  at 
the  Center  was  es.sentially  the  result  of  his 
personality  disturbance  I'ather  than  his  in- 
tellectual level.  The  class  assi<>:nments  and 
his  peers  in  the  room  were  on  a level  where 
he  was  obviously  not  intellectually  threatened. 
In  his  cottafi'e  he  adjusted  jioorly.  He  fre- 
(juently  disiilayed  temjier  flareups  and  fre- 
(piently  led  his  cotta<ie  mates  in  deliiuiuent 
acts.  He  also  suffered  from  nocturnal  enur- 
esis and  ni<>:ht  fears.  His  poor  motor  co- 
ordination was  (piite  noticeable. 

Immediately  following-  a .series  of  actin»: 
out  episodes  in  his  cottajie  and  school  Danny 
was  assifjned  to  the  writer  for  erner<rency 
indiviilual  ])sychotherai)y.*  After  a few  psy- 
chotherapy  sessions  it  was  decided  that  he 
continuine  in  **  individual  therapy  on  a re<i:- 
ular  basis.  The  first  aim  was  to  establish  a 
sound  relationship  with  Danny.  This  rela- 
tionship would  .serve  as  a jisycholo.sical 
“anchor"  in  stabilizinf;  his  a<>:“:ressive,  actin<r 
out  behavior.  This  lelationship  was  estab- 
lished, and  Danny's  behavior  <rradually  be- 
came more  socially  acceptable.  At  first  he 
was  over-solicitous  to  the  therapist.  He  kept 
his  hostile  feelin«>s  supressed  while  with  him. 
In  other  situations  inadeciuately  controlled 
ago'ression  still  jioured  forth.  This  ceased 
eventually.  He  bejian  to  hriufr  his  problems 
into  therapy.  Fre(|Uently  he  would  liecome 
(piite  upset  over  the  slijilitest  imivoeation 
while  in  the  therapist's  office.  Durinii  these 
teni])er  outbursts  he  would  ups(>t  the  office 
and  “test  out"  the  therai>ist's  jiatienee  to 
the  limit.  P>y  this  time  the  initial  relation.ship 
had  become  sufficiently  stronji.  Con.seipient- 
ly  the  therapist  was  able  to  work  throu«;h 
with  Danny  .some  of  the  reality  problems  in- 
volved in  such  Ix'havior.  Then  followed  a 
period  of  “why"  did  he  behave  the  way  he 
did.  With  inereasiii"  understanding  of  cause 
and  effect  relationships  in  his  behavior,  as 
well  as  incivasiii};  awareness  of  the  satisfae- 

* All  p.sychotherapy  is  under  the  direction  and  super- 
vision of  the  Psychiatric  Staff. 

••  Danny  had  previously  been  in  group  therapy  for  a 
short  time. 


tion  of  socially  conformin>r  behavior,  he 
"ained  increasinfj:  control  over  his  outbur.sts 
of  hostility.  The  fact  that  the  therapist 
could  accept  him  in  his  rebellious  moods,  and 
still  try  to  understand  and  help  him  control 
himself,  was  of  inimary  imiiortance  with 
Danny — as  it  is  with  all  cases  of  this  type. 

Danny  has  been  .seen  in  approximately  240 
hours  of  psychotherapy.  At  the  present  time 
he  is  a (rood  candidate  for  an  adecpiate  fo.ster 
home  placement.  He  has  gained  a rejnita- 
tion  of  hoiu'sty  and  amiability  with  his  cot- 
tage counselors.  His  temper  is  under  control. 
He  does  more  than  coojierate.  He  actually 
assumes  leadershij)  in  con.structive  work  and 
[)lay  about  his  cottajre.  For  .several  months 
Danny  has  succi*ssfully  participated  in  Boy 
Scout  activities  and  is  now  a full  fledfjed  and 
hijjhiy  thoufjht  of  member  of  this  organiza- 
tion. He  has  sublimated  much  of  his  asifrres- 
sive  ener<jy  into  sports,  buildin*r  projects,  and 
into  his  desii-e  to  be  a .soldier  some  day.  In 
.school  his  motivation  and  cooperativeness  are 
appreciated  by  his  teachers.  Scholastic 
achievement  is  limited  by  his  intelligence 
level.  However,  his  ability  in  manual  work 
is  ^ood  evidence  of  potentially  hifiher  intelli- 
irenee,  at  least  in  the  non-academic  area. 
Danny  has  received  speech  therapy  durins;  the 
past  year.  He  has  jirofited  from  it  and  now 
speaks  relatively  well.  Noeturnal  enuresis 
still  persists  to  some  extent.  It  is  believed 
that  this  syinjitom  will  ijradually  dimini.sh 
until  it  disapiiears  entirely.  His  motor  co- 
ordination has  improved  noticeably  althou"!! 
he  still  shows  occasional  si>;ns  of  poor  co- 
ordination when  excited  or  anxious.  One  can 
speculate  that  improvement  in  voluntary 
mu.scular  control  and  diminishment  of 
enuresis  may  procec'd  tofiether. 

At  the  piesent  time  the  outlook  for  Danny 
.seems  far  better  than  it  did  two  years  a^ro. 
The  therapist  is  not  deluded  into  thinkin<; 
that  all  will  neecs.sarily  ^o  well  with  Danny 
henceforth.  He  is  not  an  ideally  adjusted 
child.  However,  he  has  improved  significant- 
ly. Improvement  is  ])articularly  noted  in  his 
attitudes,  his  frustration  tolerance,  and  his 
ability  to  substitute  for  impulsive  outbui-sts, 
realistic,  adjustive  action.  He  is  not  a suit- 
able candidate  for  a more  intensive  tyiie  of 
psychotherapy  because  of  his  intelli<;ence 
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level,  lie  needs  at  this  point  an  adeipiate 
home  environment.  If  he  can  be  placed  in  a 
home  which  will  jirovide  an  average  amount 
of  control  and  affective  support,  much  will 
be  accompli.shed  to  insure  his  continued  suc- 
cessful adju.stment.  His  school  placement  in 
the  community  should  be  on  a level  commen- 
surate with  his  ability  level.  Although  his 
general  intellectual  level  remains  the  same, 
his  effective  use  of  his  intelligence,  i.e.,  his 
personality  integration,  has  improved.  This 
should  be  of  value  to  him  in  his  school  studies 
— up  to  the  limits  of  his  intelligence  level. 

Case  B 

Larry  presents  a contrasting  picture  to 
Danny.  When  Larry  came  to  the  Center  he 
was  withdrawn  almost  to  the  point  of  incom- 
municability. He  demonstrated  no  delin- 
quent tendencies.  He  was  shy,  fearful  and 
pathetically  inadequate. 

In  1950  the  Diagnostic  Staff  formulated 
the  case  as  follows: 

“Formulation:  This  is  an  eight  year  old 

white  boy  who  comes  from  a disturbed  fam- 
ily ; the  parents  are  divorced.  . . The  mother 
is  an  unstable,  neurotic,  inadequate  woman, 
who  apjiarently  has  never  been  a sti'ong  fig- 
ure in  the  lives  of  her  three  children.  The 
father  has  been  out  of  the  family  for  a full 
year  now  and  is  unreplaced  by  any  other  male 
figure.  Larry  is  referred  to  the  Center  be- 
cause of  his  gross  retardation  in  all  school 
subjects,  and  inability  to  make  anything  like 
an  adequate  social  adjustment  to  his  school 
colleagues  or  community  friends.  He  is 
brought  here  under  the  premise  that  his 
troubles  stem  from  a physical  disability,  al- 
though this  offered  illusion  is  (piickly  shat- 
tered, and  the  mother  can  grudgingly  ac- 
knowledge that  her  marital  disruptions  and 
own  personal  inadecpracies  have  a share  in 
the  child's  difficulty. 

Within  the  institution  the  initial  impres- 
sion of  this  boy  is  rather  a pathetic  one  of 
a forloi'n,  inexju'essive,  inadequate  boy  who 
is  overwhelmed  by  fears  and  anxieties,  con- 
stricted emotionally  and  physically,  almost  to 
the  point  of  immobility.  He  is  withdrawn, 
taciturn,  unsocial,  distractible,  anxious,  un- 
jiroductive.  He  seeks  solitary  ])lay  and  has 
to  be  forced  into  group  activities  . . . Psycho- 


logically, he  is  of  average  intelligence,  mani- 
fe.sting  dysfunction  in  the  areas  of  language 
facility,  and  motivation.  He  is  severely 
withdrawn  and  constricted  . . . 

Diagnosis:  Primary  Behavior  Disorder, 

Personality  Disturbance,  with  neurotic  trends 
and  Conduct  Disturbance.* 

Prognosis  : (1  uardedly  unfavorable.  ’ ’ 

As  well  as  the  symptoms  already  described, 
Larry  manifested  encopresis,  and  both  noc- 
turnal and  diurnal  enuresis. 

Psychotherapeutic  movement  with  Larry 
was  very  slow.  He  lacked  initiative,  was  non- 
verbal, and  .showed  no  si>antaneity  in  motor 
activities.  Psychotherapy  in  process  was  de- 
cidedly unspectacular.  It  was  many  months 
before  an  adeiiuate  therai)eutic  relationship 
was  estalilished.  Psychodynamically,  it  was 
obvious  that  Larry's  psychic  energy  was  tied 
up  in  his  many  symjitoms.  Energies  were 
directed  inward,  .so  to  speak,  rather  than  be- 
ing ex])ressed  in  social  participation  with  his 
]>eers  or  in  learning  situations  in  school. 
Fundamentally,  it  appears  that  Larry's  ener- 
gies were  bottled  up  because  of  a psychologi- 
cal mixture  of  fear  of  and  hatred  toward 
])eople.  His  withdrawal  tendencies  resulted 
from  his  fearfulness.  His  fearfulne.ss  had 
stemmed  from  a nearly  complete  suppression 
of  self-assertive  and  aggressive  needs.  Be- 
ing unable  to  gain  libidinous  satisfactions 
from  external  reality  contacts  he  found  them 
in  his  autistic  symptoms.  He  was  unable  to 
mobilize  sufficient  “free"  energy  to  attack 
his  school  .subjects  vigorou.sly — iu  a sense, 
learning  is  an  aggressive  act.  Larry's  ag- 
gressive energy  had  been  internalized.  Self 
exjiression  con.sequently  had  become  limited. 

In  jisychotherapy  (Larry  has  had  approxi- 
mately 180  hours  of  individual  psychother- 
apy) one  of  the  aims  was  to  assist  Larry  in 
gaining  confidence  in  himself.  The  writer 
has  little  trust  in  the  iiermanent  success  of 
direct  methods  of  increasing  confidence  by 
])ersuasion  and  sugge.stion  with  cases  of  this 
sort.  It  was  only  as  the  relationship  with 
the  therapist  increased,  and  as  Larry  became 
able  to  ex])ress  himself,  that  his  confidence 

• One  year  later  in  reviewing  the  case  the  Psychiatric 
Staff  raised  the  question  that  perhaps  the  original  dis- 
turbance had  been  more  of  a schizophrenic  rather  than 
a neurotic  process.  However,  apparently  due  to  progress 
in  therapy,  the  diagnosis  remained  the  same  except  that 
"conduct  disturbance”  was  dropped  inasmuch  as  no 
evidence  of  conduct  disturbance  had  been  demonstrated. 
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bejran  to  increase.  Likewise  his  fear  of 
jieople  (which  was  tied  in  with  Ids  unex- 
pressed hostile  feeliiifis  toward  them)  le.s.sened 
as  lie  hecaine  hetter  able  to  verbalize  and 
ex])ress  his  feelin<>:s. 

The  therajiist  also  worked  with  Lai-ry  on 
estahlishin<>:  a cause  and  effect  relationship 
between  his  syni|)toms  and  the  dynamic  forces 
lyin<r  behind  them.  It  became  more  obvious 
to  Larry  and  therajii.st  alike  that  Larry's 
suiiiiression  of  his  .self  as.sertive  needs  was 
instiTimental  in  suppressing;  his  development 
in  many  other  areas  of  .self-exiiression,  e.g., 
socializino’  and  learnin<;  in  school.  It  should 
be  emphasized  that,  althoufth  Larry  became 
more  as;<;res.sive,  he  was  not  directly  encour- 
aficil  in  this  direction.  This  would  have  been 
as  valueless  as  usin<;  a direct  approach  to 
develop  confidence.  Furthermore,  with  cases 
of  this  type  a comiiensatory  jilun^e  into  anti- 
.stK'ial  as;f;ression  has  to  be  carefully  "uardeil 
aj;ainst.  As  Larry  has  worked  throu<;h  many 
of  his  fellin<;s  of  parental  rejection  and  hos- 
tility toward  his  parents,  his  .symptoms  have 
le.ssened. 

At  the  pre.sent  time  Larry  .shows  consid- 
erable improvement  in  spontaneity.  He  has 
“come  out  of  his  shell.”  He  is  more  self- 
assertive  when  the  reality  situation  demands 
it.  He  can  discu.ss  his  problems  more  ade- 
quately. Althoufth  he  is  reserved  with  adults 
whom  he  does  not  know  well,  he  shows  the 
ability  to  warm  u[)  to  them  once  he  becomes 
ac(juainted.  In  his  cotta^re  Larry  has  become 
the  leader  of  his  peers.  He  handles  himself 
well  physically  but  is  not  a bully.  He  is  re- 
spected and  liked  by  his  cottage  mates.  In 
.school  his  teacher  reports  remarkable  im- 
provement. She  describes  him  as  “a  real  boy 
now.’’  He  still  needs  some  more  specific  help 
in  readin*;,  but  with  his  improved  mental  ef- 
ficiency this  .should  not  create  too  f;reat  a 
problem.  In  sports  he  has  become  a capable 
player.  Larry's  encopresis  appears  to  have 
ceased.  He  still  wets  him.self,  but  be  is  <;rad- 
ually  improvin';  in  this  area. 

Larry's  future  outlook  now  apjiears  to  be 
favorable.  He  can  profit  by  more  intensive 
psychotherapy,  although  if  his  environment 
is  adeipiate  he  can  get  along  without  it.  In 
any  ca.se,  he  no  longer  needs  to  receive  psy- 
chotherapy in  an  institutional  setting.  His 


parents,  who  are  reuniting,  feel  that  he  is 
.so  normal  that  they  are  demanding  that  he 
return  home. 

1 )iscrs.siON 

If  reasonable  succe.ss  in  psychotherajiy  has 
been  demon.strated  with  the  two  severely  dis- 
turbed cases  jire.sented  in  this  paper,  pros- 
l>ects  for  many  disturbed  children  appear 
brighter.  For  tho.se  children  suffering  from 
milder  degrees  or  types  of  disturbance  the 
outlook  should  be  brightest  of  all.  But  we 
need  not  restrict  our  p.sychotherapeutic  ef- 
forts to  the  moderately  disturbed  children. 
With  a greater  expenditure  of  energy  many 
of  our  more  seriously  disturbed  children,  too, 
can  be  successfully  treated. 

If  one  raises  the  (luestion  of  jiermanecy  of 
l)sychotherapeutic  gain  it  leads  us  right  to 
the  social  problem  of  how  to  improve  home 
and  family  environments  to  the  i>oint  that 
a returning  child  who  has  worked  through 
his  personality  disturbances  will  not  become 
disturbed  again.  This  (piestion  cannot  be 
answered  easily.  We  do  know  it  is  po.ssible 
to  help  children  while  they  are  in  the  insti- 
tution in  spite  of  corrupt  or  disorganized 
families.  We  also  know  that  a child's  frus- 
tration thre.shold  may  be  significantly  in- 
creased. This  still  implies  psychological 
limits  beyond  which  he  cannot  tolerate.  Like- 
wise, we  expect  individual  differences  in  abil- 
ity to  tolerate  frustration.  From  the  time 
that  the  child  reaches  his  optimal  level  in  this 
resjiect  we  can  from  then  on  expect  diminish- 
ing returns  from  p.sychotherajieutic  effort. 
The  problem  then  becomes  one  of  environ- 
mental manipulation. 

In  closing  this  paper  on  iKsychotherajiy 
within  an  in.stitutional  setting  a word  should 
be  said  about  “the  setting.”  Ideally,  psy- 
chotherapy is  the  central  process  in  a thera- 
peutic milieu.  Neverthele.ss,  a total  approach 
by  the  entire  staff  is  e.ssential  for  the  im- 
provement of  the  child.  Teachei’s  and  house 
counselors,  as  well  as  the  psychiatric  and 
medical  staff',  have  all  contributed  to  the  suc- 
ce.ss that  has  been  achieved  with  our  ca.ses 
here.  Insofar  as  we  are  concerned  with  the 
type  of  jiersonnel  capable  of  working  with 
disturbed  children,  it  appears  that  the  more 
maladjusted  the  patients,  the  greater  the 
need  for  mature  .staff  members  with  high 
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integrative  capacity.  When  the  combined 
efforts  of  the  entire  staff  are  devoted  to  help- 
ing a child,  the  role  of  individual  psycho- 
therapy is  a catalytic  one.  Psychotherapy 
opens  the  door  for  other  workers  to  develop 
relationships  and  to  encourage  the  child  to 
engage  in  other  therapeutic  activities.  The 
two  children  discussed  in  this  paper  were  able 
to  profit  most  from  the  helpful  adults  in  the 
institution  after  .sustained  psychotherapy  had 
made  it  possible  for  them  to  do  so. 
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THE  ROLE  OF  THE  PSYCHIATRIC 
SOCIAL  WORKER  IN  MENTAL  HEALTH 
EDUCATION 

Hazel  Browne  Madry  ; i\l.A.,  1\1..S.W.,’'^ 
Delaware  City,  Del. 

With  the  imiirovement  in  physical  health 
which  is  the  re.sult  of  preventive  medicine, 
emotional  health  becomes  the  primary  health 
jiroblem.  Those  engaged  in  any  of  the  pro- 
fessional disciplines  concerned  with  the  diag- 
nosis and  treatment  of  the  emotionally  dis- 
turbed and  mentally  ill  feel  a real  responsi- 
bility to  participate  both  directly  and  indi- 
rectly in  a program  of  mental  health  educa- 
tion. Services  of  mental  health  clinics  and 
residential  psychiatric  treatment  centers  such 
as  Covernor  Bacon  Health  Center  are  not  al- 
ways understood.  Psychiatric  social  workers 
by  training  and  tradition  are  i)eculiarly  con- 
cerned with  the  adjustment  of  the  individual 
and  his  ability  to  enjoy  relations  with  others. 
While  the  American  Psychiatric  A.s.sociation 
recommends  a seven  point  program  of  mental 
health  education,  psychiatric  social  workers 
are  participating  in  mental  health  education 
in  three  areas;  and,  in  teamwork  with  the 
psychiatrists.  They  are  concerned  with  ( 1 ) 
interpretation  of  information  and  function 
(2)  leadership  and  cooperation  in  jirograms 
already  set-up  and  (3)  research. 

• Psychiatric  Social  Worker,  Gov.  Bacon  Health  Center. 


Interpretation 

Interpretation  occurs  at  intake  as  a major 
function  of  the  psychiatric  social  worker  in 
a mental  health  clinic  or  psychiatric  hospi- 
tal. This  general  practice  is  approved  for  the 
psychiatric  social  wmrker  has  a jiarticular  ad- 
vantage provided  through  training  which  de- 
velops the  interviewing  technique.  To  this 
assigned  function,  the  iisychiatric  social  work- 
er through  her  warmth  and  ease  of  ajiiiroach, 
demonstrates  at  the  first  meeting  the  attitude 
of  the  professional  staff'  of  the  clinic  or  psy- 
chiatric hospital.  She  is  familiar  wdth  the 
resources  of  the  community  and  is  sensitive 
to  the  problems  of  a troubled  person.  The 
skill  with  wdiich  interpretation  is  made  at 
the  time  of  the  patient’s  first  visit  may  sig- 
nificantly influence  the  therapy. 

The  Committe  on  Psychiatric  Social  Work 
of  the  American  Psychiatric  Association  be- 
lieves that  as  a staff  member  of  a ii.sychiatric 
hosiiital,  the  psychiatric  social  worker  has  im- 
portant responsibilities  of  interpretation 
which  is  outlined  as  follows : 

a.  To  assist  in  the  interpretation  of  the 
hospital’s  facilities  and  program  to  the  i>a- 
tient  and  his  family; 

b.  A.ssistance  to  the  family  with  jiroblems 
arising  from  the  patient’s  admission  to  the 
hospital,  amelioration  of  the  family  anxieties 
in  relation  to  the  threat  of  having  a mentally 
ill  relative ; interpretation  to  the  family  of 
the  hospital’s  tx’eatment  procedures; 

c.  Formulation  of  plans,  with  the  assist- 
ance of  other  community  .social  agencies, 
which  might  make  admission  less  urgent  or 
occasionally  prevent  unnecessary  or  ill-ad- 
vised admissions ; 

d.  Establishing  a relation.ship  with  the 
family  which  will  encourage  them  to  maintain 
a ])ositive,  non-rejecting  attitude  throughout 
the  period  of  care,  ultimately  helping  them  to 
receive  the  returning  patient  with  understand- 
ing and  acceptance ; 

e.  Helping  the  patient  to  understand  that 
the  psychiatric  social  wmrker  serves  as  a link 
between  him,  his  family  and  the  commun- 
ity. Thus  the  social  worker  wdll  assist  in 
maintaining  and  preserving  the  iiatient’s 
family  and  community  ties. 

In  the  same  setting  the  psychiatric  social 
worker  in  Family  Care,  w'hich  is  the  place- 
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iiK'iit  of  i)iiti(>Mts  with  fiiniilies  otlu'r  than 
their  own  for  care  and  tivatment,  lias  the 
major  responsiliility  for  interjiretation.  In 
addition  to  finding:  a suitalile  lioine,  she  must 
lie  able  to  interpret  tlie  jiatient  and  Ids  needs 
to  tlie  foster  family.  The  American  I’.syehia- 
tiie  .\ssoeiation  recommends  that  adequate 
time  he  allotted  to  the  psychiatric  social  work- 
er for  eommunity  interpretation.  The  duties 
and  resixmsibilities  of  the  ]).syehiatrie  social 
worker  in  the  hospital  and  mental  hygiene 
clinic  place  her  in  a very  advanta<reous  posi- 
tion to  develop  constructive  attitudes  toward 
the  reco»nition  and  treatment  of  personality 
disturhanees  in  children  and  of  mental  ill- 
ness and  to  secure  the  ])artici])ation  of  lay 
lieople  in  the  develoinnent  of  favorable  atti- 
tudes towards  elinie  and  jisychiatrie  hospital 
cai'c.  With  jisyehiatric  patients  continually 
leturninji'  to  the  community,  there  is  real  and 
urgent  need  for  an  informed  ])iil)lie  to  de- 
velo])  an  awareness  and  acceptance  of  these 
patient's  problems.  There  is  no  other  jiro- 
fessional  smmp  (pialified  by  trainin<j  and  ex- 
perience to  assume  this  responsibility. 

A<*ain  in  the  education  and  trainin«:  pro- 
•iram  within  the  psychiatric  hospital  for 
other  non-social  work  iiersonnel,  it  is  the  spe- 
cific responsibility  of  the  social  worker  to  in- 
terpret the  content  of  her  own  jirofessional 
activities. 

On  a broader  basis,  the  ])sychiatric  social 
worker  also  particiiiates  in  interpretation 
through  woi'k  in  councils  of  social  as>ncies  and 
other  civic  and  professional  or<ranizations. 
The  Committee  on  Psychiatric  Social  Woi’k 
of  the  American  As.sociation  states  that : 
because  of  the  trainin<;  of  the  psychiatric  so- 
cial worker  in  community  orjranization,  as 
well  as  in  ca.sework,  she  understands  the  en- 
vironmental variations  and  is  skillful  iu 
ada|)tin":  her  jirofessional  efforts  to  different 
conditions  within  and  outside  the  elinie  (and 
the  hosjiital).  She  is  the  member  of  the 
(clinic  or  hosjiital))  staff  who  works  most  fre- 
(juently  with  sources  of  referral  and  imjuiry 
and  is  therefore  the  inojau-  rejiresentative  to 
intejiret  the  elinie  (and  hosjiital)  .services  ami 
juoeednres  to  a jiotential  jiatient,  his  family, 
and  referriinjT  health  or  welfare  agencies  at 
the  jioint  of  intake.  In  fact,  even  before 
actual  referral,  she  may  interjiret  the  clinic 


and  hosjiital's  function  and  helji  an  indi- 
vidual or  afrency  to  determine  whether  its 
.sei’vices  are  ajijirojiriate  to  the  jiroblem,  or 
she  may  jioint  out  more  suitable  resources  in 
the  community.  Since  the  interjiretation  of 
community  .sei  vices  in  relation  one  to  another 
is  an  intefrral  jiart  of  social  work  jiractice, 
the  matter  of  interjiretation  is  usually  as- 
sium'd  to  the  jisychiatrie  social  worker. 

Lkaiikhshii*  and  Paktk’II’ation  in 
( JoiNu  ( )i«:anizations 

Psychiati'ic  social  workei’s  are  actively  en- 
irasjed  as  leaders  in  mental  health  education 
jiid^rams  ujion  the  reijuests  of  «:rouj>s  within 
the  community.  The  ji.sychiati’ic  social  work- 
er at  (iovernor  Bacon  Health  (’enter  is  fre- 
(juently  called  ujion  to  lead  di.scussions  for 
jiarent-teacher  and  child-study  <rroujis,  for 
teenaffers,  service  clubs,  women’s  clubs  and 
chui'ch  "I'oujis.  The  jiublic  health  nurses, 
student  nurses  and  teachers  of  different  edu- 
cation levels  and  sjiecialities  have  al.so  re- 
(juested  leader.shiji  in  their  jirofirams.  W'e  do 
not  attemjit  a cold  discussion  of  jisychiatrie 
jirincijiles  but  lather  use  the  material  which 
is  a jiart  of  the  everyday  life.  The  actual 
teachinji  of  mental  hyjriene  concejits  and 
knowledsie  of  their  ajijilication  remains  the 
function  of  the  jirofessional ly  trained  jiei-son- 
nel — the  jisychiatrists. 

In  the  jKisition  of  <;rouji  leader,  the  role 
of  the  ji.sychiatric  social  worker  is  essentially 
the  same  as  that  of  a skillful  caseworker.  She 
must  be  attentive  to  the  needs  of  the  <;rouji 
as  she  is  to  the  jiatient.  She  sjuides,  sujijile- 
ments  and  inte*rrates  the  discussion  around 
the  fironji's  own  interest.  The  jiroblem  in 
the.se  discu.ssions  is  to  insjiire  the  listeners  so 
that  they  will  jiractice  what  they  have  learned. 
The  illustrations  .should  be  jiractical  with  a 
focus  on  those  jiroblems  in  which  imjirove- 
ment  is  jiossible  rather  than  on  the  jiatholojry 
oi-  destructive  outcome  where  jirincijiles  and 
concejits  of  mental  health  are  ijrnored.  The 
simjile  statement  is  often  made  to  a jiarent's 
»rouji  that  so  often  the  basic  needs  of  the 
child  for  attention  and  ajijiroval  can  be  so 
easily  overlooked  by  well-meanin<>:  jiarents. 
This  is  followed  by  the  siiiisjestion  that  jiar- 
ents arranjre  to  irive  each  child  some  time 
alone  even  if  this  be  limited  to  a few  minutes 
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each  day.  It  has  been  oratifyin<j;  to  have 
I)arents  who  follow  this  suggestion  report  at 
meetings  that  they  have  enjoyed  a i)leasanter 
week  and  believe  they  learned  something  new 
and  beneficial  in  each  period  spent  with  the 
child.  i\ly  feeling  is  that  we  need  a genuine- 
ly positive  approach;  “people  want  to  be  re- 
assured rather  than  threatened.’’  Through 
the  discussion  of  mental  health  principles 
with  a group,  individuals  learn  that  there 
are  ways  out  of  inter-personal  difficulties  that 
do  not  require  one  to  be  made  over  into  a 
radically  different  personality.  Everywhere 
there  is  a spirit  of  earnest  imiuiry  and  atti- 
tudes change  almost  visibly.  Having  confi- 
dence in  ]\lr.  and  i\Irs.  Everyday  Parent,  I 
find  that  for  the  most  part,  they  do  their  job 
well.  It  is  our  function  to  enable  them  to 
increase  their  skill  in  the  art  of  ])arenthood, 
thereby  experiencing  the  thrill  of  their  crea- 
tive effort  and  pleasure  in  their  children.  i\ly 
favorite  discussion  with  parents  is  centered 
around  the  siibject  Enjoy  Your  Children. 

We  find  at  (lovernor  Bacon  Health  Center 
that  the  presentation  of  a staff  conference  to 
])rofessional  j^eople  in  related  fields  demon- 
strates the  team  approach  to  diagnosis  and 
planned  therapy.  The  observations,  informa- 
tion, the  i)hysical  examination,  psychological 
studies  and  i)sychiatric  examination  are  thor- 
oughly studied  so  that  we  secure  an  under- 
standing of  the  origin  of  the  problem  and 
its  development  which  lead  to  the  parent's  re- 
quest that  the  child  be  removed  from  the 
home  temporarily.  These  staff  conferences 
and  discussions  in  which  the  psychiatric  social 
worker  participates  emphasizes  the  integra- 
tion of  all  services  at  the  Center.  The  goal 
of  treatment  is  determined  by  this  kind  of 
teamwork. 

The  following  suggestions  may  be  used  as 
guides  in  setting  up  groups  for  discussion. 
First,  there  should  be  a basis  of  common  in- 
terest ; for  example  young  parents  impuring 
about  the  emotional  development  of  pre- 
school children.  A second  consideration 
should  be  directed  towards  keeping  the  groups 
small  so  that  a protective  in-group  feeling- 
will  stimulate  a willingness  and  freedom  of 
discussion.  Small  groups  create  a favorable 
emotional  climate  which  permits  the  discus- 
sion of  new  ideas  and  lends  encouragement 


to  their  expression,  thereby  making  it  possible 
to  integrate  new  ideas  with  what  they  already 
know  and  do. 

There  is  a variety  of  media  to  be  used  in 
the  program  of  mental  health  education,  in- 
cluding group  discussion  and  panels.  These 
are  effective  with  one  or  more  ])rofessional 
people  and  parents,  or  teachers  and  members 
of  the  staff  of  juvenile  courts,  with  children 
frequently  participating.  Some  clinics  dis- 
tribute pamphlets  but  we  find  that  this  is 
not  too  successful  unless  provided  for  a spe- 
cific i)roblem  or  a subject  and  even  then,  ar- 
rangements .should  be  made  for  discussion. 

Films  play  an  important  part  in  mental 
education  for  one  picture  is  worth  a thousand 
words.  At  Governor  Bacon  Health  Center 
we  use  films  for  staff  development,  to  present 
the  dynamics  of  health  health  treatment  to 
.selected  groups,  and  to  facilitate  discussion. 
The  films  Human  Growth  and  Human  Repro- 
duction are  excellent  for  sex  education.  Roots 
of  Happiness,  recently  released,  is  an  excellent 
presentation  of  the  inter-relations  of  parents 
and  children  in  a democratic  family.  Other 
films  frequently  used  are:  Feeling  of  Rejec- 
tion, Feeling  of  Hostility,  and  Preface  to  Life. 
The  Governor  Bacon  Health  Center  has  been 
foi-tunate  in  that  the  Delaware  Federation  of 
Women's  Clubs  for  two  years  provided  funds 
which  were  used  to  rent  films.  Few  mental 
hygiene  clinics  or  mental  hospitals  have  been 
so  fortunate.  The  Delaware  State  Hospital 
and  the  Delaware  State  IMental  Hygiene  So- 
ciety also  have  film  libraries  to  be  used  in 
mental  health  education.  Each  of  these  will 
also  provide  a discussant  u])on  retjuest. 

Another  use  of  films  at  Governor  Bacon 
Health  Center  is  made  possible  through  the 
Parent's  A.ssociation,  an  organization  of  par- 
ents whose  crippled  children  and  children 
with  a diagnosis  of  seizure  are  in  residence. 
The  films  which  they  provide  are  used  in  mak- 
ing pictures  of  their  children  as  they  receive 
the  different  therapies.  Hollywood  makes  no 
more  interesting  pictures  than  these.  In  ad- 
dition to  making  it  possible  for  the  children 
and  parents  to  see  progress,  these  films  have 
teaching  and  research  features. 

Radio  is  a medium  which  reaches  the 
greatest  number  but  is  not  considered  the 
best  medium  for  professional  influence. 
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Radio  is  oiu*  inotliod  ol’  public  mental  health 
education  which  should  consist  of  a series  of 
talks.  We  have  participated  in  one  television 
pios;rain  and  many  activities  of  the  children 
at  (lovernor  Bacon  Health  (’enter  have  been 
televised.  This  method  of  education  needs  to 
he  fuither  develo])ed. 

Rkskahch 

We  believe  that  iisychiatric  social  woi’k 
must  not  only  he  concerned  with  research  in 
its  own  field  hut  should  i)artici])ate  in  fjeneral 
clinic  and  ])sychiatric  hospital  re.search.  To 
date,  this  has  been  largely  confined  to  admin- 
istrative and  financial  studies;  descriptive 
studies  of  the  casework  process  and  of  sujier- 
vision.  lm])ortant  contributions  have  been 
made  in  these  areas  not  only  to  .social  work 
hut  to  psychiatiy.  P.sychiatric  social  workers 
are  moviiif;  steadily  forward  toward  the  recoi;- 
nition  of  the  importance  of  a research  atti- 
tude in  the  teaching:  and  practice  of  their  ]>ro- 
fession.  As  social  work  jjrows  in  recojjnition 
of  its  ])rofessional  status  and  responsibilities, 
it  may  he  expected  to  make  increasinjrly  valu- 
able contribution  to  the  understandin*;  of  the 
infinite  variety  of  problems  of  human  exper- 
ience. One  field  in  which  research  is  oidy 
he»:innin»:  is  that  of  the  emotional  jirohlems 
of  our  a;j:in}r  ])opulation.  There  are  more  than 
a hundred  men  and  women  on  the  <reriatric 
service  of  the  (lovernor  Ifacon  Health  (’enter. 
We  believe  that  their  re(iuirements  extend  be- 
yond that  of  adeciuate  medical  and  nursin<r 
care.  We  would  like  to  develo])  a project  that 
would  become  a ])art  of  the  iirostram  of  total 
understandinsi  and  care  for  the  older  iiatients. 
Another  area  for  research  is  in  relationship 
to  the  i)hysically  handicai)i)ed  and  the  ex- 
cej)tional  child.  Psychiatric  social  workers 
are  teachin»:  ])arents  to  understand  the  prob- 
lems of  the  retarded,  the  excei)tional  child 
and  the  physically  handicapped.  Here  a^ain, 
(lovernor  Bacon  Health  (’enter  is  able  to 
study  and  report  on  the  emotional  ]»rohlems 
and  personality  disoiaianization  of  childivn 
who  are  cri|)i)led,  who  have  a chronic  rheu- 
matic heait  disease  and  those  with  a diaiino- 
sis  of  .seizure  state. 

The  proiriams  and  resources  for  traininu; 
the  physically  handieapi)ed  have  received  a 
»ieat  deal  of  publicity.  The  feai-s,  anxieties, 
ami  mechanisms  of  behavior  of  this  <j:roup 


ar(‘  not  .so  well  understood.  There  is  a <rreat 
deal  of  misinformation  and  misconception  con- 
cerninii  this  <>:roui).  We  can  provide  the  total 
lehahilitation  of  the  physically  handicapped 
by  learnin<r  more  of  their  attitudes  and  re- 
actions to  their  handicai)  through  study  of 
the  individuals.  Dr.  Howard  Rusk,  while  at- 
tendiiijj  the  International  (’onference  of  Phys- 
ical .Medicine  in  London  last  month,  wrote: 

Attention  is  heiii"  devoted  throufih  the 
world  to  methods  that  will  jierrnit  individuals, 
reirardless  of  their  |)hysical  limitations  to  lead 
normal  i)i'oductive  lives.  Each  (country) 
demonstrated  that  the  luohlems  of  the  handi- 
capped are  basically  the  .same,  regardless  of 
the  nationality,  economic  ability,  laiifiuasre  or 
relifiion,  and  that  rehabilitation  can  bo 
achieved  not  oidy  by  hel])in<i  i)eo])le  to  live 
within  the  limits  of  the  disabilities  but  to  the 
hilt  of  their  ca|)abilities.  It  is  also  demon- 
strated that  medicine  more  and  more  was  re- 
vertiny:  to  the  concept  that  the  i)rime  respon- 
sibility of  the  physician  is  to  meet  the  total 
needs  of  his  patients  lather  than  merely  to 
treat  their  diseases. 

This  lejiort  indicates  the  need  for  exten- 
sive efforts  to  briny  about  the  education  of 
the  yeneral  public  in  mental  health  jirinci- 
ples  and  concepts.  .Mental  Health  has  been 
defined  as  a ‘•state  of  well-beiny,  efficiency 
in  work  and  haimony  in  human  relation- 
ships.” Since  this  broader  concept  implies 
helpiny  the  yeneral  ])ublic  attain  the  deyree 
of  mental  health  of  which  they  are  capable, 
the  public  re(|uires  the  leadership  of  the  ]»ro- 
fe.ssional  yroups  in  settiny  ui)  proyrams  of 
mental  health  education.  We  cannot  limit 
our  efforts  to  only  those  who  use  the  mental 
hyyiene  clinic  or  the  mental  hospitals  for  cer- 
tainly the  majority  of  peojile  will  not  use 
these  services.  Throuyhout  the  history  of 
psychiatric  social  work,  we  have  yiven  in- 
cK'asinyly  of  time  and  effort  by  choice  and 
established  j)rofessional  habit  to  seek  out  and 
use  opi)oitunities  for  education.  Our  concern 
with  social  relationshij)  and  community  re- 
sources is  the  basic  stuff  of  which  mental 
health  education  is  made.  Even  as  we  i)ar- 
ticipate  in  an  educational  proyram,  we  con- 
ceive of  it  as  a two  way  process  fiom  which 
the  participants  derive  emotional  and  intel- 
lectual henefit  and  the  j)sychiatric  social 
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worker  ‘‘learns  new  aspects  of  her  i)rofession 
and  herself  along-  the  wav.’’  Psychiatric  so- 
cial workers  believe  that  we  should  work  more 
assiduously  at  the  task  of  mental  health  edu- 
cation, evaluate  our  methods  and  test  our  re- 
siilts  objectively.  AVe  believe  that  the  respon- 
sibility and  the  contribution  of  jjsychiatric 
social  work  in  mental  health  education  is  sub- 
stantial. 
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MEDICAL  SOCIETY  OF  DELAWARE 


MONDAY,  SEPTEMBER  8,  1952 

Rehoboth  Beach  Country  Club 


7 :00  P.  M. — Meeting  of  the  Council 


8 :30  P.  M. — Meeting  of  the 
House  of  Delegates 

TUESDAY,  SEPTEMBER  9,  1952 

Rehoboth  Beach  Country  Club 

General  AIeeting 
9 :30  A.  AI. — Invocation 

Rev.  William  D.  Gibson,  D.D., 

Pastor,  Presbyterian  Church 
Rehoboth  Beach 

9 :40  A.  AI. — Address  of  Welcome 

Hon.  Robert  D.  Thompson 

Alayor  of  Rehoboth  Beach 

9 :50  A.  AI. — Report  of  House  of  Delegates 

Andrew  M.  Gehret,  M.  D.,  Wilm. 

Secretary,  Aled.  Soc.  of  Del. 

10 :00  A.  AI. — The  Physician  and  the  In- 
fertile Couple 

Ottakar  J.  Poliak,  M.  D.,  Dover 

Pathologist,  Kent  General,  Alilford 
Alemorial,  and  Beebe  Hospitals 

Minimum  diagnostic  procedures  and  therapeutic 
measures  will  be  outlined  and  illustrated.  It  will 
be  shown  to  what  extent  the  infertile  couple  can 
be  aided  by  the  general  practitioner. 

1 )iscus.sion : Drs.  S.  W.  Rennie  and  N.  L. 

Cannon. 


10 :30  A.  AI. — S 0 M e Representative  Re- 
sults OF  ISONICOTINIC  AciD  HyDRA- 
ziDE  Therapy 

Nathaniel  Young,  M.  D.,  Wilm. 

Phy.sician,  Brandywine  Sanator- 
ium. 

A number  of  cases  are  presented  with  short  case 
histories  and  with  serial  x-rays  before  and  during 
isonictoinic  acid  hydrazide  therapy.  An  attempt 
will  be  made  to  draw  some  short-term  conclusions 
as  to  the  use  and  efficiency  of  this  therapy. 

Discu.ssion : Dr.s.  A.  J.  Alorris  and  L.  P. 
Lang. 

11:00  A.  AI. — Visit  the  Exhibits 
11:30  A.  AI. — The  A-B-C  of  Antimicrobial 
Therapy 

Harrison  F.  Flippin,  M.  D.,  Phila. 

Visiting  Ward  Physician,  Phila- 
delphia General  Hospital 
This  discussion  deals  with  the  general  theme  of 
how  to  use  the  antimicrobial  agents  in  the  treat- 
ment of  various  infections.  Studies  of  the  sensi- 
tivity of  organisms  to  these  agents  as  they  concern 
the  management  of  infections  will  be  stressed. 
The  reactions  to  these  agents  and  methods  of  con- 
trolling, or  avoiding,  the  same  will  be  considered. 

Discus.sion : Drs.  W.  J.  Holloway  and  J. 

W.  Lynch. 

12  :10  P.  AI. — Announcements 

12  :15  P.  AI. — Ad.journment  — Exhibits 

12  :30  P.  AI. — Luncheon 

Rehoboth  Beach  Country  Club 
Alembers  and  Guests. 

Gue.sts  of  the  Aledical  Society  of  Delaware. 


2 :00  P.  AI. — Problems  Affecting  AIal- 

UNITED  AND  L'N-UNITED  FeMORAL 

Fractures 

Paul  C.  Colonna,  M.  D.,  Philadelphia 

Professor  of  Orthopaedic  Surgery, 
University  of  Penn.sylvania. 

The  author  will  review  the  standard  me' hods  of 
treating  un-united  frac  ures  of  the  long  bones  and 
his  experiences  with  the  use  of  the  Kunschner 
nail.  The  value  of  iliac  graft  chips  will  be  stressed, 
as  well  as  some  of  the  pitfalls  and  complications 
in  the  intramedullary  nailing  technique. 

Discussion:  Dr.s.  I.  AI.  Flinn  and  D.  J. 
King. 

2 :40  P.  AI. — The  Present  Status  of  Sur- 
gical Treatment  of  Carcinoma  of 

THE  EsOPH.iGUS 

John  H.  Gibbon,  Jr.,  M.  D.,  Phila. 

Professor  of  Surgery  and  Director 
of  Surgical  Research,  Jefferson 
Aledical  College 

A report  will  be  made  of  148  cases  of  carcinoma 
of  the  esophagus  seen  during  the  past  six  years  at 
the  Jefferson  Medical  College  Hospital.  The  diag- 
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nosis  and  the  end  results  of  treatment  will  be  pre- 
sented. The  follow-up  of  this  group  of  jtatients 
is  100%. 

Discussion:  Drs.  F.  A.  .lones  and  J.  F. 

Hynes. 

3:20  1*.  !M. — Visit  the  Exhibits 
3:50  F.  M. — The  Present  States  ok  the 
Management  of  Frinaky  Tract  In- 
fections 

Theodore  K.  Fetter,  M.  D.,  Phila. 

Profe.ssor  and  Head  of  the  De- 
jiartnient  of  I'rology,  deft’er.son 
Medical  College. 

The  success  or  failure  of  chemotherapy  and  the 
antibiotics  in  urinary  tract  infections  depends  on 
three  i)rimary  factors:  1.  Adequate  and  free 

drainage  of  lirine;  2.  Adequate  renal  functions; 
3.  Study  of  the  urine  in  order  to  determine  the  in- 
fective organism  and  its  sensitivity  to  the  particu- 
lar urinary  agent. 

Obstruction  due  to  any  cause  must  be  recog- 
nize(i  and  treated  before  one  should  expect  opti- 
mum results  with  chemotherapy  and  antibiotics. 
Extra-urinary  tract  factors  should  be  sought  for 
in  resistant  cases  of  urinary  infection,  if  urinary 
causes  have  been  ruled  out.  Chronic  glomeru- 
lonephritis and  episodes  of  pyelonephritis  indi- 
cate that  a comjdete  urological  study  is  necessary. 
Tuberculosis  is  frecjuently  masked  by  mixed  in- 
fection. 

Finally,  a good  history,  examination  and  proper 
urine  study  will  usually  demonstrate  the  need  for 
further  investigation. 

Discussion:  Drs.  N.  L.  (’anuon  and  V.  C. 

Nah. 

4:30  P.  :M. — DeRM.ATOEOGY  AND  THE  Chirof- 
ODIST 

Reuben  Friedman,  M.  I).,  Phila. 

(Minical  Professor  of  Dermatology 
and  Syphilology,  Temple  Fniver- 
sity. 

Chiroi)odv.  like  dentistry,  deals  with  a specific 
area  of  the' body.  Like  dentistry,  it  is  intimately 
related  to  medicine  in  general,  of  dermatological 
diseases  of  the  feet  and  lower  extremities,  the 
chiropodist  encounters  and  is  called  upon  to  recog- 
nize and  when  possible  to  treat  much  more  than 
corns,  calluses  and  athlete's  foot.  Lantern  slide 
illustrations. 

Discussion:  Dr.s.  I.  L.  Chipman,  Sr.,  and 

l.awrcncc  Katzcnstein. 

4:45  P.  M. — The  Koi.e  of  the  (’ihrofodist 
IN  Diabetes 

.\nthony  Sindoni,  ,Ir.,  M.  I).,  Phila. 

Chief,  Department  of  Metabolism. 
Philadel])hia  Ceneral  Hospital. 

Chiroi)odists  today  must  take  their  place  among 
those  doctors  who  will  help  discover  the  existence 
of  diabetes  and  its  control  after  discovery.  The 
patient  should  be  advised  to  see  his  chiropodist  at 
fre<iuent  intervals  and  he  instructed  as  to  the 
general  care  of  his  feet  or  lower  extremities.  He 


must  not  wear  tight  garters  or  shoes,  avoid  strong 
anti.septics,  as  iodine,  as  well  as  hot  water  bottles 
and  rusty  razor  blades. 

Discu.s.sion : Drs.  E.  M.  Hohan  and  H.  A. 

Ta  rrant. 

5:10  P.  M. — Announcements 

5:15  P.  M. — Ad.journment  — Exhibits 

(5:45  P.  M. — Reception  — Country  Club 
7:30  P.  ^I. — Annual  Dinner 

^lembers  and  Auxiliary  are  invited  to  sub- 
.scribe.  Tickets  from  Dr.  James  Beebe,  Jr., 
Lewes.  Dress:  Optional. 

Addre.ss:  J.  Wallace  Woodford,  Dover 


WEDNESDAY,  SEPTEMBER  10,  1952 
Rehoboth  Beach  Country  Club 

Ceneral  Meeting 

9:30  A.  M. — The  American  Medical  Edu- 
cation Foundation 
Charles  F.  Richards,  M.  D.,  Wilm. 
Associate  in  Surgery,  Delaware 
Hospital. 

A brief  word  of  explanation  of  its  organization, 
objectives,  and  techniques,  and  a plea  for  in- 
creased cooperation. 

9:40  A.  M. — The  Diagnosis  and  Treat- 
ment OF  Acute  Pancreatitis 
Thomas  A.  Johnson,  M.  D.,  Phila. 
Associate  Profe.ssor  of  Castroen- 
terology,  Cradiiate  School  of  Med- 
icine, Fniv.  of  Penna. 

The  availability  of  serum  amylase  and  lipase 
tests  accounts  for  the  ap])arent  hospital  increase 
in  the  incidence  of  acute  ])ancreatitis.  The  gen- 
eral practitioner  must  be  alerted  to  the  various 
mechanisms  which  cause  elevations  of  serum 
amylase  and  lipase  so  that  those  tests  may  be 
])ioperly  correlated  with  the  exi>ected  signs  an«i 
symptoms  of  acute  pancreatitis.  The  details  of 
diagnosis  and  therapy  will  be  presented. 

Di.scussion : Drs.  Tj.  C.  ^IcHec  and  I.  L. 

('hil)inan,  Jr. 

10:'2()  A.  :M. — The  Place  of  Newer  Drugs 
IN  THE  Treatment  of  Arthritis 
John  Lansbury,  .M.  1).,  Philadelphia 
Clinical  Profcs.sor  of  Medicine, 
Temple  Fniversity. 

Drugs  used  for  rheumatoid  arthritis  are  of  two 
kinds: 

1.  Those  having  a suppressive  action,  such  as 
salicylates.  ACTH,  corti.sone,  hydrocorti.sone, 
butazolidin,  etc. 

2.  Tho.se  which  api)ear  to  really  alter  the 
course  of  the  disease,  such  as  gold  and  anti- 
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biotics.  The  advantages  and  disadvantage 
of  each  drug  is  briefly  discussed. 

Discussion:  Drs.  C.  i\L  Moyer  and  A.  J. 

Heather. 

11:00  A.  M. — Visit  the  Exhibits 

11:30  A.  i\r. — The  Community  and  the 
Doctor 

Ervin  L.  Stambaugh,  M.  D.,  Lewes 

President,  iMedical  Society  of  Dela- 
ware. 

12:10  P.  1\I. — Ei.ection  of  Presidext-euect 
FOR  1953  (Kent  Comity) 

12  :15  P.  M. — Announcements 

12  :20  P.  (M. — Ad.journaient  — Exhibits 


12  :30  P.  (M. — Luncheon — Country  Club 
(Members,  Auxiliary,  and  Guests 
Guests  of  the  Sns.sex  County  Medical 
Society. 


2 :00  P.  M. — Endometriosis 

Richard  W.  Te  Linde,  M.  D.,  Balto. 

Professor  of  Gynecology,  Johns 
Hopkins  University. 

Endometriosis  which  is  being  recognized  Avith 
inci’eased  frequency  is  discussed  from  the  stand- 
point of  its  etiology  and  treatment.  Recent  ex- 
perimental work  as  to  etiology  which  was  done 
by  Dr.  Roger  Scott  and  the  author  is  pi’esented. 
The  clinical  aspects  of  the  disease  are  discussed 
and  the  results  with  therapy  are  given.  Emphasis 
is  placed  upon  the  value  of  consei'vative  surgery. 

Di.scnssion : Drs.  S.  W.  Rennie  and  A.  M. 

G eh  ret. 

2 :40  P.  (M. — Di.agnosis  and  (Management 

OF  Uterine  (Malignancy — a Twenty- 
five  Ye.vr  Experience 
George  A.  Hahn,  M.  D.,  Phila. 

Assistant  Professor  of  Gynecology 
and  Gbstretics,  Jefferson  (Medical 
College. 

Over  17.000  women  die  annually  from  uterine 
cancer.  The  early  symptoms  oftentimes  seem  in- 
signiflcant  to  the  patient.  Diligent  history  and 
examination  Avill  oftentimes  detect  early  cancer. 
The  results  of  the  treatment  of  cei’vical  cancer  at 
Jefferson  Medical  College  ai’e  outlined,  showing  a 
steady  improvement  as  techniques  have  improved. 
At  present  the  five  year  survival  rate  is  47.6  per 
cent. 

Discussion : Drs.  J.  F.  Hynes  and  0.  N. 

Stern. 

3 :20  P.  M. — Acknowledgments 

3 :30  P.  (M. — Adjournment 

3 :30 — 5 :00  P.  M. — Exhibits 


WOMEN’S  AUXILIARY 

to  the 

MEDICAL  SOCIETY  OF  DELAWARE 
TUESDAY,  SEPTEMBER  9,  1952 
Dinner  Bell  Inn 

President,  Mrs.  S.  W.  Rennie,  Wilmington 
President-elect,  (Mrs.  W.  F.  Preston,  Wilm. 
Vice-President,  (Mrs.  C.  C.  Fooks,  Milford 
Recording  Rec'g,  Mrs.  J.  B.  Baker,  Milford. 
Corresp.  Scc'ij,  Mrs.  E.  T.  O’Donnell,  Wilm. 
Treasurer,  (Mrs.  L.  L.  Fitchett,  Milford. 

10  :00  A.  (M. — Registration 

10  :30  A.  (M. — 23rd  Annual  (Meeting 

(Mrs.  Sylvester  W.  Rennie,  Presiding. 
Invocation — Rev.  Richard  Bailey 
Pledge  of  Loyalty — Mrs.  C.  E.  Wag- 
ner 

Address  of  Welcome — (Mrs.  E.  L. 
Stambaugh 

Response — Mrs.  R.  B.  Thomas 
Introductions 

Roll  Call  of  Delegates — Mrs.  J.  B. 
Baker 

(Minutes  of  22nd  Annual  (Meeting — 
(Mrs.  J.  B.  Baker 

Credentials  and  Registration — Mrs. 
James  Beebe,  Jr. 

Treasurer’s  Report — Mrs.  L.  L. 
Fitchett 

Report  of  Auditing  Committee — 
(Mrs.  C.  C.  Fooks 

President’s  Report — Mrs.  S.  W. 
Rennie 

Reports  of  County  Presidents : 

New  Castle,  (Mrs.  L.  J.  Jones 
Kent,  Mrs.  J.  B.  Baker 
Sussex,  Mrs.  J.  L.  Fox 
Announcements 
Old  Business 
New  Business 

Guest  Speaker — (Mrs.  Luther  H. 
Kice,  Past  National  President,  and 
member  of  the  Board  of  Directors 
of  the  Woman’s  Auxiliary  to  the 
A.M.A. 

12  : Noon — Adjournment 

1 :00  P.  (M. — Luncheon — Dinner  Bell  Inn 
Invocation — Rev.  William  D.  Gibson 
Speaker — (Mrs.  John  J.  Williams : 
Congressional  Wives’  Activities 
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(iiiests — State  Presidents  from  New 
York,  New  Jersey,  I’ennsylvania. 
Maryland,  and  Distriet  of  roliunbia 


2:30 — 5:00  I*.  M. — ExniniTS 

(1 :45 — Rrx'Ki'Tiox  — Country  ( Mub 
7:30  P.  M. — Axxuai,  Dixxkk 
Meml)ers  and  Auxiliary  are  invited  to  sub- 
scribe. Tickets  from  Dr.  James  Ht*cbe,  Jr., 
Lewes.  Dress:  Optional. 

.\ddress:  .1.  Wallace  Woodford,  Dover 


WEDNESDAY,  SEPTEMBER  10,  1952 
1 )inner  Bell  Inn 

10:30  A.  ^1. — Hi'sixes.s  ]\Iketixg 

(Aill  to  Order — Mrs.  S.  W.  Rennie 
Roll  Call  of  Delegates — ^Irs.  J.  B. 
Baker 

51inute.s — ^Irs.  J.  B.  Baker 

Report  of  1952  National  Convention— 
Mrs.  L.  L.  Fitcliett  and  Mrs.  1).  M. 
Cay 

Reports  of  Committee  Chairmen  : 
Nurses  Scholai’shii) — Mrs.  J.  C. 
Pierson 

Public  Relations — Mrs.  1).  M.  Cay 
Civil  Defen.se — Mrs.  R.  W.  .Muri-ay 
Organization — .Mrs.  \V.  F.  Preston 
Old  Busine.ss 
New  Business 

Report  of  Nominating  ('ommittee — 
IMrs.  Douglas  M.  Cay 

Election  of  Officers 
Installation  of  Officers 
Presentation  of  Cavel  and  President's 
Pin  to  -Mrs.  W.  F.  Preston  by  .Mrs. 
S.  W.  Rennie 

IxArui'KAi.  .\i)i)HEs.s — Mrs.  Willard  F.  Preston 
12  :00  .Noon — .\i).joi  kxmkxt 

12:30  P.  M.  Luxchp'.ox — Country  Club 
.Members,  .\uxiliary  and  Cuests 

Cuests  of  the  Sussex  County  Medical  Sctciety 
2:00 — 5:00  P.  .M. — E.xninrrs 


TECHNICAL  EXHIBITS 

Booth  No.  1 

Dei.awakk  State  Board  ok  Health 
Dover,  Del. 
and 

Delaware  .\xTi-TrBERn  i.osis  Society 
1308  Delaware  venue 
Wilmington.  Del. 

Statistics 

Booths  Nos.  t and  3 

JoH.x  C.  .Merkel  So.xs 
1208  King  Street 
Wilmington,  Del. 

Instruments  and  Supplies 
Booth  No.  4 

( TM  ST  I ( 'O.X-N  EC  M E V ER  Co. 

832  Market  Street 
Wilmington  24,  Del. 

Hearing  Aids 
Booth  No.  5 

McNeil  Laboratories,  Ixc. 

2900  N.  17th  Street 
Philadelphia  32.  Pa. 

Pharmaceuticals 
Booth  No.  G 

Philip  Morris  & Co.,  Ltd.,  Ixc. 

100  Park  venue 
.New  York  17,  N.  V. 

Cigarettes 
Booth  No.  7 

DOIIO  (.’lIEMICAL  CORPORATIO.X 

100  Warwick  Street 
New  York  13,  N.  Y. 

Pharmaceuticals 
Booth  No.  H 

Eli  Lilly  axd  Compa.xv 
lndiana|)olis  (>,  Indiana 

Pharmaceuticals 
Booth  No.  9 

BcRRoruHs  NVei.lcome  & Co.  (r.S..V.)  Ixc. 
1 Scarsdale  Road 
Tuckahoe,  .N.  Y. 

Pharmaceuticals 
Booth  No.  lU 

Palmer  B.  Rawlev 
177  Fairview  venue 
Rutherford,  N.  J. 

Hearing  .Aids 
Booth  No.  II 

.\yer.st,  .McKe.xxa  & Harrisox,  Ltd. 

22  East  4(»th  Street 
.New  York  Iti,  N.  Y. 

Pharmaceuticals 


August,  1952 


Delaware  State  ^Iedical  Journal 


231 


Booth  No.  12 

^Iead  Johnson  & Company 
Evansville,  Indiana 

Pharmaceuticals 
Booth  No.  13 

U.  S.  Vitamin  Corporation 
250  E.  43rd  Street 
New  York  17,  N.  Y. 

Pharmaceuticals 
Booth  No.  14 

W.  B.  Saunders  Company 
West  Washington  Square 
Philadelphia  5,  Pa. 

Medical  Books 
Booth  No.  15 

Charles  Lentz  & Sons 
33  S.  17th  Street 
Philadelphia  3,  Pa. 

Instruments  and  Supplies 
Booth  No.  16 

Walden  Industries,  Inc. 

350  West  50th  Street 
New  York,  N.  Y. 

Clinical  Photography 
Booth  No.  17 

Parke,  Davis  & Company 
Detroit  32,  Michigan 

Pharmaceuticals 
Booth  No.  18 

E.  K.  Squibb  & Sons 
32-14  Northern  Blvd. 

Long  Island  City  1,  N.  Y. 

Booth  No.  19 

Sandoz  Chemical  Works,  Inc. 

68  Charlton  Street 
New  York  14,  N.  Y. 

Pharmaceuticals 
Booth  No.  20 

Bennett  Company 
3415  Walnut  Street 
Philadelphia,  Pa. 

Pharmaceuticals 
Booth  No.  21 

Dei.aware  Academy  of  Ceneral  Practice 
1305  New  Load 
Wilmington  5,  Del. 

X-ray  Apparatus 
Booth  No.  22 

S 1 1 ER  M A N L AR  OR  .YT  OR  I IIS 

1034  S.  54th  Street 
Philadelphia  43,  Pa. 

Pharmaceuticals 
Booth  No.  21 

Delaware  Academy  of  Ceneral  Practice 
1305  New  Road 
Wilmington  5,  Delaware 

Information 


BOOK  REVIEWS 

Practical  Clinical  Psychiatry — By  Edward 
A.  Strecker,  M.D.,  Professor  of  Psychiatry, 
University  of  Pennsylvania;  Franklin  G. 
Ebaugh,  M.D.,  Professor  of  Psychiatry,  Uni- 
versity of  Colorado;  and  .Jack  R.  Ewalt,  M.D., 
Professor  of  Neuro-Psychiatry,  University  of 
Te.xas.  Section  on  Psychopathologic  Prob- 
lems of  Childhood — by  Leo  Kanner,  M.D.,  As- 
sociate Professor  of  Psychiatry,  Johns  Hop- 
kins University.  Seventh  Edition.  Pp.  50G, 
with  35  figures.  Cloth.  Price,  .$7.00.  Phila- 
delphia: Blakiston  Company,  1951. 

In  the  preface  to  the  .seventh  edition  Dr. 
Strecker  states  that  “valiant  efforts  are  being 
made  in  a few  areas  to  train  more  physicians 
to  become  psychiatrists."  This  is  a very  val- 
uable text  book  for  advanced  students,  ])hy- 
sicians  and  young  psychiatrists. 

The  fifteen  chapters  of  this  excellent  book 
deal  with  almost  every  psychiatric  problem. 
Especially  the  first  and  .second  chapters  of 
this  book  will  be  of  great  value  to  the  young 
psychiatrists  in  their  study.  These  two  chap- 
ters present  an  excellent  apiiroach  to  the  sub- 
ject of  clinical  psychiatry.  The  clarity  of 
descriiition  of  the  symptoms  of  each  entity  is 
siiiierb. 

We  wish  to  congratulate  the  authors  for 
this  exceiitionally  fine  text  book,  which  should 
find  its  way  to  the  medical  libraries  of  phy- 
sicians and  hospitals. 


Mental  Disorders:  Diagnostic  and  Statisti- 

cal Manual.  Pj).  130.  Cardboard.  Price,  .$1.50. 
Washington,  D.  C.:  American  Psychiatric  As- 
sociation, 1952. 

This  is  an  exceptionally  well  written  man- 
ual incor])orating  all  the  new  diagnostic  jirin- 
ciples  of  modern  jisychiatry  and  neurology. 
Various  sections  include  the  di.sea.ses  of  the 
psychobiologic  unit ; disorders  cau.sed  by  or 
a.ssociated  with  imiiairment  of  brain  ti.ssue 
function;  mental  deficiency;  disorders  of 
jisychogenic  origin;  the  revised  nomenclature 
as  ai>proved  by  the  American  Psychiatric  As- 
sociation. The  definition  of  terms  is  written 
well.  The  very  important  .sections  four  and 
five  include  basic  princiiiles  of  statistical  re- 
])orting  and  statistical  cla.ssification  of  mental 
di.sorder.  We  wish  to  congratulate  the  Com- 
mittee on  Nomenclature  and  Statistics  of  the 
Ameiican  Psychiatric  Association.  We  recom- 
mend this  manual  very  highly  to  all  mental 
hosi)itals. 
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Dynamic  Psychiatry:  Hasic  Principles. 

\’olume  1.  By  I.ouis  S.  London,  .M.l).  Pp.  i)S. 
Cloth.  Price,  .S2.00.  New  York:  Corinthian 

Publications,  Inc.,  1952. 

The  aiitlior  in  this  first  volume  fjraphically 
(le.seribes  the  historical  haekfjround  of  the 
evolution  of  psychotherapeutics.  He  describes 
how  Hippocrates  refu.sed  to  accept  the  belief 
of  the  ancients  that  mental  diseases  have  a 
tran.seendental  orifiin.  The  theory  of  Hippo- 
crates that  ])syehieal  activity  is  a function 
of  the  brain  was  not  accepted  by  all  his  fol- 
lowers. Then  Cicero  advanced  the  theory 
that  in  mental  disordei’s  the  whole  i)ersonal- 
ity  and  not  a sinfjle  orjian  of  the  body  is 
affected.  Celsus  believed  mental  i)atients 
should  be  freed  from  various  fears.  The 
author  continues  historical  data  from  Zil- 
borfi’s  book.  He  speaks  of  how  Aretarius  ile- 
fined  melancholia  and  Soranus  de.scribes  the 
.symptomatolofyy  of  mental  disorders  and  tells 
how  the  world  entered  into  the  “twilifjht  of 
the  Dark  Ajjes”  after  the  j)assin‘j  of  (lalen. 
In  the  second  chapter  of  the  volume  the 
author  describes  various  dreams  and  their 
meanin**;.  In  chaiiter  three  the  author  speaks 
of  jwycholofjy  of  the  libido.  He  speaks  of 
various  component  i)arts  of  the  libido.  Dr. 
London  has  adeijuately  described  the  basic 
])rinciples  of  Dynamic  Psychiatry. 


Living  In  Balance.  By  Frank  S.  Caprio, 
M.D.  Pp.  246.  Cloth.  Piice,  .$:i.75.  Wash- 
ington, D.  C.:  Arundel  Press,  Inc.,  1952. 

This  is  an  exceptionally  well  written  l)op- 
ular  book.  The  book  explains  the  cau.ses  of 
many  of  our  emotional  conflicts.  In  chapter 
one  the  author  describes  vai'ious  life’s  con- 
flicts. In  the  second  chapter  Di‘.  Caprio  tells 
his  readers  about  the  normal  mind  and  its 
balance.  Chapter  four  gives  a very  good  con- 
cept about  the  neurotics.  In  other  chapters 
the  author  describes  very  undei-standingly  the 
various  diseased  conditions  of  the  brain  and 
miiul.  We  wish  to  congratulate  the  author 
for  this  fine  book  and  we  recommend  for  lay- 
men as  well  as  members  of  the  bar  and  medi- 
cal i)rofession. 


Dynamic  P.sychiatry:  Transvestism.  Desire 

for  Crii)pled  Women.  X’olume  2.  By  I-ouis 
S.  London,  M.D.  Pp.  129,  with  49  figures. 
Cloth.  Price.  .S2..50.  .New  York:  Corinthian 
Publications.  Inc.,  1952. 

This  is  :i  most  interesting  little  book  com- 


posed of  three  very  unusinil  chapters.  In  the 
first  chapter  the  author  describes  transvestism 
from  ill!  ;mthroi)ological  and  historical  view- 
l)oint.  The  author  de.scribes  one  patient  very 
vividly.  The  .second  chapter  has  fifty  psycho- 
biographic fant.tsies  drawn  by  ;i  ])atient  and 
described  in  his  own  hinguage.  These  draw- 
ings are  very  interesting  ami  unusual.  In 
the  third  chapter  the  author  de.scribes  a ca.se 
of  transvestism  very  interestingly.  We 
recommend  this  book  in  two  volumes  for  all 
individuals  interested  in  this  subject  and  for 
l)ublic  libraries. 

Working  Programs  in  .Mental  Hospitals: 
Proceedings  of  the  Third  Mental  Hospital  In- 
stitute. Pj).  224.  Cardboaid.  Price.  .S2..50. 
Washington.  I).  C.:  American  P.sychiatric  As- 
sociation, 1952. 

This  book  contains  the  proceedings  of  the 
Third  Mental  Hospital  Institute,  held  in 
Louisville  on  October  lo-18,  1951.  In  sec- 
tion one  the  needs  of  the  mental  hospitals 
are  discus.sed  by  many  membeiN  of  the  Insti- 
tute. The  new  hospital  .standards  are  the 
main  toj)ics  discussed  in  section  two.  Section 
three  contains  many  i)hases  of  the  ward  per- 
sonnel. Section  four  contains  imiiortant 
material  on  ward  management.  There  are 
many  othei-  sections  dealing  with  hospital- 
univeisiity  relationship.s,  with  research,  and 
with  intensive  treatment.  We  congratulate 
the  publishers,  editors  and  associate  editors 
for  this  s|)lendid  book,  and  we  recommend  it 
to  all  mental  hospitals  and  medical  libraries. 

The  Battle  For  Mental  Health — By  James 
Clark  .Moloney,  M.D.  Pp.  105.  Cloth.  Pi'ice, 
.$3,50.  New  York:  Philosophical  Library,  1952. 

This  is  a very  interesting  little  b(K)k.  The 
author  i)laces  the  responsibility  for  mental  ill- 
ness ui)on  current  medical  methods.  Dr. 
Moloney  u.ses  many  clinical  ami  anthrojtologi- 
cal  observations. 

The  iiuthor  to  prove  his  theories  uses  a 
great  many  statistical  data.  The  author  crit- 
icizes ])resent  structural  asjtects  of  our  hos- 
l)itals,  particularly  the  maternity  wards, 
where  he  says:  “Of  course,  I refer  to  the 

hos|)ital  as  we  now  know  it,  with  its  coblly 
efficient  maternity  wards  and  its  central 
nurseries,  is  an  undesirable  .setting  in  which 
to  give  birth  to  a child  and  for  the  child  to 
have  its  first  contacts  with  human  beings, 
especially  its  mother.” 
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THE  DELAWARE  HEALTH  AND  MEDICAL 
SERVICE  PLAN  FOR  CIVIL  DEFENSE 

F.  I.  Hudson,  M.  U.,  M.  P.  H.,* 

Dover,  Del. 

The  State  Board  of  Health,  through  its 
Executive  Secretary,  has  for  the  past  two 
years  had  the  responsilulity  of  state-wide 
planning  for  the  public  health  and  medical 
service  activities  of  the  State  Civil  Defense 
program.  A preliminary  plan  was  outlined 
in  1950,  which  has  since  been  revised  and  ex- 
panded. No  planning  of  this  sort  can  pro- 
duce satisfactory  results  without  the  full 
understanding  of  the  physicians  of  Delaware. 
Cooperation  of  the  state  and  county  medical 
societies,  dental  societies,  hospital  a.ssocia- 
tions,  and  other  auxiliary  organizations  is  es- 
sential. For  the  information  of  these  indi- 
viduals and  groups,  the  following  revision  of 
the  basic  Health  and  INledical  Service  Plan  is 
being  provided : 

Delaware  Office  of  Civii.  Defense 
Health  and  Medical  Services  Plan 
(Revised) 

1.  Mission 

To  preserve  mental  and  physical  health  and 
life  in  time  of  disaster  caused  by  enemy 
attack,  sabotage,  or  other  hostile  action  by: 

1.1  Relieving  immediate  suffering  follow- 
ing an  enemy  attack. 

1.2  Reducing  disability  and  preventing 
death. 

1.3  Restoring  and  maintaining  normal 
health  services  and  functions. 

1.4  It  is  assumed  that  such  disaster  will 
recpiire  the  augmentation,  mobilization,  or- 
ganization and  direction  of  all  medical 
and  public  health  facilities,  resources,  and 
liersonnel  of  regularly  constituted  health 
and  medical  organizations  within  the  State. 

2.  Organization 

2.1  The  Health  and  Medical  Services  Di- 

*  Executive  Secretary.  Delaware  State  Board  of  Health, 
and  Chief  of  Health  and  Medical  Services,  State  Depart- 
ment of  Civil  Defense. 


vision  coiisi.sts  of  a Chief,  a Dejuity  Chief, 
a headquarters  staff,  and  .seven  .sections, 
which  are : 

2.111  Emergency  Medical  Section 

2.112  First  Aid  Stations  Section 

2.113  Transportation  and  Sipiply  Sec- 
tion 

2.114  Public  Health  and  Sanitation 
Section 

2.115  Vital  Statistics  Section 
2. IK)  Training  Section 
2.117  Personnel  Section 

2.12  The  Chief  of  the  Division  is  respon- 
sible for  the  procurement,  organization, 
training,  and  moliilization  of  medical  and 
public  health  services  and  facilities. 

2.13  The  head  of  each  section  or  sub- 
section is  responsible  for  recruiting  the 
necessary  staff  for  his  service. 

2.14  The  organizational  chart  of  the  Divi- 
sion is  .shown  in  Appendix  A. 

2.2  The  Emergency  IMedical  Services  Sec- 
tion is  responsible  for  emergency  medical 
care  of  casualties,  including  hospitalization, 
supervision  of  the  emergency  mortuary  ser- 
vices, hospital  laboratories,  and  the  care  and 
disposition  of  the  undischarged  hospital 
census  at  the  time  of  disaster. 

2.21  The  Section  is  organized  into  three 
sub-sections,  which  are : 

2.211  Emergency  and  Reserve  Hospitals 
Sub-Section 

2.212  Mortuary  Sub-Section 

2.213  Laboratory  Sub-Section 

2.3  The  First  Aid  Stations  Section  is  re- 
sponsible for  the  development  of  plans  and 
procedures  for  the  e.stablishment  and  func- 
tioning of  first-aid  .stations. 

2.31  The  organization  and  operation  of 
first-aid  stations  is  the  responsibility  of  the 
County  Director  and  the  Local  Civil  De- 
fense Director. 

2.4  The  Training  Section  is  responsible 
for  developing  training  programs  and  di- 
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I'pctivps,  sui)i)lyin<>:  trainin<>:  material,  and 
wlieii  reiiuested,  securin<>:  instnietors  so  as 
to  insure  eoinplete  readiness  and  traiiunj' 
of  the  Division. 

2.41  The  Section  is  orfrainzed  into  three 
sub-sections,  which  are: 

2.411  Public  Health  Education  Sub- 
Section 

2.412  Hmerficncy  Medical  Traininf?  Sub- 
Section 

2.413  ('asualty  Tiaffic  and  ^loveinent 
Trainiiifr  Sub-Section 

2.5  The  Transportation  and  Supjily  Sec- 
tion is  responsible  for  the  ])rocurement, 
stora<i:e,  issue,  and  distribution  of  State 
medical  and  public  health  suiiplies,  and 
throufi'h  the  Ambulance  Sub-Section  is  re- 
sponsible for  the  transfer  of  casualties  un- 
der the  care  of  the  Division. 

2.51  The  Section  is  organized  into  four 
sub-sections,  which  are : 

2.511  Ambulance  Sub-Section 

2.512  Supjily  Transi)ortation  Sub-Sec- 
tion 

2.513  Kmer<fency  Medical  Supplies  Sub- 
Section 

2.514  Public  Health  Sui>plies  Sub-Sec- 
tion 

2.(i  The  Public  Health  and  Sanitation  Sec- 
tion is  responsible  for  the  development  of 
the  plans  for  the  mobilization  of  j)ublic 
health  facilities,  includin'r  sanitary  and 
veterinary  jiersonnel,  to  jirevent,  control 
and  limit  disease,  and  the  effects  of  bac- 
te  riolojrica  1 wa  r f a re. 

2,()1  The  Section  is  or>>anized  into  three 
sub-sections,  which  are: 

2. (ill  Preventive  Medicine  Sub-Section 
2.()12  Sanitation  Sub-Section 
2.()13  Veterinary  Sub-Section 
2.7  The  Vital  Statistics  Section  is  respon- 
sible for  the  re<>i.stration  of  death.s,  births, 
marriages,  and  ilivorces  of  human  beinjis. 
To  insure  as  complete  a reijistration  as  j)os- 
sible  at  the  time  of  disaster,  the  section 
will  or<ranize  trained  re<ristration  teams, 
who  will  be  made  available  to  the  Mortuary 
Sub-Section  of  the  Kmer<;ency  Medical 
Services  Section. 

2.5  The  Personnel  Section  is  responsible 
for  maintaininf>:  a roster  of  known  avail- 
able jiliysicians  and  surgeons,  dentists. 


nurses,  veterinarians,  i)hysical  therapists, 
chiropiactors,  morticians,  jiharmacists,  and 
other  auxiliary  medical  personnel  in  the 
State.  This  roster  shall  include  names,  ad- 
dresse.s,  telejihone  numbei-s,  civil  defense 
duty  assifjnments,  and  such  other  data  as 
directed  by  the  Chief  of  the  Health  and 
Medical  Services  Division. 

2. SI  Cpon  reipie.st  of  a County  or  Local 
('ivil  Defense  Director,  a separate  roster 
of  the  medical  and  health  services  person- 
nel of  that  area  will  be  jirovided. 

3.  Opc  rut  ions 

3.01  Action  to  be  taken  on  the  Yellow 
Alert : 

3.011  Personnel  to  be  notified  by  the 
State  Director:  The  Chief  of  the  Health 
and  Medical  Services  Division.  No  fur- 
ther action  on  the  Yellow  Alert. 

3.02  Action  to  be  taken  on  the  Red  Alert : 
All  personnel  notified  throu{?h  the  Civil 
Air-Raid  Wandn"  System. 

All  personnel  take  cover. 

3.03  Action  to  be  taken  on  the  White 
Alert : 

3.031  All  personnel  report  to  their  civil 
defense  post. 

3.032  The  Chief  of  the  Health  and 
Medical  Services  Division  will  remain  at 
the  executive  offices  of  the  State  Board 
of  Health  at  Dover. 

3.033  The  Deputy  Chief  of  the  Division 
will  proceed  to  the  State  Control  Center. 

3.034  Special  •iroujis  will  take  action  as 
follows : 

3.0341  First  Aid  jiersonnel  will  rejjort 
to  a.ssembly  i»oints. 

3.0342  Emer<rency  hospital  teams  will 
report  to  hospitals. 

3.0343  Ambulance  service  will  rejiort 
to  predesifrnated  locations. 

3.0344  Fmerjrency  IMedical  Suiiply 
sub-section  will  establish  contact  with 
and  supi>ly  emerfjency  hosjiitals  accord- 
in<r  to  the  initial  supiily  jilan,  which  is 
•liven  in  A])i)endix  B. 

3.0345  Sanitation  sub-.section  will  de- 
teiTiiine  the  availability  of  reliable  water 
and  milk  supplies. 

Public  Health  Nurses  will  i-eport  to  wel- 
fare centei’s,  accordin«r  to  the  jilan  friven 
in  A|)peudix  (J. 
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3.1  Etnergency  Medical  Services 

3.11  The  Emergency  and  Reserve  Hos- 
pitals Sub-Section  will  establish  hospitals, 
each  headed  by  a Director  appointed  by 
the  Chief  of  Emergency  IMedical  Services 
Section,  at  predesigmated  ho.spitals, 
schools,  or  other  suitable  locations,  which 
are  given  in  Appendix  D. 

3.111  If  the  initial  location  cannot  be 
used  because  of  damage,  the  personnel 
will  report  to  an  alternate  location. 

3.112  It  maj-  become  necessary  to  e.stab- 
lish  hospitals  in  excess  of  the  predesignat- 
ed number.  In  selecting  buildings  for 
such  use,  special  attention  should  be 
given  accessibility  to ; 

3.1121  Reliable  water  supplies. 

3.1122  Electric  power  supplies,  includ- 
ing emergency  power  plants. 

3.1123  Sewage  disposal  facilities. 

3.1124  Workable  transportation  routes 
to  fii*st-aid  stations. 

3.1125  Adequate  heating  and  kitchen 
facilities  which  are  e.ssential.  Laundry 
facilities  are  very  desirable. 

3.113  All  existing  usable  hospital  facili- 
ties will  function  as  emergency  or  reserve 
hospitals,  depending  on  their  distance 
from  the  location  of  principal  disaster. 
Designation  of  facilities  as  either  emer- 
gency or  reserve  hospitals  will  be  the  re- 
sponsibility of  the  Chief  of  the  Division. 

3.12  Personnel 

Each  emergency  hospital  will  be  staft’ed  by 
an  emergency  medical  team  of  basic 
strength  sufficient  to  provide  emergency 
hospital  care  for  one  hundred  casualties. 
Emergency  hospital  populations  in  excess 
of  one  hundred  will  be  cared  for  by  addi- 
tional whole  or  partial  teams  as  required. 
3.121  Detailed  analysis  of  staff  require- 
ments and  duties  are  outlined  in  a stan- 
dard administrative  manual,  which  D Ap- 
pendix E. 

3.131  The  hospital  Director  is  responfl- 
ble  for  maintaining  liaison  with  the  Sup- 
ply and  Transportation  Section,  and  de- 
veloping coordinated  prearranged  plans 
and  procedures  for  the  initial  movement 
of  emergency  supplies  to  his  hospital. 

3.132  The  hospital  Director  is  respon- 
sible, through  his  staff,  for  recording  ad- 


missions, discharges,  and  deaths  of  casual- 
ties in  his  hospital. 

3.133  The  hospital  Director  is  respon- 
sible for  liaison  with  the  County  fir.st-aid 
organization  to  insure  that  a first-aid  sta- 
tion is  located  immediately  adjacent  to 
the  hospital. 

3.1331  The  principal  duty  of  this  first- 
aid  station  will  be  to  provide  first-aid 
services  to  those  casualties  who  seek  ad- 
mission to  the  hospital,  but  lack  first- 
aid  screening. 

3.134  The  hospital  director  is  responsi- 
ble for  maintaining  a morgue  for  the 
proper  care  of  casualties  who  die  in  his 
hospital.  He  will  maintain  liaison  with 
the  mortuary  sub-section. 

3.14  Casualties  at  an  overloaded  emer- 
gency hospital  who,  when  received  or  after 
emergency  care,  can  be  transferred  with- 
out undue  injury  or  suffering  to  a reser\-e 
hospital  ,and  who  require  further  hospitali- 
zation, will  be  so  transferred. 

3.15  Mortuary  Sub-Section 

3.151  The  IMortuary  Sub-Section  is  re- 
sponsible, through  liaison  and  coordina- 
tion with  the  County  Civil  Defense  Di- 
rector and  his  mortuary  staff  representa- 
tive, usually  the  County  Coroner,  for: 

3.1511  The  establishment  of  mortuary 
centers. 

3.1512  The  preparation  and  di.stribu- 
tion  of  forms  necessary  for  the  operation 
of  emergency  mortuary  centers. 

3.1513  Designation,  in  advance  of  the 
time  of  disaster,  through  coordination 
with  the  County  Director  and  his  repre- 
sentatives, usually  including  the  County 
Engineer  and  the  County  Coroner,  of 
suitable  locations  for  emergency  ceme- 
teries and  receiving  vaults,  and  of  areas 
for  mass  graves. 

3.1514  Prompt  removal  of  dead  casual- 
ties from  a disaster  area,  first-aid  sta- 
tions, emergency  hospitals,  and  any 
other  point  of  death,  to  the  emergency 
mortuary  center. 

3.1515  Identification  of  dead  ca.sualties. 

3.1516  Registration  of  deaths,  in  co- 
operation with  the  Vital  Statistics  Sec- 
tion teams,  and  in  accordance  with  es- 
tablished legal  procedure. 


236 


DkI.AWAKK  StATK  ;MeDICAI.  JoiKNAL 


Sei*t?:mher.  1952 


3.1517  Proper  burial  of  ea.sualties,  in- 
eliuliiif'  religious  ceremonies  ai)propriate 
to  the  l)urial. 

3.151S  Coordination,  inelndiii"  train- 
injr  where  recpiired.  witli  all  civil  de- 
fense pei-sonnel,  whose  principal  duties 
are  likely  to  involve  dead  casualties. 
3.K)  Ltilx/ratorft  Sub-Section 

3.161  The  Laboratory  Sub-Section  is  re- 
sponsihle  for  the  clinical  laboratory  ser- 
vices neces.sai’y  in  hospitals. 

3.162  The  Laboratory  Sub-Section  will 
organize  a sufficient  number  of  Blood 
Supply  teams  to  supply  the  blood  re- 
(luirements  of  hospitals  durin<;  a di.saster 
causeil  by  enemy  attack,  .sabotage,  or 
other  hostile  action.  The  organizational 
chart  is  given  in  Aj)pendix  F. 

3.1621  The  Blood  Supply  team  is  re- 
sponsible for  the  collection  of  blood  ob- 
tained from  individual  donoi-s. 

3.163  The  Laboratory  Sub-Section  will 
incorporate  all  available  facilities  and 
l)ei^onnel  of  the  American  Red  Cross 
Blood  Program. 

3.2  First  Aid  Station  Section 

3.21  The  First  Aid  Station  Section  will 
assist  the  County  Civil  Defense  Director 
in  organizing  first-aid  facilities  in  his  area 
by  recommendations  concerning: 

3.211  The  number  of  fii’st-aid  stations 
needed  in  his  area. 

3.212  The  staff  recpiired  for  each  first- 
aid  station,  which  is  given  in  Appendix 
C. 

3.213  The  supplies  recpiired  for  each 
jir.'t-aid  station,  which  are  listed  in  Ap- 
pendix 11. 

3.214  Functions  of  the  first-aid  station, 
which  are : 

3.2141  Tagging  and  evacuation  of  the 
wounded  fn>m  the  di.saster  area. 

3.2142  The  control  of  hemorrhage. 

3.2143  The  control  of  pain. 

3.2144  The  treatment  of  shock. 

3.2145  Application  and  adju.stment  of 
splints. 

3.2146  Dre.ssing  of  wounds. 

3.2147  (Jiving  anti-biotic.s. 

3.2148  Screening  of  casualties  for 
transfer  to  hosi)itals  or  for  discharge. 


3.2149  Completion  of  standard  ttuj  for 
ixiticnts. 

3.21410  The  maintenance  of  a log  of 
all  casualties  treated. 

3.22  The  point  of  initial  a.s.sembly  of  per- 
sonnel. and  storage  of  initial  fii-st-aid  sup- 
l>lies,  for  each  fii-st-aid  station,  should  be 
predesignated.  The  fii-st-aid  station  is  re- 
sponsible for  furni.shing  its  own  transpor- 
tation from  the  as.sembly  j)oint  to  the  point 
of  operation. 

3.23  As  .soon  as  the  fii-st-aid  station  can 
be  moved  forward  from  its  established  lo- 
cation of  operation  to  a i)oint  nearer  the 
center  of  di.saster,  such  a move  should  be 
made,  but  close  contact  mu.st  be  main- 
tained with  the  Ambulance  teams  .serving 
the  .station  to  a.ssure  that  ambulances  re- 
j)ort  to  the  proper  collecting  area. 

3.24  The  head  of  a fii*st-aid  .station  should 
establish  an  emergency  morgue  near  to 
the  fiiNt-aid  station  for  the  i)roper  care 
of  dead  casualties  at  the  first-aid  station, 
and  should  maintain  liaison  with  the 
Mortuary  Sub-Section  to  insure  their 
])rompt  removal. 

3.25  The  head  of  a first-aid  station  is  re- 
si)onsible  for  recjiiesting  additional  first- 
aid  supplies  from  the  supply  section. 

3.26  1 f initial  mobilization  cannot  be  ac- 
complished because  of  inacces-sibility  or 
major  damage  of  initial  supplies,  the  fii-st- 
aid  team  shoidd  assemble,  the  head  shoidd 
report  the  status  of  the  station  to  the  local 
civil  defense  control  center  and  re(iuest 
additional  .supplies. 

3.27  Fil-st-aid  stations  should  e.stabli.sh 
collecting  areas  for  the  disposition  of 
treated  casualties  awaiting  transfer  to  hos- 
pitals. 

3.271  The  Ambulance  Service  will  be 
responsible  for  the  transportation  from 
the  collecting  area  to  the  hosj)ital. 

3.28  First-aid  litter  teams  are  respomsi- 
ble  for  tagging  all  casualties  found  in  the 
field  for  their  movement  to  the  fii-st-aid 
station. 

3.281  The  fii-st-aid  station  is  responsible 
for  tagging  any  untagged  casualties 
treated. 
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3.3  Transportation  and  Sxipphj  Section 

3.31  Ambulance  Service  Sub-Section  : 
The  Ambulance  Service  will  transport 
casualties  from: 

3.311  First-aid  station  collecting  areas 
to  emergency  hospitals. 

3.312  First-aid  station  collecting  areas 
to  reserve  hospitals. 

3.313  Emergency  hospitals  to  reserve 
hospitals. 

3.314:  Medical  and  health  facilities  to 
homes,  or  other  locations  when  required. 

3.32  The  transportation  ecpiipment  of 
tlie  Ambulance  Service  must  be  designated 
and  assigned  in  advance  of  the  time  of 
disaster,  and  should  not  be  u.sed  for  pur- 
poses other  than  the  transportation  of 
casualties. 

3.321  All  existing  ambulances  and 
hear.ses  will  be  designated  as  part  of  the 
transportation  equipment  of  the  Am- 
bulance Service. 

3.322  Station  wagons,  panel  trucks,  and 
modified  pickup  trucks  will  form  addi- 
tional sources  of  transportation  equip- 
ment for  this  service. 

3.323  Arrangements  should  be  made  in 
advance  to  provide  adequate  supplies  and 
issue  of  fuel  and  lubricants  to  insure  am- 
bulance service  without  interruption. 

3.324  Those  persons  whose  facilities 
have  been  designated  for  use  in  the  am- 
bulance service  are  urged  to  maintain 
their  eiiuipment  in  readiness  at  all  times, 
especially  in  regard  to  the  mechanical 
condition,  lubrication,  and  gasoline  sup- 

pi.y- 

3.325  Each  ambulance  should  be  equip- 
l)ed  with  a first-aid  kit  which  is  listed  in 
Appendix  K. 

3.326  Each  ambulance  should  be  equip- 
ped with  litters  and  blankets  sufficient 
to  effect  an  exchange  of  such  when  it  is 
necessary  to  transfer  casualties  on  equip- 
ment belonging  to  first-aid  stations  or 
hospitals. 

3.33  Ambulance  personnel  should  be  well 
trained  in  first-aid,  as  they  are  responsi- 
ble for  the  care  of  casualties  during  the 
period  of  ti’ansfer. 

3.34  An  ambulance  dispatcher  must  be 
provided  in  each  first-aid  station  collect- 


ing area,  and  each  hosiiital  facility,  to 
insure  jiroper  flow  of  ambulances.  At 
large  hosiiital  facilities,  a separate  section 
for  the  reception  of  ambulances  may  be 
re()uired. 

3.35  The  Supply  Transportation  Sub- 
Section  will  i>rovide,  through  coordina- 
tion with  the  Transportation  Division  of 
the  State  Department  of  Civil  Defense, 
the  necessary  vehicles  to  transport  medical 
and  health  sui)])lies  from  the  storage 
points  to  the  iioints  of  issue  and  delivery. 

3.351  Special  ]>rocedures  must  be  de- 
veloped, as  i>rescribed  by  the  Federal 
government,  for  the  handling  of  special 
drugs,  such  as  narcotics. 

3.36  Emergency  Medical  Supplies  Suh- 
Section 

3.361  The  First-Aid  Station  Supply 
team  will  issue  additional  first-aid  sup- 
plies to  stations  on  a package  basis,  when 
such  siqiplies  are  ordei’ed  by  the  head  of 
a First-Aid  Station. 

3.362  The  Pharmaceuticals  team  will 
issue  standard  drugs  and  biologicals  to 
hospitals  or  other  facilities  prescribed  by 
the  Chief  of  the  Division. 

3.363  Surgical  Textiles  team  will  issue 
dressings  and  other  surgical  textiles  to 
hospitals  and  other  facilities  prescribed 
by  the  Chief  of  the  Division. 

3.364  The  Equipment  team  will  issue 
medical  e(iuipment  such  as  instruments, 
to  directors  of  hospitals,  or  heads  of 
Fir.st-Aid  Stations,  as  requested. 

3.37  The  Public  Health  Supplies  Sub- 
Section  will  secure,  store,  and  issue  neces- 
sary supplies  for  purification  of  drinking 
water,  milk  sanitation,  insect  and  rodent 
control,  and  veterinary  and  other  public 
health  reijuirements. 

3.4  Training  Division 

3.41  The  Public  Health  Education  Sub- 
Section  will  utilize  the  normal  channels  of 
communication  of  the  State  Board  of 
Health  in  preparing  its  technical  publica- 
tions and  in  releasing  iniblic  health  in- 
formation to  the  State. 

3.42  The  Emergency  Medical  Services 
Sub-Section  will  utilize  the  facilities  of  the 
State  Board  of  Health,  and  in  addition, 
whenever  jiossible,  use  the  facilities  of  the 
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State  ^ledieal.  Dental,  and  other  proles 
sional  societies,  and  state  and  national 
publications. 

3.43  The  Casualty  Traffic  and  Movement 
Trainin<r  Sul)-Section  will  prepare  and 
conduct  any  trainin';  necessary  to  insure 
that  the  llealtli  and  Medical  Services  are 
able  to  inaiidain  an  even  and  continuous 
flow  of  casualties  resulting  from  a dis- 
a.ster. 

3.5  Public  Health  and  Sanitation  Section 

3.51  The  head  of  the  Preventive  Medi- 
cine Sub-Section  will  direct  and  super- 
vi.se  the  mobilization  of  State  and  local 
lieallli  department  staffs  for  the  i>reven- 
tion  of  disea.se  and  for  defense  against 
bactenological  warfare. 

3.52  The  local  health  departments  will 
be  res])onsible  for  plans  to  control  com- 
municable disea.ses,  for  conducting  the 
nece.s.sarv  immunization,  for  the  main- 
tenance of  public  health  services  for  moth- 
ei-s  and  children  — including  i>ublie 
health  nursing  service  in  welfare  centei-s 
— for  the  e.stablishment  and  coordination 
of  piddic  health  laboratory  facilities  in 
local  areas,  and  for  i)romoting  mental 
hygiene. 

3.53  The  local  health  department  will 
conduct,  in  cooperation  with  the  Sanita- 
tion Sub-Section,  field  investigations,  when 
i-e(iuired,  to  determine  the  existence  of 
bacteriological  contamination  and  initiate 
such  control  measures  as  are  recpiired. 

3.54  Prior  to  the  time  of  disaster  the 
Sanitation  Sub-Section  will  establish  emer- 
gency sanitation  standards  and  designate 
emergency  water  suppl.v. 

3.541  Following  a disaster,  they  will, 
through  the  local  health  dei)artments, 
maintain  i)ure  water  supplies,  examine 
milk  facilities  to  insure  a .safe  milk  sup- 
l>ly,  and  recommend  sources  to  replace 
those  made  inojjerative. 

3.55  They  will  provide  for  freciuent  in- 
spection of  the  pi'ei»aration  and  servijig  of 
food  at  emeigency  feediin.;  centers  and 
hospitals,  and  other  public  feeding  centei-s. 
3.5(>  Tney  will  direct  itroper  disposal  or 
waste  and  sewage,  and  supervise  the  sani- 


tation of  emergency  housing  areas.  They 
will  plan  adecpiate  measures  for  the  con- 
trol of  insects  ami  rodents  following  a dis- 
as-tei'. 

3.57  The  Veterinary  .Sub-Section  will 
carry  out  the  .same  health  measures  with 
regard  to  animals  as  the  Preventive  Medi- 
cine .Sub-Section  carries  out  with  human 
beings. 

3.571  They  will  cooperate  with  the  Sani- 
tation Sub-Section  in  the  initial  investi- 
gation of  food  and  milk  facilities  follow- 
ing a disaster. 

3.()  The  Vital  .Statistics  .Section  will  be 

the  Vital  .Statistics  Bureau  of  the  State 

Board  of  Health. 

3.7  Personnel  Section 

3.71  The  Personnel  .Section  will  be  the 
normal  jreisonnel  record  facilities  of  the 
.State  Boai’d  of  Health. 

3.72  This  .Section  will  rrot  recruit  jrer- 
sonnel  for  the  Health  and  Medical  Ser- 
vices Division. 

The  above  i)lan  indicates  that  the  staff  of 
the  Slate  Board  of  Health,  with  the  a.ssi.stance 
of  the  State  Office  of  Civil  Defen.se,  have 
many  duties,  such  as  cooixlinating  local  r** 
sources,  the  training  of  key  personnel,  the  ae- 
(luisition  of/and  stor'age  of  sirirplies.  together 
with  the  total  duties  mentiorred  in  the  plan. 
51uch  has  already  been  accomplished.  Medi- 
cal and  first-aid  supirlies  have  beert  or-der-ed, 
and  for  the  large  part  deliver-ed,  to  take  care 
of  the  first  few  hours  of  an  emengerrey.  Emer’- 
gency  hospital  facilities  for  18,000  casualties 
have  been  established  and  cotrsider-able  tr-airr- 
irrg  of  key  personrrel  arrd  rurrses  has  alr-eady 
beeir  done.  There  is  yet  much  tr-aining,  as- 
signment of  voluntary  persorrnel,  arrd  details 
of  oper-atioir  to  be  completed.  All  physrerans 
are  rtr'ged  to  give  their  loyal  and  corrtirruous 
supp'rrt  to  the  program  in.stitirted  to  .save 
p.very  jrossible  life,  shorrld  an  actiral  errerrry 
attack  occtrr.  .Such  action  will  not  oirly  as- 
sur'c  our  own  survival,  birt  also  the  strrvival 
of  our  .state  and  natiorr. 

Note:  -Apirendices  mentioned  in  the  plan  will 

he  available  to  persons  interested,  upon  I'etprest. 
They  are  too  lengthy  for  publication  with  this 
l^aper. 
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POPULATION  GAINS  DURING 
THE  PAST  DECADE 

Cecil  A.  ^Marshall,  B.  S.,* 

Dover,  Del. 

The  population  gains  in  Delaware  eontinne 
at  an  unabated  rate  due  to  the  exeessive  num- 
ber of  births  and  the  continuing  lower  gen- 
eral mortality  rates.  During  1951  the  num- 
ber of  births  in  Delaware  set  an  all  time  high. 
There  were  8203  births,  which  number’s  325 
more  than  the  irrevious  higli  number  register- 
ed in  1947.  A similar  pattern  has  prevailed 
throughout  the  United  States  during  the  past 
few  years,  wherein  the  excessive  number  of 
births  lias  shattered  all  irrevious  predictions 
and  estimations.  Each  year  for  the  past  five 
years  more  than  3,500,000  have  been  recorded 
in  the  United  States.  When  the  estimated 
number  of  unregistered  births  are  totaled  with 
those  registered  for  the  country,  we  have  a 
mrmber  that  will  closely  approach  the  4,000,- 
000  mark  in  1951.  The  recent  increase  in  all 
areas  of  the  country  reflects  in  part  the  in- 
crease in  the  marriage  rate  after  the  start  of 
the  war  in  Korea.  Even  more  important,  the 
improved  economic  conditions  of  recent  years 
appear  to  have  brought  a more  favorable  at- 
titude toward  earlier  marriage,  starting  fam- 
ilies, as  well  as  the  creation  of  larger  families. 

In  practically  all  areas  of  the  country, 
marked  developments  have  taken  place  in 

•Statistician,  Delaware  State  Board  of  Health. 


l)Oj)ulation  growth  during  the  jiast  tew  years. 
These  developments  may  have  been  unfavor- 
able in  a few  areas  as  a result  of  emigration 
of  wage  earners  and  their  families  in  pui'suit 
of  better  wages  and  living  prospects.  In  Del- 
aware such  developments  were  favorable. 
From  1940  to  1950  there  was  a gain  of  51,585 
inhabitants  as  shown  by  figures  of  the  sev- 
enteenth decennial  cen.sus  conducted  in  1950. 
There  was  nearly  a 20  percent  gain  in  the 
decade  mentioned.  Still  more  striking  is  the 
fact  that  Delaware  gained  during  this  period 
extra  numbers  of  iieojile  nearly  as  great  as 
the  entire  population  of  Sussex  County  in 
1940.  Many  of  these  ])eople  (14,021  in  num- 
ber) migrated  to  the  state  as  a labor  force 
in  order  to  benefit  from  employment  o^rpor- 
tunities  offered  by  Delaware's  industrial  fa- 
cilities. The  gain  .shown  (51,585)  from  1940 
to  1950,  less  immigration  (14,021),  results  in 
the  number  37,564  which  is  relatively  a group 
reproduced  from  the  existing  jioimlation  of 
Delaware.  This  natural  increase  in  the  pop- 
ulation has  flourished.  Since  1940,  through 
a high  rate  of  natural  increase,  Delaware’s 
population  has  been  boosted  37,5(>4  individ- 
uals; to  the  extent  of  the  entire  iiopulation 
of  Kent  County;  to  the  extent  of  ten  of  our 
largest  incorporated  towns  exclusive  of  the 
City  of  Wilmington.  This  is  a sizeable  num- 
ber of  people  considering  that  it  has  taken 
place  within  the  pa.st  few  years — since  1940. 


BIRTHS,  DEATHS  AND  NATURAL  INCREASE  IN  POPULATION 
DELAWARE,  1931-1951 
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Twenty-five  tliousaiul  l)v  natural  inerease  of 
l)0]>iilation  have  been  added  sinee  the  close 
of  World  War  11.  Needless  to  say,  no  like 
])eriod  in  the  fjrowth  of  our  state  has  been 
ex])erieneed  previously.  Since  World  War  II 
45,759  births  have  been  registered  in  Dela- 
ware and  20,54(1  deaths.  The  births  minus 
the  deaths  leaves  a remainder  of  25,213  which 
is  called  the  natural  increase  in  the  poi)ula- 
tion. 

The  accompanyin<i  chart  shows  the  contri- 
bution to  Delaware's  i)opulation  by  large 
numbei’s  of  births  and  conseiiuently  to  the  re- 
markable growth  of  the  State  during  late 
yeai’s. 

A noteworthy  aceomplishment  contributoiy 
to  our  growth  is  the  lowered  infant  mortality 
rate  and  the  continued  lowering  of  the  gen- 
eral mortality  rate.  The  rate  of  general  mor- 
tality ])revailing  a decade  ago  would  have 
resulted  in  three  to  five  hundred  more  deaths 
])er  year  than  we  are  having  at  the  present 
time. 

Light  upon  the  records  of  our  time  show 
us  in  an  extremely  favorable  ])osition  in  the 
growth  of  our  state  and  nation — a high  natal- 
ity rate,  a low  mortality  rate,  and  some  contri- 
bution to  increase  the  longevity  of  man  be- 
coming ai>parent  each  year.  It  will  be  an 
accomplishment,  indeed,  if  the  well  being  of 
man  j)rogre.sses  as  favorably.  The  great  vi- 
tality of  our  people  being  so  recorded,  we 
may  look  forward  to  the  richness  of  a healthy 
and  exi)anding  economy. 

WATER  IS  MANNA  FROM  HEAVEN 

Preservation  Of  Its  Quality  Is  A Basic 
Necessity  To  Our  Health,  Comfort 
And  Economy 

A.  doEL  Kaplovsky,  Dh.D.,* 

Dover,  Del. 

Rain,  snow,  hail  and  sleet  are  i)recipitated 
upon  the  surface  of  the  earth  and  may  be 
considered  as  the  original  source  of  all  water. 
Part  of  this  water  becomes  available  for  di- 
rect use  in  streaTu  flow  and  ground  water, 
and  part  is  lost  through  processes  of  evapora- 
tion and  transpiration. 

The  ca])acity  of  the  atmosphere  to  retain 
water  vapor  is  a function  of  the  tem])erature 
.so  that  when  the  temperature,  of  the  atmos- 

•Supervising  Engineer,  Water  Pollution  Commission, 
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jihere  falls  below  the  dew  ])oint,  the  tempera- 
ture at  which  the  atmosiihere  becomes  .saturat- 
ed with  moisture,  jireeipitation  results.  The 
factors  involved  in  this  iihenomenon  are  many 
and  their  interrelation  is  complex.  Some  of 
these  factors  are:  temperature,  barometric 

l)res.sure,  prevailing  winds,  mountain  barriers, 
relative  position  of  land  and  water  areas,  and 
altitude. 

Precipitation  from  above  will  normally  in- 
filtrate into  the  earth,  constitute  surface  run- 
off, be  absorbed  by  vegetation,  and  partly 
evaporate  as  it  is  falling.  Water  infiltration 
into  the  gi'ound  will  either  be  a source  of 
water  for  vegetation,  for  the  soil,  water  to 
the  .streams,  or  ground  water  to  the  oceans. 
Water  remaining  upon  the  ground  surface 
will  evaporate  in  various  ways  and  return  to 
the  heavens  above  from  which  it  may  again 
be  jirecipitated.  This  cycle,  fortunately,  is  a 
continuous  one.  Water  may  return  to  the 
skies  by  evaporation  during  its  falling,  evap- 
oration from  vegetation,  evaporation  from 
ponds  and  open  .storage  areas,  transpiration 
from  trees,  evaporation  from  soil,  evaporation 
from  streams,  and  also  evaporation  from  the 
ocean. 

The  largest  and  most  accessible  sujiply  of 
water  for  both  domestic  and  industrial  pur- 
poses is  made  available  during  surface  run- 
off', that  is,  in  streams.  Water  precipitated 
from  the  atmosphere,  high  above  the  earth’s 
surface,  is  practically  pure.  As  the  water 
descends,  it  will  take  into  solution  the  com- 
mon con.stituents  of  air,  such  as  oxygen,  nitro- 
gen, and  carbon  dioxide.  As  precii)itation 
approaches  the  earth,  it  will  also  absorb  dust, 
smoke,  and  fumes  which  are  present  in  the 
atmosi)here.  In  addition,  bacteria  and  the 
spores  of  microscopic  organi.sms  may  also  be 
included  and  consc(iuently  considered  as  a 
portion  of  atmosj)here  pollution.  The  coneen- 
tration  of  atmospheric  i)ollution  is  directly 
related  to  the  type  of  city  and  industrial 
establishments  in  the  vicinity.  The  amount 
of  impurities  derived  from  the  atmosphere  is 
generally  small  ami  decreases  with  the  dura- 
tion of  the  rainfall  and  often  are  not  signifi- 
cant from  a sanitai-y  stand])oint.  These  at- 
mospheric waters  are  also  lacking  in  hard- 
ness-producing minei'al  matter  and  are  soft 
and  (piite  corrosive.  As  the  water  strikes  the 
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earth's  surface  and  passes  through  various  en- 
vironments, the  characteristics  of  the  water 
itself  will  vary  considerably. 

The  amount  of  surface  material  carried 
into  the  streams  depends  upon  the  character 
of  the  surface  material  and  the  relative  steep- 
ness of  the  catchment  area.  In  genei'al,  if 
the  area  is  steep,  the  rapid  runoff  tends  to 
cause  rapid  erosion  and  vice  versa.  Mountain 
streams,  on  the  other  hand,  are  often  clear 
and  prairie  streams  muddy  due  to  differences 
in  surface  soil.  At  its  headwaters  in  the 
mountains,  a stream  which  has  been  formed 
due  to  precipitation  is  relatively  pure. 

The  water  was  only  pure  at  its  original 
source,  that  is,  in  the  iipper  atmosphere. 
Organic  residues  of  plant  and  animal  life 
are  either  dissolved  from  the  upper  layers 
of  the  soil  and  the  forest  loam  or  are  carried 
into  the  stream  as  insoluble  suspended  mat- 
ters by  surface  wash.  All  these  materials,  al- 
though from  natural  sources,  are  foreign  to 
the  water  itself  and  even  if  they  are  unob- 
jectionable, constitutes  stream  pollution  in  a 
strict  sense.  The  organic  residues,  picked  up 
from  the  soil,  constitute  the  nutrient  basis  for 
the  development  of  bacteria,  microscopic  ani- 
mal and  plant  life.  These  nutrients,  in  turn, 
are  food  for  successful  life  stages,  such  as 
worms,  mollusk,  insect  larvae,  etc.,  dowui 
through  the  major  fish  life  of  fresh  and  salt 
waters. 

The  relatively  pure  upland  streams  and 
lakes  provide  scenic  beauty  and  recreational 
facilities.  Greater  appreciation  and  wider  use 
of  these  national  assets  have  stimulated  con- 
siderable interest  in  reforestation  and  for  sur- 
vey studies  and  cooperative  soil  erosion  land 
management  programs.  The  freedom  of  the 
waters  in  a mountain  stream  may  be  short- 
lived, for  these  waters  may  find  themselves 
impounded  in  a .storage  reservoir.  Storage 
is  the  first  instance  which  represents  regu- 
lated control  of  runoff.  This  storage  reduces 
the  inherent  undesirable  aspects  of  unregu- 
lated streams  with  its  spring  floods,  summer 
droughts,  and  occasionally  years  of  extreme- 
ly low  total  yield.  The  up.stream  storage  may 
also  be  the  source  of  water  supply,  flood  con- 
trol, irrigation,  power,  low  dry  weather  flow, 
and  salinity  control.  In  addition,  during  the 
storage  period  sedimentation,  siltation,  and 


color  reduction  are  affected.  Temperature 
variations  which  induce  “turn-over”  brings 
undecompo.sed  food  from  the  bottom  and 
therefore  improves  the  water  quality  during 
its  period  of  retention. 

As  the  waters  reach  the  plains  the  increased 
sources  of  pollution  associated  with  increased 
activities,  such  as  agriculti;re,  rural  and  urban 
po])ulations  including  industry,  come  into  the 
picture.  Smaller  amounts  of  pollution  may 
reach  the  tributary  waters  through  the  runoff 
from  areas  assigned  to  agricultural  and 
swampy  areas,  but  the  latter  often  contribute 
high  concentrations  of  organic  color.  Also 
increased  plant  and  animal  micro-organisms 
may  find  their  way  to  the  waters  of  the 
streams  from  these  areas. 

The  advantages  of  storage  are  not  always 
without  certain  disadvantages.  Development 
of  plant  and  animal  life,  e.specially  micro- 
scopic life,  to  an  extent  which  may  bring 
about  undesirable  changes  in  water  quality 
may  prove  detrimental.  In  domestic  water 
supplies  microscopic  blooms  are  often  the 
basis  of  taste  and  odors  usually  found  in 
potable  water.  There  are  various  ways  of 
reducing  these  disadvantages  to  a minimum, 
and  these  methods  are  employed  throughout 
the  country. 

Further  downstream  we  often  find  an  in- 
dustrial community  which  in  former  years  had 
invariably  discharged  their  wastes,  untreated, 
directly  into  a nearby  stream.  This  waste  dis- 
posal by  dilution  was  practiced  for  many 
years  but  with  increasing  development 
throughout  the  country,  it  has  become  ap- 
parent that  these  polluted  waters  are  now 
seriously  needed  for  process  waters  and  often 
dome.stic  water  supi)lies.  Specifications  for 
proce.ss  water  of  many  industries,  such  as  tex- 
tile and  paper,  are  high  and  the  presence  of 
most  wastes  are  objectionable.  It  is  often 
necessary,  therefore,  to  place  restrictions  upon 
the  assumed  riparian  rights  of  some  of  these 
mill  owners  in  order  that  the  actual  rights  of 
others,  downstream,  may  not  be  infringed 
upon. 

In  our  present  day  and  age  we  continually 
find  that  water,  our  most  important  re.source, 
can  be  affected  harmfully  by  unjustified  iis- 
age,  specifically  when  little  or  no  considera- 
tion is  given  to  the  quantity  of  wastes  dis- 
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<‘h;ii'"(‘(i  to  streams.  Cei'taiii  natural 

ixillution  enteriii<r  the  stream  throu^li  sui-raee 
washiiifis  and  drainage  ean  he  ahsorl)ed  by  a 
stieam  without  ill  efl'eet.  Hvery  body  of 
water  has  an  ability  to  sell-purit'y  provided 
the  pollution  leeeived  is  not  so  exee.ssive  as  to 
overtax  or  upset  its  natural  biolo<>:ieal  i)alance. 
Itefore  this  biolo<iieal  balanee  eould  be  de- 
stroyed, regulatory  measures  should  be  insti- 
tuted as  to  insure  a water  eapable  of  serving 
th(>  best  interests  of  the  peo])le. 

Strong  water  ])ollution  abatement  ])oliey  is 
needed.  A eommunity  has  various  interests 
in  its  streams,  ponds  and  lakes  in  addition 
to  a possible  souree  of  drinking  water.  In- 
dustry needs  elean  water;  l)athing  needs  clean 
water;  fisheries  need  clean  water;  navigation 
depends  upon  clean  water  and,  odd  as  it  may 
seem,  industrial  and  dome.stic  waste  disposal 
need  clean  water  to  minimize  their  detri- 
mental effects  upon  the  sti’cam.  Hither  one, 
all.  or  })art  of  the  above  usages  may  be  deemed 
of  primary  importance  in  evaluating  the  needs 
of  the  community  within  a specific  drainage 
basin  area.  Water  is  either  directly  or  in- 
directly related  with  our  health,  comfort,  and 
economy.  Preservation  of  our  water  (juality 
is  a basic  nece.ssity  to  life  itself. 

PROGRESS  MADE  TO  DATE  IN 
FLUORIDATION  OF  PUBLIC 
WATER  SUPPLIES 

.Marcarkt  11.  .Iefkrkys,  K.D.H., 

Dover,  Del. 

Less  than  two  years  have  elapsed  since  the 
American  Dental  Association,  followed  in 
close  succession  by  other  professional  organ- 
izations, including  the  .\merican  Medical  As- 
.sociation.  adopted  a resolution  api)roving  the 
fluoridation  of  i)ublic  water  supplies  as  an 
acceptable  technicpie  capable  of  reducing  the 
high  iiuddence  of  dental  cai'ies  among  chil- 
di'cn.  The  intei’vening  months  have  witnessed 
similar  action  by  the  majoi'ity  of  .state  and 
local  comi)onent  societies  including  our  own 
slate  Medical  and  Dental  Assoeiations,  by 
.state,  county,  and  city  boards  of  health,  and 
by  numerous  civic,  .service  and  community 
gi’oups  throughout  the  countiw  who  are 
vitally  interested  in  the  dental  welfare  of 
childien. 

•Director  Division  of  Oral  Hygiene.  Delaware  State  Board 
of  Health. 


Physicians,  dentists,  nur.se.s,  teachers,  and 
all  othei'  jirofe.ssional  persons  who  have  con- 
tact with  childi'cn  of  |)ieschool  and  school  age 
are  concerned  for  their  dental  welfare.  They 
know  fiom  their  own  observations  and  from 
the  numerous  surveys  made  in  the  past  sev- 
eral years  that  dental  caries  rank  first  among 
all  physical  defects  found  among  school 
childi-en.  They  also  know  that  there  is  no 
ho]>e  that  any  moi'e  than  a small  ])ercentage 
of  this  segment  of  the  population  will  ever 
be  able  to  receive  the  dental  care  which  at 
least  9.")  ])er  cent  of  all  the  children  need, 
d'heir  only  hojie  is  the  newly  discovered 
fluorides  added  to  the  jiublic  water  supply 
or  ajiplied  topically  to  the  teeth  of  individual 
children  at  i-egularly  stated  inteiwals.  Either 
method  will  result  in  a substantial  reduction 
in  the  yearly  incidence  of  dental  caries,  but 
for  long-range  ])Ianning,  and  this  is  necessary 
in  a i)rogi'am  involving  millions  of  children, 
the  first  mentioned  method  is  most  acceptable. 
In  the  first  i)lace,  it  is  known  that  the  ulti- 
mate reduction  in  dental  caries  is  greater, 
some  ()0  to  (id  per  cent  decrease  as  compared 
with  40  to  dO  per  cent  obtained  with  the  topi- 
cal aj)plication  of  sodium  fluoride  and  that 
this  ])rotection  can  be  made  available  to  the 
ma.sses  of  children  at  a much  lower  j)er  capita 
cost.  Finally,  the  fluoridation  of  i)ublic 
water  supi)lies  does  not  reepure  the  large  num- 
ber of  j)rofessional  personnel  neces.sary  for  the 
topical  application  of  fluoride.  This  a factor 
whicli  must  receive  consideration  since  dent- 
ists and  dental  hygieinsts  are  alone  certified 
to  perform  this  .service,  and  in  either  group 
they  ai'e  fai’  too  few  in  number  to  render  a 
.service  re<piii-ed  by  so  many.  A true  sjimple 
of  such  a situation  may  be  found  here  in 
Delaware  where  there  are  too  few  dentists  to 
])rovide  adecpiate  dental  service  for  the  entire 
population,  and  there  ai-e  not  enough  dental 
hygieinsts  to  supply  either  jirivate  offices  or 
.schools.  With  the  exception  of  the  City  of 
Wilmington,  there  are  no  dental  hygieni.sts 
this  year  to  work  in  the  white  schools  of  the 
state. 

It  is  rather  remarkable  in  view  of  the  wide- 
spread approval  stemming  from  .so  many  out- 
standing professional  groups  as  was  men- 
tioned cai'lier,  that  the  progress  of  fluorida- 
tion u])  to  this  time  has  in  the  opinion  of 
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some  authorities  fallen  short  of  that  which 
was  anticipated.  However,  intere.st  does  exist 
in  all  parts  of  the  nation,  as  indicated  by  the 
number  of  communities  now  engaged  in  ob- 
taining fluoridated  water.  According  to  the 
Council  on  Dental  Health  of  the  American 
Dental  Association,  “more  than  300  commun- 
ities in  the  Continental  United  States  have 
fluoridated  water  and  269  communities  have 
approved  the  measure  for  future  adoption — 
outside  the  Continental  United  States  limits 
too,  this  public  health  measure  is  gaining  ac- 
ceptance. The  Panama  Canal  Zone  water 
supi)ly  provides  fluoridated  water  for  all  the 
Canal  Zone  as  well  as  Colon  and  Panama  City 
and  its  suburbs  as  far  as  Juan  Diaz.  In 
Alaska,  the  procedure  has  been  approved  for 
Anchorage.  Kilmarnock,  Scotland,  will  be  the 
first  British  city  to  fluoridate  its  water  sup- 
ply."^ While  this  information  is  encourag- 
ing, it  must  be  noted  that  there  are  in  all, 
16,000  communities  in  the  United  States  for 
which  fluoridation  could  l)e  made  available. 
At  the  present  rate  of  progre.ss,  it  is  estimated 
that  .some  forty  to  fifty  years  mu.st  elapse 
before  benefit  to  all  the  children  can  be  as- 
sured when  the  task  could  and  should  be 
comi)leted  in  less  than  five. 

Although  Delaware  was  one  of  the  first 
.states  in  this  section  of  the  country  to  accept 
topical  application  of  fluoride  and  Newark 
one  of  the  first  cities  in  the  United  States 
to  a])prove  fluoridation  of  its  public  water 
sui)ply,  progress  here  has  been  less  notable 
than  that  in  neighboring  states.  To  mention 
but  a few,  IMaryland  now  has  60  communi- 
ties with  fluoridated  water,  including  the  city 
of  Baltimore ; Pennsylvania  has  five  with  sev- 
eral approved  including  Philadelphia;  while 
New  Jersey,  according  to  reports  received  in 
July,  has  20  communities  in  one  county  where 
fluoridation  is  now  in  operation.  The  Dis- 
trict of  Columbia  started  fluoridation  this 
past  June. 

The  reason  or  reasons  why  the  people  of 
this  state  have  not  participated  actively  in 
a program  which  holds  so  much  promise  for 
the  improved  dental  status  of  their  children 
may  spring  from  conservatism  and  their  un- 
willingness to  attempt  anything  so  new.  On 
the  other  hand,  there  may  be  local  problems 
as  in  Dover  where  the  Junior  Chamber  of 


Commerce  has  been  working  for  fluoridation 
since  1951.  Apparently,  the  situation  there 
is  rather  uni(iue  since  the  water  su])ply  for 
the  towm  is  di.stributed  from  .several  rather 
than  one  central  point.  While  the  Junior 
Chamber  of  Comerce  has  j)urchased  three 
fluoridation  units  for  wells  now  in  use,  the 
City  Council  is  faced  with  the  ])roblem  of 
how  to  obtain  two  more  units  for  wells  to 
be  dug  in  the  near  future,  as  well  as  suitable 
housing  for  all  five  unifs.  Up  fo  this  time 
and  no  doubt  for  the  above  reasons,  the  pres- 
ent town  council  has  not  ai>proved  fluorida- 
tion for  Dover. 

It  is  (luite  possible  that  problems  of  this 
or  a similar  nature  have  ari.sen  in  Wilming- 
ton for  which  fluoridation  was  recommended 
last  spring  by  the  New  Castle  County  IMedical 
Society,  and  in  New  Ca.stle,  Claymont, 
Smyrna,  IMilford,  and  other  communities 
where  the  s])onsors  were  interested  local 
gi-oups  or  individuals.  In  smaller  commun- 
ities, however,  the  inability  of  local  officials 
to  meet  the  requirements  of  the  istate  Board 
of  Health  for  properly  trained  personnel  to 
be  responsible  for  feeding  the  fluoride  com- 
pound and  do  the  routine  testing  of  the  water 
will  no  doubt  create  a problem. 

But  difficulties  of  this  kind  are  normal  and 
to  be  expected.  Also  they  can  and  will  be 
overcome  in  time.  The  same,  howevei',  is  not 
time  of  the  jiropaganda  being  issued  by  bit- 
ter opponents  of  fluoridation  whose  literature 
and  adverse  publicity  of  one  kind  or  another 
is  ra])idly  finding  its  way  into  the  hands  of 
key  persons  in  communities  everywhere — 
even  Delaware.  It  is  to  be  hoped  that  the 
people  here  are  too  sensible  to  allow  them- 
selves to  be  influenced  in  such  matters,  but 
it  has  hapiiened  in  other  states  and  could 
happen  here.  Physicians  are  not  unaware  of 
the  existence  of  such  opposition,  their  own 
profe.ssion  having  found  a parallel  in  those 
persons  who  have  for  years  opposed  vaccina- 
tion. In  medical  history,  too,  there  is  refer- 
ence made  to  those  groups  and  individuals 
who  “complained  that  chlorination  increa.sed 
gastrointestinal  diseases,  caused  cancer  and 
other  systemic  illne.sses  and  ‘dezincification  of 
hot  water  heaters’. 

Whether  it  be  vaccination,  chlorination, 
fluoridation  or  something  else  to  promote 
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pul)lic  lie.ilth  and  welfare,  the  need  for  uni- 
fied effort  to  eoinliat  opposinfj  forees  is  al- 
ways present,  and  i)liysieians  in  their  busy 
lives  carry  a larfie  part  of  the  burden  since  it 
is  to  them  that  their  {)atients  f;o  eventually 
for  counsel  and  fjoidance.  The  present  issue 
— fluoridation — is  no  exce])tion  and  in  cities 
throufihout  the  nation  physicians  are  working 
shoulder  to  shoulder  with  dentists  and  other 
professional  fjroups  in  an  atteini)t  to  dis- 
courafje  public  acceptance  of  any  and  all  such 
fallacious  literature.  A recent  re])ort  of  the 
AD  1I()(.’  (’ominittee  of  the  National  Ke- 
search  (’ominittee  of  the  National  Kesearch 
C’ouncil,  Division  of  Medical  Sciences,  offers 
substantial  evidence  favoriii};  the  fluoridation 
of  public  water  supiilies  and  .should  be  of  in- 
terest to  such  «:i'<Jiips.  (^uotinw  from  the  con- 
clusion to  their  .study:  “In  view  of  these 

considerations,  your  (.’ommittee  recommends 
that  any  community  which  includes  a child 
population  of  sufficient  size,  and  which  ob- 
tains its  water  supjily  from  .sources  which  are 
free  from  or  are  extremely  low  in  fluorides, 
should  consider  the  practicability  and  eco- 
nomic feasibility  of  adjustiii"  the  concentra- 
tion to  optimal  levels.  The  adju.stment  should 
be  in  accord  with  climatic  factors  and  a con- 
.stant  chemical  control  should  be  maintained. 
With  iirojier  safeguards,  this  jirocedure  ap- 
pears to  be  harmless.  However,  it  should  be 
conducted  under  expert  dental  and  eiifrineer- 
iiifi  supervision  by  the  State  Board  of  Health. 
It  should  not  be  undertaken  unless  this  can 
he  provided.  How  much  reduction  in  the  pre- 
valence of  caries  will  actually  be  realized  in 
any  community  will  vary  accordiii”;  to  l(K-al 
conditions.  The  procedure  will  .supplement 
hut  not  supplant  other  dental  health  measures. 
About  one  half  of  the  population  of  this  coun- 
try is  liviiifr  in  small  villages  and  rural  areas 
and  will  not  benefit  by  fluoridation  of  public 
water  supplies.  Other  jirovisions  for  prevent- 
ing dental  caries  in  this  fraction  of  the  ])o])U- 
lation  should  he  continued  and  developed.”'* 
Much  of  Delaware,  as  we  know,  falls  into 
the  last  mentioned  category,  since  a])])roxi- 
mately  one  thii-d  of  our  child  poindation 
comes  from  rural  areas  or  small  villa*>:es  for 
which  fluoridated  water  cannot  be  made  avail- 
able. However,  tojiical  application  of  fluoride 
could  be  made  available  for  such  children  at 


three-year  intervals  in  a jiroftram  such  as  the 
State  Boai’d  of  Health  through  its  Division 
of  Oral  Hy»:iene  has  conducted  durinj;  the 
jiast  three  years.  This  would  reipure  a sub- 
stantial increa.se  in  personnel  when  available 
but  it  would  <rive  all  children  the  benefit  of 
either  one  of  the  two  protective  measures  and 
assure  a future  when  their  dental  health 
would  he  vastly  better  than  it  is  today. 
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THE  PROBLEM  OF  CONGENITAL 
SYPHILIS  IN  DELAWARE 

Winder  L.  Porter,  M.D.,  M.IMI.,* 
Dover,  Del. 

When  attention  recently  was  focused  upon 
the  seeminjrly  static  incidence  of  coiifrenital 
syphilis,  and  when  this  type  of  infection  was 
cited  as  a ma.jor  problem,  most  venereal  dis- 
ease control  officers  felt  that  this  was  con- 
trary to  their  experience  and  that  some  ])or- 
tion  of  the  statistics  was  probably  suh.ieet  to 
fal.se  interpretation.  For  that  rea.son,  an  ef- 
fort was  made  to  study  the  situation  in  the 
state  of  Delaware.  The  .study  was  eonducted 
alon<;  two  lines,  a survey  of  all  ea.ses  current- 
ly under  observation  bein*;  eoujiled  with  an 
attenijit  to  discover  new  ea.ses. 

The  search  for  new  ea.ses  embraced  an  in- 
tensified effort  to  secure  hlood-testin^  of  po- 
tential cases.  This  extended  firet  to  all 
children  horn  of  mothei’s  known  to  have  had 
,sy])hilis  at  or  before  the  time  of  the  ])re<r- 
nancy  that  resulted  in  their  birth,  refjardless 
of  what  antiluetic  treatment  the  mother  may 
have  received.  Te.stin"  of  sibliiifts  of  ea.ses 
suspected  of  havin<>:  eonsjenital  syjihilis  was 
also  especially  .soufiht.  Physicians  conducting 
child  health  conferences  or  examinin';  pre- 
school and  school  children  were  instructed  to 
he  on  the  lookout  for  slifrinata  of  coii';enital 
syphilis,  and  dental  hyfrienists  and  dental  in- 
ternes were  asked  to  look  esiiecially  for  dental 
abnormalities  which  conceivably  result  from 
heredo-lues.  These  measures  were  in  addi- 
tion to  the  already  established  profTram  of 

•Clinician,  Delaware  State  Board  of  Health. 
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testing  in  certain  schools,  and  of  testing  in- 
fants born  of  mothers  treated  for  syphilis 
during  pregnancy.  To  facilitate  this  collec- 
tion of  blood  specimens  from  children,  some 
were  drawn  in  well-child  conferences  when 
circumstances  made  it  inconvenient  or  im- 
possible for  the  child  to  attend  a regular 
venereal  disease  clinic.  In  some  instances,  the 
health  officer  went  into  the  home  and  obtained 
blood  where  there  were  several  children  who 
could  not  get  into  clinic,  and  a few  specimens 
were  taken  at  the  time  of  regular  school  exam- 
inations. 

When  a preliminary  report  of  this  study 
was  made  at  a regional  Venereal  Disease  Con- 
trol Conference  conducted  by  the  United 
States  Public  Health  Service  in  New  York 
City  on  May  21,  1951,  it  was  stated  cate- 
gorically that  the  increased  emphasis  upon 
testing  of  infants  and  children  did  not  seem 
productive  in  discovering  new  cases.  How- 
ever, suspicious  molars  noticed  by  a dental 
hygienist  led  to  the  discovery  of  five  infected 
siblings  shortly  after  the  period  included  in 
the  report,  and  makes  one  reconsider  the 
value  of  such  a program.  The  project  might 
have  been  much  more  extensive  and  conceiv- 
ably therefore  more  productive  if  there  were 
not  the  requirement  of  large  volumes  of  blood 
for  adequate  testing.  Physicians  and  parents 
alike  abhor  venipuncture  ; many  more  mothers 
would  permit  heel  puncture  or  similar  pro- 
cedure, while  the  suggestion  of  jugular  punc- 
ture brings  instant  rebellion  and  it  is  the 
practical  truth  that  many  well-child  clinics 
are  conducted  in  one  or  two  rooms  where 
privacy  for  such  procedures  is  not  obtainable. 
]\Iany  physicians  who  wanted  to  cooperate 
were  rebuffed  by  the  inability  to  withdraw 
enough  blood,  while  others  were  reluctant  to 
make  an  attempt  and  shied  off  with  some 
excuse  even  after  the  public  health  nurse  had 
referred  a child  to  them  for  that  specific  pur- 
pose. The  Filter  Paper  Microscopic  or  sim- 
ilar test  could  become  very  helpful  in  such 
cases  if  made  more  sensitive,  even  though  it 
might  continue  to  lack  specificity.  Our  own 
laboratory  is  being  urged  to  adopt  some  type 
of  exclusion  test  which  requires  less  blood  as 
well  as  quantitative  tests  which  are  reliable 
when  the  volume  of  blood  is  small. 

The  case  survey  included  a review  of  all 


ca.ses  of  congenital  syphilis  seen  in  the  clinics 
of  the  Delaware  State  Board  of  Health  dur- 
ing the  years  1949  and  1950,  regardless  of 
the  time  the  diagnosis  was  first  made.  In- 
sofar as  possible  the  review  extended  also  to 
all  cases  reported  under  surveillance  for  con- 
genital syphilis  by  hospitals  and  private 
physicians  during  those  same  years.  This  re- 
view was  aided  hy  a questionnaire  seeking  a 
brief  history  of  the  case,  the  date  of  diagnosis, 
the  basis  of  discovery  and  the  history  of  any 
treatment  received  by  the  mother  prior  to 
birth  of  the  infected  child. 

One  hundred  and  eleven  cases  of  congenital 
syphilis  received  attention  in  the  clinics  dur- 
ing the  period.  Of  these,  twenty-six  were 
detected  for  the  first  time ; nine  others  were 
admitted  who  had  received  previous  attention 
in  other  states ; and  the  diagnosis  was  estab- 
li.shed  in  five  of  our  own  cases  who  had  been 
known!  for  some  time  and  received  treatment 
for  what  had  been  considered  to  be  acquired 
infections.  As  noted  in  Table  1,  only  six  of 
the  new'  eases  were  under  one  j’mr-  of  age, 
and  just  one  other  in  the  groiip  was  under 
one  year  of  age  when  firet  placed  under  treat- 
ment. More  significantly  the  great  majority 
of  these  patients  were  adolescents  and  adults 
w'hose  disease  stemmed  from  inadequate  con- 
trol measures  of  a previous  era. 

Records  do  not  reveal  in  every  instance 
what  instigated  the  recent  clinic  visit;  but 
as  shown  in  Table  II,  a known  case  returned 
in  twenty-two  instances  because  she  herself 
w'as  pregnant,  and  tw'elve  w'ere  brought  back 
by  examiuations  for  employment  or  food- 
handling. Others  sought  examination  for 
marriage,  as  a routine  procedure,  as  regis- 
trants for  Selective  Service  and  as  contacts 
of  other  venereal  disease  patients.  Eight  com- 
plained of  skin  eruptions  or  genital  discharges 
which  they  believed  to  be  of  venereal  origin. 
Some  already  treated  tor  syphilis  were  found 
to  have  congenital  infection  as  a result  of 
critical  re-evaluation  for  failure  to  make  the 
expected  resi)onse  to  treatment. 

The  clear  implication  is  that  the  techniques 
employed  to  discover  new  cases  of  syphilis  are 
also  effective  in  disclosing  late  congenital  in- 
fections. Furthermore,  these  cases  are  .sub- 
ject to  repeated  I'ediscovery  as  so  frequently 
they  are  seroresistant  by  reason  of  having  car- 
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ricd  tlu'ii'  disease  lor  a Ion*’:  time  and  because 
of  sporadic,  iiderrupted  and  inade(iuato 
tK'atment  in  the  past. 

'I.XHLK  I 

.Vgc  lUslrihiition  of  One  IIiiikIi'I'iI  and  Mleven 
Cases  of  Con^enilal  Syivliilis  Observed  OiiriiiK 
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1 
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1 
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9 
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39 
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70 

70 
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3 
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Of  Symptoms 

5 

4 

8 

School  Examination 

4 

0 

3 

Pre-Emi)loyment  And 

Foodhandlers’  Exam. 

4 

10 

12 

Premarital  Exam. 

5 

Prenatal  Exam. 

1 

8 

22 

Selective  Service 

Examination 

5 

2 

0 

Post-Treatment 

Ohsei’vation 

18 

Refei  ral  From 

Elsewhere 

5 

12 

3 

Other  .And  Unknown 

1 

4 

Total  ;i 

•5 

70 

80 

It  is  surprising  tlnit 

even  in  : 

1 small  state 

like  Delaware,  theiv  is  so  much  duplication 
of  effort.  One  case  of  interstitial  keratitis 
was  handled  hy  four  separate  entities,  three 
of  whom  had  made  the  re])oi-t  of  a new  ca.se; 
this  child  of  a mif>i'ant  family  had  received 
treatment  in  two  states  Ixd'ore  comins;  to  our 
attcmtion  and  movt'd  on  to  still  another  state 
where  further  care  was  neces.sary.  .Multijile 
reports  ol  the  same  case  obviously  distort  the 
picture  as  to  the  true  incidtmc'e  of  con«;enital 
.syphilis,  while  lack  of  jiroper  coordination 
occasions  reduplicated  and  unwarranted  treat- 
ment. The  atteni])t  to  maintain  a ri'cjister  of 
the.se  patients  is  especially  difficult  as  .so  many 
are  in  early  adult  life  and  eontinually  chan^- 


in»:  their  addies.ses  and  oceui)ations  and  in- 
deed their  names. 

Cases  reported  as  con>;enital  spyhilis  hy 
])rivate  ])hysicians  and  hy  hosjiitals  do  not 
lend  themselves  to  satisfactory  analysis  he- 
cau.se  the  dia<>'nosis  is  often  reached  without 
adetpiate  consideration.  Fortunately  a frreat 
nund)er  of  these  reported  cases  were  sub- 
jected to  further  extensive  observation  which 
enables  us  to  point  out  some  cause  of  confu- 
sion. More  than  a dozen  infants  treated  for 
syi)hilis  had  to  he  eliminated  for  lack  of  con- 
clusive evidence  of  their  hein«:  infected.  Most 
of  these  were  delivered  of  mothers  who.se 
serologic  tests  were  positive  hut  who  had  re- 
ceived ad(“(|uate  treatment  of  which  the  re- 
l)ortei-  was  unaware  or  disdainful.  Often 
tieatment  of  the  infant  was  initiated  on  the 
basis  of  positive  serologic  te.sts  of  the  cord 
blood  rc}>ardle.ss  of  what  treatment  the  mother 
may  have  received.  Two  of  these  mothers 
themselves  had  completed  treatment  for  eon- 
<>:enital  syphilis  and  two  others  had  received 
two  courses  of  ])enicillin  durin<;  their  prenatal 
jteriod.  Two  infants  with  negative  .serolofiic 
tests  were  itroclaimed  to  have  clinical  si<ins 
of  .syphilis,  the  description  of  which  is  not 
convincino'  and  in  all  i)rohahility  attributable 
to  simple  infections  which  also  respond  to 
penicillin.  Treatment  of  all  of  these  ca.ses 
negated  the  value  of  suhseipieut  serolo<ric 
te.sts  which  remained  neftative  or  itrornptly 
declined  to  ne»:ative.  Another  <;roup  of  ]>a- 
tients  reported  hy  private  ithysicians  were 
adults,  usually  female,  reported  speculatively 
as  con<>enital.  None  of  them  bore  stigmata, 
while  in  .several  instances  there  was  corrobor- 
ative evidence  to  indicate  the  infections  to 
he  accpiired.  The  propensity  of  some  phy- 
sicians to  declare  a latent  case  coiifjenital  is 
l)rohahly  balanced  hy  the  more  common  tend- 
ency to  fail  to  recojrnize  con<ienital  infections 
in  the  adult. 

Althouiih  the  number  of  infected  children 
is  small,  there  is  much  to  he  learned  from 
analysis  of  their  ca.se.s,  and  one  could  scarcely 
find  a more  ])otent  ar<iument  for  vigilant 
supervision  of  the  ])re"uant  woman,  whether 
syphilitic  or  not.  The  recoi'd  is  not  one  to 
•jenerate  pride  even  if  it  is  not  easy  to  ])lace 
the  blame.  Three  of  the.se  mothers  had  no 
prenatal  supervision  and  were  not  aware  of 
their  infection  until  they  had  .syphilitic  babies. 
One  mother  had  received  treatment  for  a 
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brief  periotl  several  years  before  the  l)irtli  of 
her  cliild  l)ut  had  been  lost  from  observation. 
Another  seen  early  in  pregnancy  received 
weekly  injections  of  bismuth,  and  another  also 
discovered  in  time  received  only  eight  injec- 
tions of  mapharsen  prior  to  delivery.  Still 
another  was  referred  for  treatment  with  peni- 
cillin but  received  only  two  injections  before 
she  hid  away  to  e.scape  some  legal  difficud- 
ties.  A motlier  who  had  negative  serologic 
tests  at  the  fifth  month  of  pregnancy,  de- 
livered a child  found  to  be  syphilitic  at  two 
months  of  age,  at  which  time  the  serologic 
tests  of  both  parents  were  positive  in  high 
titer.  Two  mothers  who  had  received  courses 
of  penicillin  prior  to  pregnancy  siibsequently 
bore  syphilitic  children,  but  neither  had  re- 
ported for  observation  of  the  res])onse  of  her 
infection  to  treatment  and  neither  had  pre- 
natal .serologic  testing. 

In  only  one  instance  was  there  failure  of 
penicilliu  to  protect  the  infant  when  admin- 
istered prenatally,  and  that  instance  will  al- 
ways remain  open  to  question  as  the  course 
given  during  pregnancy  was  the  second  re- 
ceived by  that  mother  and  had  been  admin- 
istered although  her  Kahn  titer  was  low;  the 
case  is  included  solely  becau.se  the  infant  died 
at  foiir  months  of  age  of  a debilitating  illne.ss 
which  was  rei)orted  as  syphilis  “on  clinical 
grounds”. 

There  is  always  the  temi)tation  to  censure 
the  patient  for  failing  to  seek  prenatal  care 
or  to  chide  the  midwife  for  accei>ting  a pa- 
tient who  has  had  no  prenatal  examination, 
but  responsibility  is  not  relieved  that  easily. 
One  mother  had  gone  through  X)renatal  care 
and  delivery  by  a private  physician  and  again 
three  years  later  by  a hospital  clinic  without 
ever  having  a serologic  test  for  syphilis.  A 
positive  cord  blood  at  the  second  delivery  led 
to  discovery  of  infection  in  the  mother  and 
the  first  child,  while  the  second  subsequently 
was  proven  to  have  escaped  infection.  An 
English  war  bride  had  one  baby  in  England 
and  another  in  a neighboring  state,  but  was 
not  discovered  to  have  syphilis  (congenital) 
until  her  thii’d  pregnancy.  So  we  find  that 
while  we  advocate  repeated  serologic  testing 
of  the  pregnant  women,  we  must  constantly 
I)i’oclaim  the  fundamentals,  as  entirely  too 


many  women  are  being  delivered  without 
ever  being  te.sted. 

It  seems  inci edible  that  a disease  for  which 
we  can  do  so  mucli,  should  continue  to  pose 
])roblems,  but  it  ai)pears  that  as  long  as 
syj)hilis  is  endemic,  it  will  remain  a threat 
to  the  welfare  of  unborn  children.  Yet  we 
cannot  let  our  zeal  to  eliminate  congenital 
syphilis  pusli  the  ])endulum  too  far  in  the 
direction  of  treating  more  babies,  as  too  many 
now  I'eceive  treatment  on  suspicion.  While 
we  condone  ti’eatment  where  the  disea.se  is 
likely  to  be  present  and  there  is  doubt  that 
adecpiate  observation  can  be  extended,  we  also 
fee!  that  the  decision  shoirld  be  made  only 
after  serious  consideration.  Penicillin  pro- 
phylactically  may  be  iirnocuoirs  but  po.sses- 
sion  of  a jrowerful  weapon  cannot  substitute 
for  good  clinical  judgement,  and  there  are 
many  implications  and  responsibilities  which 
cannot  be  avoided  by  the  mere  exhibition  of 
treatment. 

To  clear  up  the  backlog  of  congenital 
syphilis  is  a tremendous  task,  but  every  ease 
that  develops  henceforth  must  be  regarded  as 
a disgi'ace  aud  a reflection  of  our  collective 
failure,  for  it  is  our  responsibility  to  search 
unceasingly  for  every  victim  of  syphilis  and 
erect  barriers  against  its  spread  until  our 
whole  i)opulation  is  rid  of  the  disease. 

Summary  And  Conclusion 

1.  The  static  incidence  of  reported  cases 
of  congenital  syphilis  does  not  reflect  faihu’e 
of  our  jiresent  recommended  treatment  for 
the  i)regnant  woman  with  syphilis. 

2.  There  is  definite  evidence  that  the  pic- 
ture would  imjirove  if  we  were  to  use  our 
be.st  knowledge  and  facilities. 

3.  As  long  as  syphilis  is  endemic  it  is  a 
hazard  to  the  unborn  child. 

4.  Re])eating  the  serologic  test  in  late  preg- 
nancy is  a desirable  practice. 

5.  Intensive  search  for  new  cases  of  con- 
genital syphilis  in  children  has  been  rela- 
tively unproductive. 

(i.  The  techniques  already  employed  to  find 
unknown  eases  of  syphilis  also  disclose  an 
ajipreciable  number  of  late  congenital  infec- 
tions. 

7.  ]\lost  reported  new  cases  are  adults  who 
are  already  aware  of  their  disease. 
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8.  l)ia<>:no.sis  of  sy])liilis  in  infants  pre- 
sents jirohleins  that  reipiire  nmeh  eonsidera- 
tion  and  effort. 

9.  iMany  indnfeeted  infants  needlessly  are 
treated  for  sypliilis. 

10.  We  must  eontinne  to  try  to  furnish 
the  idiysieian  the  means  to  handle  the  eon- 
jtenital  .syiihilis  problems  more  satisfaetorily. 

THE  DELAWARE  CLEFT 
PALATE  PROGRAM* 

Jack  Sahloee,  M.l).,** 

Dover,  Del. 

Wlien  Dr.  Ivy  invited  members  of  the  .staff 
of  the  Delawan*  Cleft  Palate  (Minie  to  jiarti- 
eipate  in  this  eleft  palate  eonferenee,  he  su*?- 
ftested  we  em]>hasize  or»anization  and  the 
ftroup  diafinostie  method  of  handlin<r  the 
])roblem.  We  shall  attempt  to  follow  throu<>h 
on  his  snoge-stion. 

The  Delaware  eleft  jialate  elinie  is  in  its 
infaney — it  first  started  operating  this  jiast 
Sejitember.  However,  some  services  to  the 
eleft  lip  and  eleft  jialate  child  had  been  in 
operation  years  previous  to  thi.s — namely, 
j)lastic  surgery  and  speech  therapy.  The  eleft 
]>alate  diagno.stie  elinie  develojied  as  a result 
of  the  orthodontists'  intei'est  in  developing  an 
orthodontic  program  for  dental  malocclusions. 
They  aiiproaehed  the  State  Board  of  Health 
with  that  suggestion.  An  orthodontic  pi’o- 
gram  was  outlined  leaning  heavily  on  the 
l>lans  originated  by  other  states,  mainly  New 
^’ork  and  Pennsylvania. 

In  develo])ing  the  ])lan,  after  discu.ssion  jiro 
and  con,  it  was  decided  to  initially  limit  the 
orthodontic  jirogram  to  cleft  palate  children, 
although  the  plan  pernuts  acceptance  of  a 
much  wider  range  of  handicapping  malocclu- 
sions. The  reasons  for  reaching  this  decision 
were  (1)  that  cleft  palate  and  cleft  lip  ca.ses 
were  already  accepted  by  the  Crippled 
Children’s  Services  for  ])lastic  surgery,  speech 
therapy,  and  related  medical  .social  and  pub- 
lic health  nursing  services,  (2)  the  number 
of  ca.ses  of  dental  malocclusions  that  could  be 
treated  was  limited  both  by  the  amount  of 
orthodontic  services  obtainable  and  the  budget 
available,  (J)  it  was  recognized  that  the  cleft 

•Presented  before  the  Conference  of  the  National  Re- 
habilitation A.ssociation,  Region  II.  Philadelphia,  May  5. 
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••Director.  Maternal  and  Child  Health  and  Crippled 
Children’s  Services,  Delaware  State  Board  of  Health. 


palate  child  reipiires  many  varied  .services 
and  therefore  is  the  type  of  case  that  tle- 
inands  a coordinated  treatment  program. 

In  writing  the  orthodontic  plan,  jirovision 
was  made  for  furnishing  jiedodontic  .services 
and  speech  a])pliances  as  indicateil.  The 
orthodontic  treatments  are  conducted  at  the 
oft  ices  of  the  orthodontLsts  jiarticipating  in 
the  program.  The  children  are  referred  back 
to  their  family  denti.sts  for  pedodontic  serv- 
ices, the  Division  of  Crippled  Children  sub- 
sidizing the  cost  of  dental  treatment  when 
such  financial  assistance  is  indicated.  If 
there  is  no  family  dentist  they  are  referred 
to  a dentist  selected  by  the  Division. 

Having  reached  the  decision  to  give  cleft 
jialate  children  jirimary  consideration  in  the 
])i’ovision  of  orthodontie  services  and  recog- 
nizing that  lu’oper  handling  of  the  cleft  palate 
child  necessitates  a team  approach  and  in- 
tegration of  the  various  specialized  services, 
a conference  was  called  on  July  17,  1951,  in 
which  the  interested  orthodontists,  the  medi- 
cal director  of  the  duPont  Institute,  the  con- 
sultant in  plastic  surgery  of  that  institution, 
the  Director  and  the  Coordinator  of  Speech 
and  Hearing  Services  of  the  Division  of  (T’ip- 
jiled  Children's  Services,  all  participated.  At 
this  conference  it  was  decided  to  hold  clinic 
.sessions  at  which  diagnostic  surveys  would  be 
conducted  on  cleft  iialate  children.  The  fol- 
lowing were  to  attend  the  cleft  ])alate  ses- 
sions to  be  held  monthly:  the  consultant  in 

plastic  surgery  to  the  Alfred  1.  duPont  In- 
stitute, one  or  more  of  the  three  particijiating 
orthodontists,  and  the  following  staff  from  the 
State  Board  of  Health — the  Director  of  the 
Division  of  Crippled  Children’s  Services,  who 
would  also  act  as  pediatricain  in  the  clinic, 
the  Coordinator  of  Sjieech  and  Hearing  Serv- 
ices or  another  of  the  speech  therajiists  of 
the  Division,  a medical  social  consultant  from 
the  Division,  and  a jmblic  health  nui*se  from 
the  New  Castle  County  Health  I'nit.  Doctor 
A.  H.  Shands,  Jr.,  Medical  Director,  Alfred 
I.  duPont  Institute,  very  kindly  offered  the 

ii.se  of  the  ]>hysical  facilities  of  the  In.stitute 
for  the  holding  of  this  elinie. 

I should  now  like  to  bnefly  ile.scribe  how 
the  clinic  operates.  We  first  .started  .schedul- 
ing three  ehildren  for  each  clinic  .ses.sion,  but 
.soon  dropped  the  number  to  two.  The  cases 
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to  be  seen  are  selected  from  those  already  re- 
ceiving services  from  the  Division  of  Crip- 
pled Children’s  Services,  and  those  referred 
to  the  Division  for  this  clinic.  Referrals  to 
the  clinic  ahso  come  from  the  Alfred  I.  du- 
Pont  Institute,  which  provides  plastic  surgery 
for  many  of  the  cleft  palate  children  in  the 
state.  Our  procedure  is  as  follows ; The  pub- 
lic health  nurse  routes  the  patient  and  par- 
ents through  the  clinic.  During  this  proced- 
ure she  often  picks  up  pertinent  information 
which  she  can  later  transmit  to  the  group. 
The  medical  social  worker  in  her  interview 
with  the  parents  determines  their  economic 
status,  uncovers  and  evaluates  social  prob- 
lems and  prepares  the  parents  to  ask  ques- 
tions they  desire  answered.  The  public  health 
nurse  substitutes  in  this  capacity  whenever 
the  medical  social  worker  is  absent.  Follow- 
ing this  interview,  the  patient  is  examined 
and  evaluated  separately  by  the  pediatrician, 
speech  therapist,  orthodontist  and  plastic 
surgeon.  The  clinic  members  then  meet  in 
a group  conference,  discuss  their  findings, 
and  arrive  at  a joint  decision  on  recommenda- 
tions to  be  followed  in  the  treatment  of  the 
case.  Priorities  and  the  sequence  of  treat- 
ment are  established.  The  parent  is  then 
called  in  and  advised  by  a member  of  the 
group  of  the  clinic  recommendations — their 
reactions  toward  the  acceptance  of  these 
recommendations  is  ascertained.  Economic 
eligibility  comes  into  play  with  the  provision 
of  treatment  services  but  is  not  a factor  in 
the  provision  of  the  over-all  diagnostic  suiwey. 

A report  on  the  various  findings,  the  clinic 
conference  and  clinic  recommendations  is 
then  dictated  and  typed  in  a number  of  copies. 
The  Division  of  Crippled  Children’s  Services 
assumes  the  responsibility  of  arranging  for 
the  carrying  out  of  the  various  recommenda- 
tions on  the  financially  eligible  group.  Aux- 
iliary services  are  called  upon,  such  as  the 
mental  hygiene  clinic  for  psychometric  and 
psychological  evaluations,  the  speech  and 
hearing  program  of  the  Division  of  Crippled 
Children’s  Services  for  audiological  and  oto- 
logical  problems.  A complete  record  is  kept 
on  file  at  the  office  of  the  Division  of  Crip- 
pled Children’s  Services.  The  clinic  report 
and  pertinent  information  are  distributed  to 
the  Alfred  I.  duPont  Institute,  the  appropri- 


ate county  health  unit,  and  to  the  various  in- 
dividuals who  will  be  participating  in  the 
treatment  of  the  child. 

I believe  we  have  the  advantage  in  Dela- 
ware of  operating  in  a small  state  with  a 
relatively  small  population  of  somewhat  over 
325,000.  This  leads  to  a closer  relationship 
between  the  clinical  and  administrative  as- 
pects of  the  program,  which  is  an  advantage 
in  promoting  a smoothly  operating  program. 
However,  despite  the  fact  that  Delaware  is 
small,  it  has  a long  north-south  dimension. 
The  only  large  city,  Wilmington,  is  located 
in  the  extreme  northern  part  of  the  state,  close 
to  the  Pennsylvania  line.  Almost  all  of  the 
resources  are  located  here.  This  means  that 
we  are  still  faced  with  the  problem  of  getting 
children  to  clinic  from  a distance  of  100  or 
so  miles  in  some  ca.ses.  It  also  means  that 
if  orthodontic  treatment  is  initiated  these 
children  must  travel  long  distances  to  get  to 
the  orthodontist’s  office.  Therefore,  before 
initiating  any  treatment  program,  we  must 
take  into  careful  consideration  whether  the 
child  can  get  to  the  .services  and  whether  the 
family  have  enough  interest  to  get  there  reg- 
ularly. 

In  concluding  my  jiortion  of  the  descrip- 
tion of  the  Delaware  program,  I should  like 
to  state  that  in  the  few  months  we  have  been 
operating  we  feel  that  we  have  been  progres- 
sing satisfactorily,  and  we  feel  that  this  type 
of  clinic  service  offers  advantages  that  would 
be  most  difficult  to  obtain  in  any  other  man- 
ner. 


THE  ROLE  OF  THE  SPEECH 
THERAPIST  IN  THE  CLEFT 
PALATE  CLINIC 

Marian  L.  Gilmore,  M.A.,** 

Dover,  Del. 

Almost  anyone  can  now  identify  the  phil- 
osophy which  denotes  that  we  are  interested 
in  helping  children  learn  to  walk  so  that  they 
can  go  up  and  ask  for  a job,  but  we  do  not 
do  much  about  the  person  who  can  walk  up 
to  get  a job  but  can  not  ask  for  it  once  he 
is  there.  The  enthusiasm  and  sincerity  with 
which  Dr.  Herbert  K.  Cooper  of  Lancaster, 
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Pennsylvania,  launelied  liis  elinie  for  the 
total  rehabilitation  of  the  eleft  i>alate  ehihl 
has  <>:ainetl  the  admiration  of  tlie  nation. 

In  Mareh  of  194S  Dr.  ('ooi)er  spoke  at  an 
Institute  j)lanned  for  the  staff  of  the  Dela- 
ware State  Board  of  Health  and  other  in- 
terested per.sons.  It  would  not  be  difficult 
to  believe  that  our  i)resent  i)ro<>i’ani  in  Dela- 
ware befran  in  many  minds  on  that  day.  Later 
that  year  the  Director  of  ('rip])led  Children’s 
Services,  an  orthodontist  in  the  state  and  the 
s|)eeeh  theraj)i.st  spent  a day  observinfj  Dr. 
Cooper’s  elinie  in  operation. 

In  Au<?ust  of  last  year  two  days  were  spent 
in  observiiifj'  the  work  of  the  Speech  (’linic 
at  Pennsylvania  State  Collejre  and  eonferrin<j 
with  Dr.  Kufrene  McDonald  who  directs  that 
clinic.  We  were,  by  that  time,  or<>anizin<? 
our  own  ])rof;ram  and  Dr.  McDonald’s  ex- 
tensive experience  in  the  field  of  speech  in 
this  particular  area  was  invaluable. 

The  effect  u])on  sj>eech  of  any  oral  deform- 
ity will  depend  u])on  the  .severity  of  the  de- 
formity and  ui)on  the  ability  of  other  articu- 
latory orjjans  to  compen.sate  either  after 
surgical  and  orthodontic  re.storation  or  with- 
out it  (when  it  is  not  deemed  feasible).  There 
are  three  deformities  to  be  considered : cleft 

lip,  dental  malformations  and  cleft  i)alate  or 
there  may  be  a combination  of  these.  Fre- 
(piently  the  lip  is  not  involved.  If  it  is  in- 
volved and  has  been  repaired,  the  clinician 
sometimes  encounters  cicatrized  ti.ssue  that 
lacks  mobility.  This  will  affect  all  sounds 
which  are  made  by  the  lips  (}),b,m).  There 
can  be  no  clear-cut  explosion  of  “p”  or  “b” 
and  there  may  be  leakajre  of  air  on  “m”. 

The  malformations  of  the  teeth  mny  or 
may  not  affect  the  speech.  It  is  well  known 
that  the  tonirue  compensates  in  an  astonish- 
in*r  mannei'  in  many  persons  who  have  se- 
vere dental  malocclusions  and  the  si)eech,  as 
a result,  is  acceptable.  The  I'elation.shi])  of 
the  sj)eech  therapist  to  the  orthodontist  in 
this  team  is  that  of  one  who  advises  in  de- 
ciding; whether  or  not  an  orthodontic  i)i'ob- 
lem  is  the  c;iuse  of  the  speech  deviation.  The 
orthodontist  decides  whether  treatment  is 
wi.se  and  is  feasible. 

When  surfrery  has  been  i)erformed,  the 
speech  therai>ist  is  interested  in  knowinj; 
which  mu.scles  were  involved  and  the  condi- 


tion of  the  pharynf;eal  and  palatal  muscula- 
ture post-operatively.  A sufficiently  loiif;  and 
mobile  ])alate  is  desiiable  for  adecpiate  s|)eeeh. 
Sometimes  this  cannot  be  obtained  surgical- 
ly and  a s])eech  appliance  provides  a more 
efficient  closure  of  the  palate.  The  speech 
therai)ist  ajjain  advises  the  surgeon  on  the  ac- 
ceptability of  the  physical  structure  for 
.speech.  The  sui<;eon  detennines  the  feasi- 
bility and  profinosis  of  o])erative  procedures. 

In  clelt  j)alate  si)eech  all  the  sounds  of 
speech  are  di.storted  to  some  defiree.  The 
most  fjeneral  de.scription  would  indicate  that 
there  is  na.salization  of  all  vowels  and  vowel- 
like sounds  and  some  distortion  of  the  na.siil 
.sounds.  There  has  been  re.search  to  indicate 
that  we  have  placed  too  much  emj)ha.sis  on 
na.sality  and  that  we  should  fjive  more  atten- 
tion to  the  articulatory  inoblems. 

In  the  clinic  we  ti-y  to  luulerstand  the 
structure  we  are  dealinj;  with  so  that  we  may 
l)lan  ade(piate  speech  therai)y.  We  are  look- 
in*;  for  answers  to  several  j)ertinent  (piestions: 

1.  Is  the  i>atient  able  to  clo.se  the  nasal  port 
and  thus  i)revent  so  much  of  his  speech 
from  sounding  na.sal? 

2.  Is  his  palate  lon<;  enou<;h  to  assist  in  i)roj)er 
closure  of  the  na.sal  i)ort  and  in  adetiuate 
l)roduction  of  velar  sounds? 

3.  Is  the  structure  adetpiate  for  <;ootl  speech 
(or  better  than  the  patient  now  has)  with 
or  without  an  appliance? 

In  evaluatin*;  the  speech  involvements  and 
speech  possibilities: 

1.  What  does  an  articulation  test  reveal? 

2.  Is  there  a difference  between  i)i'oduction 
of  isolated  sounds  and  connected  speech? 

3.  What  does  a routine  audiometric  test  re- 
veal about  his  hearin*;? 

4.  What  is  causing;  the  nasality? 

5.  What  can  he  do  with  the  musculature  that 
he  has? 

().  What  about  his  breathin*;  pattern?  Sus- 
tained exhalation? 

7.  If  he  has  an  appliance,  is  it  accei)table  for 
speech  ? 

8.  If  he  does  not  have  an  apj)Iiance,  does  he 
need  one? 

9.  What  is  his  attitude  toward  his  speech? 
(If  he  is  aware  of  it). 

If  there  is  indication  of  a si};nificant  im- 
pairment in  hearin*;,  the  patient  is  referred 
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to  the  Delaware  Hospital  Audiology  and 
Siieech  Center  where  lie  receives  an  exam- 
ination by  an  otologist  and  a complete  audio- 
logical  evaluation. 

If  the  attitude  toward  his  speech  is  a major 
factor,  he  is  referred  to  a comi)etent  jisycholo- 
gist  at  the  State  Mental  Hygiene  Clinic.  This 
evaluation,  as  well  as  the  hearing  ajipraisal, 
gives  additional  assistance  to  those  working 
with  him  and  particularly  to  the  speech 
therapist. 

If  speech  therapy  is  recommended,  the 
therapist  sets  two  major  objectives: 

1.  To  obtain  optimum  control  and  use  of  the 
jialatal  and  pharyngeal  muscles. 

2.  To  attain  maximum  intelligibility  and 
pleasantness  of  speech  in  order  to  make  him 
a useful  and  happy  citizen.  The  therapist 
follows  standard  techni(iues  for  this 
therapy  and  any  other  method  which  she 
can  devise  which  is  found  to  be  successful. 
You  know  the  feeling  of  helplessness  when 

you  tried  recently  to  make  a long  distance 
telephone  call  and  the  communication  lines 
were  silent.  The  communication  lines  are 
down  most  of  the  time  to  an  unrehabilitated 
person  with  a cleft  palate.  We  believe  that 
we  have  begun  the  process  of  restoration  in 
Delaware  and  we  are  glad  that  speech  therapy 
is  included  in  the  program  of  total  rehabili- 
tation. With  Dr.  Cooper,  we  want  to  be  sure 
that  the  person  with  a cleft  jialate  can  ask 
for  a job  once  he  reaches  the  employer’s  desk. 


THE  ADVANTAGES  TO  THE 
ORTHODONTIST  OF  THE  GROUP 

APPROACH  IN  TREATMENT  OF  THE 
CLEFT  PALATE  PATIENT 

Louis  Kreshtool,  1).  1).  8.,’^* 
Wilmington,  Del. 

In  this  day  of  specialization,  everybody  is 
an  expert  in  his  field.  But  how  can  one  in- 
dividual be  an  expert  in  every  field?  This 
is  the  iiroblem  that  faces  an  orthodontist  in 
planning  treatment  for  a cleft  palate  patient. 

The  primary  interest  of  an  orthodontist  is 
the  prevention  and  correction  of  malocclu- 
sions of  the  teeth.  Obviously,  the  aims  of  the 
plastic  surgeon  or  the  speech  thera])ist  are 

•Presented  before  the  Conference  of  the  National  Re- 
habilitation Association,  Region  II,  Philadelphia,  May  5, 
1952. 

•♦Participating  Orthodontist  in  the  Cleft  Palate  Program. 


(|uite  differently  directed.  Yet  it  is  becoming 
more  and  more  apiiarent  that  the  aims  and 
abilities  of  all  of  these  experts  must  be 
focused  on  the  cleft  palate  jiatient  and  co- 
ordinated to  bring  about  the  most  successful 
result  in  treatment. 

With  a great  many  of  the  youngsters  with 
cleft  jialate,  the  permanent  teeth,  upon  erup- 
tion, iiresent  a greater  or  lesser  degree  of 
malocclusion.  In  ]iast  years,  when  such  a 
])atient  was  presented  to  an  orthodontist  for 
treatment,  the  teetli  were  badly  jumbled,  the 
palate  had  been  operated  from  one  to  four 
times  with  varying  degree  of  success,  and 
the  speech  was  far  from  acceptable.  In  order 
to  develoj)  a proper  plan  of  treatment  for  the 
case,  it  was  necessary  to  obtain  the  advice 
and  recommendations  from  our  allied  fields 
of  surgery,  speech,  psychology,  medicine,  etc., 
and  etc.  It  would  be  ajipropriate  to  make 
note  at  this  point  that  in  Delaware  we  have 
no  large  medical  centers  where  all  of  the 
many  services  might  be  readily  available  for 
consultation.  In  order  to  obtain  such  in- 
formation, it  was  necessary  to  arrange  for  an 
appointment  with  the  private  office  or  public 
agency  where  each  individual  service  might 
be  obtained.  This  was  not  only  a time  con- 
suming, but  very  often  a costly  and  discour- 
aging procedure.  Assuming  that  all  of  this 
information  was  eventually  assembled  and 
evaluated,  it  was  often  necessary  during  the 
course  of  orthodontic  procedures  to  obtain 
further  consultation  and  advice  from  these 
allied  fields.  Under  the  best  of  circumstances, 
it  was  occasionally  necessary  for  the  ortho- 
dontist to  assume  responsibilities  outside  of 
his  field. 

After  heaping  all  of  these  iiroblems  on  top 
of  the  many  difficulties  encountered  in  ortho- 
dontic treatment  of  the  malocclusion  of  the 
cleft  i)alate,  it  is  no  wonder  that  many  ortho- 
dontists held  a dim  view  of  the  prognosis  in 
treatment  of  these  cases.  Yet  the  cleft  palate 
is  es.sentially  an  oral  problem,  and  since 
dentistry  and  the  special  field  of  orthodontics 
is  iirimarily  concerned  with  oral  problems, 
a solution  to  this  situation  had  to  be  devel- 
oped. 

In  the  realization  of  the  ])roblems,  and  in 
view  of  the  fact  that  all  of  the  necessary  ex- 
pert iiersonnel  were  available,  although  in 
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small  numbers,  in  Delaware,  it  was  only 
necessary  that  they  he  assembled.  This  would 
not  only  facilitate  the  proper  evaluation  of 
the  individual  cleft  palate  case,  hut  would 
serve  a mutual  benefit.  And  so  it  has  func- 
tioned with  our  group. 

In  the  ])lanning  of  orthodontic  treatment 
for  one  of  the.se  j)atients,  it  is  most  encourag- 
ing to  know  from  the  beginning  where  the 
dental  aspect  fits  into  the  over-all  picture. 
From  the  speech  therapist,  we  learn  how  much 
of  the  defective  speech  is  due  to  the  i)hysical 
deformity,  and  the  extent  to  which  the  ]>re- 
senting  malocclusion  is  responsible  for  the  de- 
fective si>eech.  With  this  information,  it  is 
po.ssihle  to  work  out  a treatment  approach 
that  not  oidy  will  correct  the  malocclusion 
hut  ecjually  important  will  serve  most  to  aid 
in  s])eech  imi)rovement.  Often  the  relocation 
of  one  or  two  of  the  teeth  will  he  of  consid- 
erable help  to  the  speech  therapist  in  produc- 
ing some  of  the  sounds.  In  the  design  and 
construction  of  a si)eech  appliance,  the  sug- 
gestions of  the  speech  therapist  will  in  great 
measure  aid  in  the  successful  function. 

The  i)lastic  surgeon  can  offer  an  appraisal 
of  the  i)o.ssihilities  or  limitations  of  further 
surgery.  In  some  instances  we  find  that 
perforations  in  the  palate  are  more  amenable 
to  treatment  by  ])ro.sthesis  than  by  surgery. 
On  the  other  hand,  it  may  he  that  the  con- 
.struction  and  use  of  a speech  appliance  would 
he  more  successful  if  a re-division  of  the 
palate  was  first  accomplished.  And  in  turn, 
such  treatment  can  render  tremendous  help 
to  the  speech  therapist.  The  surgeon’s  advice 
regarding  the  possibilities  of  surgical  replace- 
ment of  the  mandible  is  invaluable  iu  the 
cleft  palate  case  with  severe  mandibular  prog- 
nathism— a most  difficult  type  of  malocclu- 
sion to  correct  otherwise.  It  is  so  much  moi’e 
gratifying  to  he  able  to  obtain  this  informa- 
tion at  one  complete  session  of  i)ei’sonal  con- 
tact and  discusion  than  from  many  typewrit- 
ten pages  of  a formal  case  history. 

The  p.sychological  appraisal  of  the  young- 
ster’s ability  to  cooi)erate  with  the  many  de- 
mands of  complex  and  lengthy  orthodontic 
treatment  combined  with  the  findings  of  the 
medical  social  worker  can  very  readily  serve 
to  influence  the  approach  to  treatment.  It  is 
(]uite  possible  that  on  the  basis  of  these  find- 


ing.s, it  would  be  far  more  advisable  to  limit 
the  extent  of  orthodontic  treatment  and  con- 
sider the  possibility  of  the  construction  and 
])lacement  of  prosthetic  ai)pliances.  In  either 
event,  it  is  possible  to  feel  far  more  .secure 
in  the  treatment  i)lan  as  eventually  develoj)ed 
and  carried  out. 

After  sufficient  time  has  elapsed  for  cor- 
rective efforts  to  be  carried  out,  it  will  be 
most  comforting  to  be  able  to  return  to  the 
group  with  a given  case  for  further  evalua- 
tion. It  is  not  conceivable  that  in  every  in- 
stance each  treatment  plan  will  ]>roceed 
smoothly  to  completion.  Herein  will  be  a 
.service  of  inestimable  value,  not  only  for  the 
patient,  but  for  the  orthodontist  as  well. 

Thus  far  in  our  efforts  it  has  proved  an 
enlightening  experience  to  realize  how  much 
each  of  our  i)rofessional  .services  has  to  offer 
to  the  other.  We  will  continue  to  gain  in 
knowledge  of  our  own  field  and  in  that  of  our 
related  fields  to  the  ultimate  benefit  of  our 
patients. 


WILL  THE  CHILD  OUTGROW  HIS 
SPEECH  PROBLEM? 

Donald  Schantz-IIan.sen,  M.A.,* 
Dover,  Del. 

Si)eech  itself  is  not  .something  that  comes 
to  us  automatically,  although  mo.st  of  us  tend 
to  regard  speech  as  a function  that  will  de- 
velop by  itself  if  given  enough  time.  To  a 
certain  extent,  because  of  the  natural  way  in 
which  speech  develo])s,  this  is  true,  but  it 
is  certain  that  none  of  us  would  have  .si)eech 
today  if  it  were  not  for  a wide  range  of  out- 
side factors  acting  directly  upon  us  to  in- 
fluence our  total  maturation  both  in  a ])hysi- 
cal  and  a non-physical  sen.se.  In  reality  man 
has  learned  to  use  for  speech,  organs  that 
were  evolutionally  intended  for  more  basic 
functions.  It  is  because  of  this  “borrowing’’ 
of  organs  that  we  refer  to  speech  as  an  over- 
laid function.  However,  .since  most  of  us 
have  been  subjected  to  similar  environmental 
and  developmental  factors  we  have  been  able 
to  set  up  a schedide  or  .scale  for  development 
of  speech  as  it  should  occur  in  the  average 
or  so-called  normal  individual. 

Dr.  Charles  Van  Hii)er-  has  outlined 
the  development  of  speech  in  the  following 

•Speech  Therapist.  Delaware  State  Board  of  Health. 
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manner.  Diarino-  the  first  month  after  birth 
we  can  expect  the  child  to  vocalize  to  the 
extent  that  we  can  hear  certain  vowel  sounds 
produced  alon<>'  with  the  eryino;  of  the  in- 
fant. By  the  end  of  the  third  month  the  child 
has  added  more  vowel  sounds  and  a limited 
number  of  consonant  sounds.  During  this 
period  there  is  usually  more  non-crying  vo- 
calization and  the  crying  vocalization  begins 
to  be  differentiated  according  to  the  type  of 
discomfort  such  as  pain,  hunger,  etc.  In 
some  children  re})etitive  chains  of  sounds  will 
appear  during  this  i)eriod.  By  the  end  of 
the  sixth  month  we  would  expect  to  find  a 
rhyfhmical  babbling  and  more  non-crying 
soimds  fhan  af  three  months.  At  the  end  of 
the  ninth  month  the  child  has  begun  to  cry 
and  yell  to  get  attention,  there  is  more  pitch 
variation  in  the  sounds  produced,  and  in 
some  instances  the  child  will  repeat  sounds 
given  to  him  by  the  parent  but  he  does  this 
as  a form  of  babbling  rather  than  as  a re- 
sponse to  adult  stimulation.  During  the 
period  from  the  tenth  through  the  twelfth 
month  the  child  will  make  an  effort  to  imi- 
tate a number  of  sounds  and  syllables  that 
he  hears  in  the  speech  of  his  parents.  Some- 
times the  child  will  repeat  a word  if  the  par- 
ent introduces  it  into  the  child's  vocal  play. 
These  words,  however,  will  usually  not  be  re- 
tained in  the  child's  vocabulary  but  rather 
they  are  a form  of  echo  play  in  which  the 
child  indulges  at  this  time.  By  the  end  of 
the  twelfth  month  we  can  expect  some  chil- 
dren to  have  developed  their  first  true  words, 
and  by  the  end  of  the  eighteenth  month  the 
child  should  have  a vocabulary  of  from  ten 
to  twenty  meaningful  words.  These  words 
may  have  sounds  or  syllables  mi.ssing,  but  to 
the  child  and  parents  they  have  meaning. 
During  this  period  the  child’s  speech,  with 
the  exception  of  these  few  words,  consists 
mainly  of  jargon  but  jargon  at  this  period 
diffei-s  from  earlier  vocalizations  in  that  it 
has  emotional  content  and  it  is  also  the  child's 
attempt  at  imitating  the  fluency  of  his  elders. 
Usually  by  the  time  the  child  has  reached  his 
second  birthday  he  should  be  talking.  His 
speech  at  this  period  usually  consists  of 
phrases  or  short  three  and  four  word  sent- 
ences like  : ‘ ‘ Want  milk.  ” “ Cookie  all 

gone.”  ‘‘Kiss  mama.”  The  articulation  at 


this  ])oint  is  mo.st  always  faulty  and  there 
seems  to  be  little  voice  control.  From  the 
age  of  two  the  child's  speech  begins  to  de- 
veloj)  at  a more  rapid  rate  until  the  age  of 
five  or  six  when  we  expect  the  child  to  have 
completed  his  speech  develoi)inent. 

Sometimes,  however,  during  this  critical 
l)eriod  in  the  child’s  development  .something 
may  go  wrong.  Any  number  of  factors  may 
come  into  play  which  could  have  a direct  ef- 
fect on  the  child's  .speech.  Often  times  these 
factors  operate  to  produce  a faidt  in  articu- 
lation. The  child  who  develops  this  difficulty 
does  not  ])ioduce  all  of  the  si)eech  somids  in 
the  accei>ted  manner.  Because  of  this  his 
speech  tends  to  call  attention  to  itself  and 
in  some  eases  can  be  quite  difficult  to  under- 
stand. While  these  disorders  may  take  many 
forms.  Dr.  Wendell  Johnsoid  and  other 
authorities  ]>refer  to  group  them  into  the  fol- 
lowing three  classifications:  (1)  .substitu- 

tions, (2)  omissions,  and  (3)  distortions. 

Substitution  errors  are  commonly  found  in 
small  children  and  a typical  example  of  this 
might  be  the  child  who  says,  ‘‘Wabbits  eat 
cawots.  ” This  child  is  of  cour.se  substitut- 
ing the  w for  the  r sound. 

Errors  of  omission  are  also  common  to  small 
children.  Often  the  child  will  omit  the  final 
consonant  sound  or  when  two  consonants  are 
blended  together  in  the  middle  of  a word 
such  as  the  s and  t in  stop,  one  of  the  two 
may  be  omitted. 

The  errors  of  distortion  are  u.sually  con- 
sidered to  be  the  most  common  or  frecjuently 
found.  Often  children  have  great  difficulty 
in  making  a good  s sound.  The  s may  hiss 
too  much  or  in  the  production  of  the  s a so- 
called  ‘‘lisp”  may  appear. 

All  of  these  types  co?i  he  related  to  either 
a functiomd  or  an  organic  basis,  ^yhatever 
the  cause  it  is  certain  that  disorders  of  articu- 
lation make  up  the  greatest  percentage  of 
speech  cases  seen  by  speech  therapists.  Fig- 
ures provided  by  the  IMid-Century  White 
House  Conference  on  Children  and  Youth® 
show  the  following : Of  the  assumed  total 

population  of  children  from  between  the  ages 
of  five  and  twenty-one  years  (40,000,000), 
1,200,000  or  3.0%  will  have  an  articulatory 
problem.  Five  percent  of  the  total  age  range 
population  can  be  expected  to  have  a speech 
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fault  of  one  form  or  another,  so  when  we 
consider  tlie  fact  that  5.0%  of  this  total  is 
involved  with  an  ailiculation  i)rohlein  it  is 
not  hard  to  understand  the  fji'eat  need  for 
attention  that  these  i)articular  anomalies  re- 
(luire. 

It  is  not  oidy  because  these  cases  are  in 
the  majority  that  the  speech  therapist  is 
anxious  to  hcfjin  work  at  an  early  a«re,  hut 
for  other  factors  which  ai-e  e(iually  if  not 
more  important.  Heeau.se  this  i)i'ohlem  is 
seen  so  fre(|uently,  the  common  belief  seems 
to  he  that  if  it  is  for<rotten  the  child  will  in 
time  outfjrow  his  difficulty.  While  this  may 
he  true  in  .some  fortunate  eases,  it  is  not  the 
fieneral  pattern.  During  the  period  fi’om 
thi'ce  to  six  the  child  is  rai)idly  learning  new 
words,  ideas,  situations,  lie  is  in  a hui'ry  to 
ex])ress  his  thou<rhts  and  yet  he  does  not  have 
the  vocabulary  to  make  an  adecpiate  showino'. 
As  a result  frustration  may  occur  with  the 
speakiu"  situation.  Incorrect  sounds  are  de- 
veloped and  reinforced.  The  child’s  desire 
to  imitate  the  s])eech,  both  in  inflection  and 
vocabulary  choice,  of  his  ]>arents  is  often  so 
jjreat  that  other  more  serious  speech  prob- 
lems may  develoj).  Dr.  Van  Hiper-  has 
said  that  chikh’en  definitely  learn  to  talk. 
“Their  j)arents  do  the  teachinu;,  and  it  is  us- 
ually very  i)oor.  Because  of  the  widespread 
io-norance  concerning  si>eech  development  and 
the  teaching  of  talking,  many  children:  (1) 
fail  to  ])ractice  their  si)eech  sounds  in  vocal 
l)lay;  (2)  do  not  learn  how  to  imitate  .sounds; 
(5)  do  not  learn  that  sounds  can  be  mean- 
ingful and  useful  tools;  (4)  do  not  practice 
or  i)rofit  from  their  jargon;  (5)  resoi't  to 
gesture  and  other  substitute  behavioi-  rather 
than  develoj)  a growing  vocabulaiy,  and 
therefore  they  ((>)  lay  the  foundation  for  de- 
fective sj)eech.” 

Since  the  sj)eech  theraj)ists  with  the  State 
Hoard  of  Health  arc  concerned  with  the  j)re- 
school  child,  our  work  in  the  area  of  articula- 
tion must  of  necessity  be  along  the  lines  of 
j)revention  of  sj)eech  jiroblems.  If  a child  at 
the  age  of  three  or  four  has  a sj)eech  fault, 
it  is  imj)ortant  that  work  along  the  j)reventive 
lines  begin  as  soon  as  j)ossible.  Sj)eech 
theraj)y  with  children  at  this  age  level  <loes 


not  consist  of  sj)eech  exercises,  word  lists  and 
drills  but  instead  is  an  indirect  ai)j)roach  to 
sj)eech  hygiene,  aecomj)lished  through  j)lay 
and  story  ])eriods  with  the  theraj)ist.  If  the 
ehitd  is  left  to  his  own  deviees,  there  can  be 
no  (juarantee  that  time  will  cure  the  problem. 

)eech  thei'aj)y  then  in  all  cases  must  be  on 
a coo])erative  basis  between  the  theraj)ist  and 
the  |)arent.  The  sj>eech  theraj)ists  with  the 
State  Hoard  of  Health  devote  time  to  both 
the  child  and  the  j)arent  whenever  j)ossible. 
Suggestions  for  home  therajiy  and  a discus- 
sion of  j)resent  clinic  work  is  usually  included 
in  this  ])eriod. 

Any  ])hvsician  can  refer  a j)re-.school  aged 
child  for  a diagnostic  sj)eech  interview  by 
mailing  one  of  the  referral  forms  available 
through  the  Division  of  Crii)j)led  (Children’s 
Serviee.s,  Delaware  State  Hoard  of  Health, 
Dover,  Delaware.  Thus  with  the  close  eo- 
oj)eration  of  the  ])hy.sicians  throughout  the 
slate  in  making  referrals  for  any  type  of 
sj)eech  deviation  to  the  sj)eeeh  therai)ists 
with  the  State  Hoard  of  Health,  it  is  hoped 
that  a constructive  j)rogram  of  sj)eech  helj) 
can  be  develoj)ed  that  will  aid  the  children 
of  Delaware. 

Summary 

1.  A discu.ssion  of  sj)eech  deveIoj)ment  as  it 
might  he  exj)ected  to  occur  within  the  so 
called  “normal’’  child  is  given. 

2.  A discu.ssion  of  the  j)roblems  that  may  aj)- 
j)ear  in  a child’s  sj)eech  with  a de.scrij)tion 
of  the  three  major  tyj)es  of  articulation 
errors  found  is  j)resented. 

3.  The  imj)ortance  of  early  sj)eech  training 
and  sj)eech  hygiene  is  em|)hasized  with  a 
brief  de.scrij)tion  of  the  methods  used  by 
the  s|)eech  theraj)ists  with  the  State  Hoard 
of  Health. 
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UNDERSTANDING  THE  SICK  CHILD 

Aurelia  Lammers 
and 

Helen  Cole* 

Dover,  Del. 

A physican  knows  well  that  an  illness  may 
be  a major  event  in  anyone’s  life.  In  the 
ease  of  a child  it  may  or  may  not  have  a 
marked  effect  on  his  developing  jiersonality. 
What  will  be  the  effect  of  illness  on  the  child? 
Will  he  return  from  the  hospital  with  con- 
fidence in  the  adult  world,  which  will  give 
him  as.surance  in  meeting  life's  problems  as 
they  occur ; or  will  he  develop  mistrust  of 
adult  motives  and  behavior,  retain  feai’s  of 
doctors,  hospitals,  white  gowns,  and  even 
strange  situations  in  general?  These  ipies- 
tions  should  not  be  ignored.  In  many  emer- 
gent situations  there  is  no  great  choice  of  ac- 
tion. But,  in  general,  a child  can  not  be 
.said  to  benefit  when,  in  remedying  a physical 
condition,  we  create  new  problems  for  him 
or  intensify  existing  ones. 

Responsibility  is  Everyone’s 

The  responsibility  for  preparing  the  child 
to  meet  his  illness  lies  with  everyone — the  par- 
ent.s,  doctor,  nurse,  medical  .social  worker,  and 
therapist.  The  jibysician’s  responsibility  in 
preparing  a child  for  surgery  does  not  begin 
when  surgery  is  first  contemplated  but  at  the 
time  of  his  first  contact  with  the  child  and 
parents.  Very  important  is  this  relationship 
with  the  child,  but  no  less  so,  his  guidance 
of  the  parent  and  child  relationship.  Any- 
thing he  can  do  to  aid  this  relationshii)  is 
not  only  practice  of  good  mental  hygiene  but 
time  well  spent  which  may  lead  to  less  hectic 
periods  in  the  office  with  apprehensive  chil- 
dren and  exasperated  mothers. 

A child  knows  when  a doctor  is  his  friend, 
and  a jierson  who  likes  and  wants  to  under- 
stand him.  Even  if  a painful  treatment  must 
be  done,  he  accepts  the  fact  that  the  doctor 
will  keep  his  word  and  hurt  him  only  as  much 
as  necessary.  Scolding  him  when  he  is  fright- 
ened will  only  convince  him  the  doctor  does 
not  like  him.  A word  of  praise  for  the  manly 
way  he  bore  the  jiain  will  mean  much  to  the 
child  and  the  trust  he  has  in  the  doctor. 

•Medical  Social  Consultants,  Delaware  State  Board  of 
Health. 


Child  A.s'  An  hidividual 

Many  times  we,  and  this  includes  the  par- 
ents, lose  sight  of  the  fact  that  a child  is  an 
individual.  From  birth,  he  has  his  own  way 
of  showing  emotion.  This  is  what  gives  him 
])ersonality.  We  need  have  respect  for  him 
and  let  his  ((uestions  guide  us  in  alleviating 
his  concern.  We  have  all  been  .slow  in  recog- 
nizing the  importance  of  dealing  with  the 
child  directly.  The  adolescent  child,  espe- 
cially, should  be  given  an  oiiportunity  to  be 
seen  ajiart  from  his  parents.  Being  allowed 
to  talk  in  privacy  heljis  the  patient-doctor  re- 
lationship. Too  often  it  is  left  to  the  nurse, 
medical  social  worker,  or  someone  else  to  com- 
municate needed  information  which  would 
come  with  more  reassuring  force  from  the 
doctor  himself. 

Hospital  Care  of  the  Sick  Child 

Doctor  Harry  Bakwin  states  that  a young 
infant’s  emotional  reaction  to  acute  illness 
is  minimal.  However,  in  an  illness  requiring 
long-time  hospital  treatment.  Doctor  Bakwin 
thinks  the  effect  may  be  overwhelming,  may 
even  result  in  death.  He  has  found  that  an 
infant  is  unable  to  tolerate  long  periods  of 
hospitalization  ; that  long  terms  of  hospitaliza- 
tion without  individual  ])hysical  stimulation 
may  cause  him  to  become  iiale,  thin,  and  list- 
less. He  may  have  frequent  stools  or  may 
develop  an  unexplained  fever  which  may  go 
on  for  months;  he  usually  is  cpiiet  and  does 
not  babble  s])ontaneously.  Doctor  Bakwin 
rejiorts  that  if  the  baby  is  sent  home,  a re- 
markable change  for  the  better  often  takes 
place  in  a few  hours.  The  cause  of  the  symp- 
toms he  considers  to  be  emotional  depriva- 
tion.^ IMary  E.  Lewis  has  also  given  an  apt 
description  of  the  child  in  long-time  tempor- 
ary placement  as  one  living  in  one  place  and 
loving  in  another;-  this  .same  description  ap- 
plies to  the  hos])italized  child.  Older  children 
and  adults  react  differently  to  hospitalization 
in  that  they  can  originate  emotion  within 
them.selves  by  something  interesting,  or  an 
exciting  idea. 

A number  of  other  authorities,  however, 
have  exju-e.ssed  the  opinion  that  while  the 
newborn  infant,  premature  infant,  and  se- 
verely defective  child  seems  to  thrive  in  hos- 
pitals, the  older  infant  does  not.  In  general. 
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it  is  well  to  avoid  kee])in»:  babies  in  hospi- 
tals loiifjer  than  iieeessary.  On  a soeial  basis 
we  no  loiifjer  use,  by  pret'erenee,  fojidlin<i 
homes  and  larfie  institutions  l)Ut,  when  i)os- 
sil)le,  ])i'()vide  eare  in  the  more  normal  foster 
home  environment. 

Though  the  medieal  situation  may  make 
lon<>-term  hos])italization  iieeessary,  the  exper- 
ienee  ean  be  made  a eonstruetive  one,  emo- 
tionally as  well  as  physieally.  Nurses  should 
regard  themselves  not  only  as  nurses  but  as 
mother  sulistitutes.  Infants  should  lie  ]>ieked 
up,  loved,  patted  and  fondled.  Parental 
visits  instead  of  bein<>'  limited  should  be  en- 
eoura<^ed.  In  some  hospitals  on  the  eontinent, 
and  notalily  in  Kn»land,  the  mother  takes 
eare  of  the  ehild  and  does  everythiiifj  for  him 
but  provide  the  medieal  treatment.  Doetor 
dames  Spenee  of  New  (''astle-on-Tyne,  where 
this  method  is  u.sed,  states  that  the  ehild  <>ets 
lietter  medieal  eare  beeause  in  the  mother  he 
has  a full-time  nur.se  interested  in  him.  Also, 
the  mother  learns  new  skills  and  aeipiires  a 
<>reater  sense  of  responsibility.  This  method 
al.so  relieves  the  nurse,  an  important  eonsider. 
ation  in  these  days  of  nursiii”;  shortages. 
Nurses,  .students,  and  interns  too  may  learn 
a si'i'Piit  deal  about  the  child's  manaspnieut 
from  the  mother.'''  In  some  hospitals,  babies 
and  mothers  are  admitted  to<>ether.  There  is 
an  interestin<i'  clinic  in  New  Zealand  called 
the  P>a.s.sam  ('linic  where  this  method  is  rised. 
.Mothers  take  care  of  everythinfj  excei)t  medi- 
cations and  surgical  dressin<>s.  In  Ifellevue 
Hospital,  New  Yoi'k  City,  nui'ses  and  interns 
welcome  the  mother  on  the  infant  wards. 
Doctors  and  interns  are  encouraged  to  ])ick 
up  babies  and  cai'i'y  them  about  on  rounds. 
P>a))ies  are  assigned  to  interns.  Not  only  is 
this  heli»ful  to  the  infant.s,  but  interns  some- 
titnes  benefit  as  well  as  the  bai)ies. 

For  the  older  child,  too,  there  are  certain 
advanta<res  in  home  care.  The  child  feels 
safe,  lie  has  a full-time  nur.se,  his  mother. 
.Some  parents  are  less  anxious  and  their  feel- 
iiiff  of  I'esponsibility  is  enhanced.  Parents 
»et  .satisfaction  out  of  haviu"  nursed  a sick 
child.  Also,  home  care  is  less  ex])ensive  than 
hospital  care,  no  matter  who  ]>ays  for  it. 

Hut  when  home  care  is  not  indicated  and 
hospitalization  is  necessary,  it  is  wise  to  main- 
tidn  the  same  parental  .sense  of  responsibility. 


It  is  extremely  important  to  foster  the  parent- 
child  relationshij).  This  may  be  done  by  bav- 
ins; the  doctoi'  or  some  desi<;nated  staff  mem- 
ber available  duiin<;  visiting;  hours  to  discuss 
various  steps  of  treatment  with  the  ]>arents 
as  well  as  by  drawinj;  the  ])ai'ents  into  the 
activities  in  which  the  child  ])articipates. 
When  I'clieved  of  much  responsibility,  par- 
ents may  become  a|)prehensive  of  losinj;  their 
rif;htful  jslace  in  the  relationship,  or  when 
the  feelin<;.s  of  attachment  are  not  very  strong, 
they  may  break.  This  is  especially  true  in 
the  ca.se  of  an  unwanted  or  crii)i)led  child. 
We  fre(juently  see  such  a child  neglected  or 
the  parents  may  just  have  di.sap])eared. 

I'nderstnnd'nuj  of  People  is  Essetifiol 
iyi  Helping  Them 

Some  understanding  of  the  parents  them- 
selves is  essential  so  that  when  a block  to 
treatment  occurs  the  cause  may  be  ascertain- 
ed, thereby  makinj;  medical  care  more  effec- 
tive. The  block  may  be  based  on  fear — fear 
of  surgery,  fear  that  a child  may  "row  woi'se, 
fear  that  he  will  never  be  economically  in- 
dependent, fear  of  what  others  in  the  social 
"roll])  may  think.  It  could  be  due  to  i"iior- 
ance,  lack  of  knowledge,  inaileijuacy,  imma- 
turity, and  a number  of  other  reasons.  A 
child,  too,  has  his  fears  even  thou"h  he  may 
not  demonsti'ate  them.  We  must  help  both 
the  child  and  the  j)arents  by  determiniii"  the 
cause  of  their  resistance.  If  one  parent  can 
be  won  over  to  a course  of  action,  he  can 
u.sually  be  trusted  to  know  the  best  way  of 
jiersuadiii"  the  other.  A crip])led  child  ha.s 
a sense  of  beiii"  different.  He  can  not  run 
and  ])lay  as  other  children;  can  not  comjiete 
in  "allies  and  sj)orts.  He  may  feel  inadeiiuate 
and  develo])  a sense  of  "uilt  associated  with 
thou"htlessly  made  jiarental  reproaches.  The 
world  .seems  unfriendly  and  he  tries  to  re- 
volt. Some  ill  children  show  re"ressive  tend- 
encies; they  become  deiiendent,  demand  at- 
tention. and  are  more  selfish.  ( 'om])anionship 
with  other  children,  with  the  thera])ist,  and 
the  teacher  mean  much  to  such  children  in 
a loll"  drawn  out  illness.  They  briii"  the 
world  to  the  child,  and  he  is  le.ss  a])t  to  feel 
lost  and  nes;lected.  For  children,  the  hardest 
thill"  to  Iiear  is  lieiii"  olijects  of  ]>ity  either 
to  adults  or  other  children.  .\s  children  f;row 
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older,  they  are  eoneeiTied  about  the  effect  of 
their  condition  on  the  i)ossihilities  of  future 
emj)loyment  and  in  regard  to  marriage. 

It  is  well  for  us  to  consider  some  of  the 
problems  children  face.  Though  a child  does 
not  speak  of  them  directly,  we  should  be 
aware  of  their  existence  from  the  child's  com- 
ments, ([ue.stions,  and  actions  and  let  these 
guide  us  in  helping  him.  Once  treatment  has 
been  decided  upon  by  the  doctor  it  is  wise 
to  explain  it  to  the  child  and  the  i)arents. 
Surgery  may  be  indicated.  There  may  be 
immediate  need  or  it  may  be  of  an  elective 
nature.  In  the  former,  the  child's  distress 
or  urgency  of  the  situation  usually  commits 
all  to  immediate  action.  In  the  latter,  how- 
ever, there  usually  is  ample  time  to  consult 
with  the  i)arents  as  well  as  the  child  and 
allow  them  to  come  to  a common  decision. 
Sometimes  a situation  requires  a great  deal 
of  interpretation  and  treatment.  Past  exper- 
ience, half-told  tales  re.sulting  in  fears  and 
apprehension,  and  financial  situation  all  enter 
into  the  making  of  the  decision. 

We  need  to  be  understanding  and  helpful. 
Busy  physicians  sometimes  find  the  process 
of  arriving  at  a decision  slow  and  time  con- 
suming. Some  people  can  not  bring  them- 
selves to  ask  ([ue.stions.  They  must  be  helped. 
The  physician's  time  is  well  .spent  if  he  i>a- 
tiently  talks  through  the  ])lan  of  treatment, 
the  operation,  and  therapy  thereafter.  While 
a nurse  or  a medical  social  worker  may  be 
cajrable  of  doing  the  same,  and  frequently 
reiterates,  the  em})hasis  and  best  results  come 
from  the  doctor's  interpretation.  We  must 
also  remember  that  in  the  absence  of  parents, 
foster  parents  shoidd  be  given  the  same  con- 
sideration. 

Timing  of  the  Operation 

Ureat  import  is  placed  on  the  timing  of 
non-emergency  operations.  We  are  told  that, 
in  general,  an  operation  should  not  be  con- 
sidered when  a child  is  going  through  a period 
of  stress.  The  most  common  contra-indica- 
tion on  psychological  grounds,  which  is  often 
missed  because  a child  does  not  show  overt 
signs  of  emotional  disturbances,  is  the  period 
of  three  months  before  to  six  months  after 
the  birth  of  another  child  in  the  family.  In 
general,  the  years  from  three  to  six  are  con- 
sidered hazardous  for  hospitalization.  Being 
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away  from  liome  is  one  of  the  most  disturbing 
elements.  For  many  a child  it  is  his  first 
time  away  from  his  mother.  He  can  be  helped 
by  accustoming  him  gradually  to  .separation, 
using  a baby  sitter  for  increasing  ])eriods  or 
])ermitting  him  to  .stay  at  a friend's  house 
while  motlier  goes  shop])ing.  Tliis  all  builds 
up  his  confidence  that  thoiigh  mother  leaves 
h.im,  .she  always  comes  back. 

Prepare  Child  for  Operation 

By  being  matter  of  fact,  neither  frighten- 
ing him  nor  mi.sleading  him,  we  can  help  the 
child  greatly.  Sometimes  play  acting  about 
going  to  the  hospital  is  very  helpful.  For  the 
child  thei'e  must  be  someone  to  bridge  the  gap 
between  home  and  hospital — a familiar  face 
when  he  goes  to  the  operating  room,  has  anes- 
thesia, and  later  when  he  awaken.s — if  not  his 
mother — the  family  doctor,  intern,  nurse,  or 
anesthetist  who  has  made  a special  effort  to 
become  acquainted  before  the  operation.  A 
small  child  helped  wisely  may  come  out  of 
the  experience  with  increased  confidence  in 
coping  with  future  problems  in  life.  Illne.ss 
tends  to  effect  not  only  the  individual's  in- 
dependence and  .self-respect,  but  his  mode  of 
living  and  even  his  emotional  balance.  If 
])re,ssures  become  too  great,  he  may  not  wish 
to  recover  or  it  may  retard  his  convalescence. 

Role  of  Medical  Social  Worker 

In  this  article  little  has  been  said  about 
the  1‘ole  of  the  medical  social  worker  in  rela- 
tion to  the  sick  child  and  his  parents.  She 
functions  essentially  as  a caseworker  in  any 
setting — to  help  the  person  in  trouble  assess 
his  situation,  the  problem,  and  the  a.ssets 
within  himself  and  his  environment  in  order 
that  he  may  capitalize  on  his  strengths  and 
resources  in  moving  toward  maximum  respon- 
sibility in  his  own  behalf.  Essential  to  the 
successful  performance  of  this  function  is  the 
caseworker’s  professional  knowledge  and  ex- 
perience, and  ability  to  search  for  facts, 
analyze  and  make  use  of  them  in  the  service 
to  the  patient ; ability  to  create  with  the  pa- 
tient a relationship  in  which  he  is  helped  to 
view,  as  he  is  able,  the  reality  that  confronts 
him.  Also,  it  is  essential  to  help  him  recog- 
nize and  know  the  forces  contributing  to  his 
difficulties  and  those  strengths  within  him- 
self, his  family,  and  his  community,  includ- 
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ill”:  the  hosjiital,  wliieli  lie  may  use  to  meet 
his  situation  or  to  change  it. 

The  medieal  soeial  worker  ”aiiis  iiit'orma- 
tioii  aliout  the  family,  its  .strengths,  and  its 
needs  on  wliieh  a .social  diajrnosis  can  he 
lia.sed.  In  the  course  of  her  study  of  the 
jiatient  and  his  family,  she  is  able  to  <i:ive  them 
some  liel])  too,  hut  what  is  important,  also, 
she  contrihutes  her  knowledge  of  the  social 
needs  to  the  physician  and  other  profe.ssional 
liersonnel  who  mi”ht  he  involved  so  that  they 
may  take  these  facts  into  account  when  jilan- 
nin<r  for  the  care  of  the  patient  and  when 
canyiii”:  out  the  plan.  In  many  ca.ses,  she 
will  recognize  needs  in  the  family  situation 
that  can  he  met  only  through  collaboration 
with  outside  agencies.  Here  she  u.ses  her 
knowledge  of  community  resources  to  help 
the  family. 

We  know  that  specific  treatment  for  a 
twisted  le”  or  sore  .joint  is  not  enou<i:h.  We 
realize  how  .strongly  the  child’s  physical  well- 
heiii"  is  influenced  by  his  feelings  about  his 
family,  his  school  life,  and  his  playmates. 
As  we  recognize  more  and  more  how  closely 
the  individual's  physical,  .social  and  emotion- 
al needs  are  inter-related,  we  can  see  better 
how  necessary  is  teamwork  between  members 
of  the  various  profe.ssions  who  are  trying  to 
help  the  patient  return  to  health. 

Sum  MARY 

Illness  and  surgery  may  leave  a marked 
effect  on  a child’s  jiersonality.  We,  as  well 
as  parents,  often  lose  sight  of  the  fact  that 
a child  is  an  individual.  We  must  have  re- 
spect for  him  and  let  him  guide  us  in  heliiing 
him  by  his  (piestions,  comments,  and  actions. 

When  there  is  long-term  illness,  it  seems 
wiser  to  institute  home  care  wherever  possi- 
ble for  both  younger  and  older  children.  If 
hosi>italization  is  neces.sary,  as  many  factors 
of  home  care  as  possible  should  be  brought 
to  the  hospital  situation  including  loving  care 
from  the  doctor  and  hosjiital  staff,  esjieciall.v 
one  designated  individual  serving  as  a jiar- 
ent  substitute,  a role  usually  jila.ved  by  the 
nurse.  There  should  be  a tying-in  of  home 
and  hosjiital,  carrying  jiarents  along  in  each 
steji  of  the  treatment. 

Timing  of  ojierations  is  imjiortant.  Avoid- 
ance of  jieriods  of  .stress  will  helji  the  child. 
In  all  dealings  it  is  imjiortant  to  establish 
the  child’s  trust  in  the  doctor  and  medical 


team.  In  jirejiaration  for  jieriods  away  from 
home,  it  is  jiriulent  to  jirejiare  both  the  child 
and  Jiarents  in  reganl  to  treatment,  ojiera- 
tion,  and  convalescent  care.  (Questions  should 
alwa.vs  be  answered  honestly.  Thus  heljied. 
many  small  children  may  come  out  of  the 
exjierience  with  illness  with  increased  con- 
fidence in  cojiing  with  life’s  future  jiroblems. 

The  medical  social  worker  heljis  the  jier- 
son  in  trouble  a.sse.ss  his  situation,  his  jirob- 
lem,  and  his  assets  in  himself,  family,  and 
communit.v;  to  cajiitalize  on  his  strengths  and 
thus  helji  him  face  his  situation  or  change  it. 
All  of  u.s — the  doctor,  the  nurse,  the  medical 
social  woiker,  the  therajjist,  and  otheiN- — rec- 
ognizing how  strongly  a child’s  well-being  is 
inter-related  with  emotional  and  social  needs, 
mu.st  be  alert  to  our  resjionsibility  and  in 
heljiing  the  child. 
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CO-OPERATION  BETWEEN  PUBLIC 
HEALTH  PERSONNEL  AND 
SCHOOL  NURSES 

Mary  M.  Ki.ak.s,  H.N.,  B.S.*, 

Dover,  Del. 

During  this  year  the  Delaware  State  Hoard 
of  Kducation  ajijiointed  the  Director  of  the 
Division  of  Public  Health  Nursing  of  the  Del- 
aware State  Board  of  Health  to  the  jiosition 
of  (’o-ordinator  of  School  Nui-ses  in  the  em- 
jiloy  of  the  State  Dejiartment  of  Public  In- 
struction. This  ajijiointment  is  without  re- 
muneration but  it  affords  an  ojijiortunity  for 
jiromoting  even  closer  work  relationshiji  be- 
tween school  nurses  and  the  nui-sing  service 
of  the  County  Health  ITiits  of  the  State  Board 
of  Health. 

Services  available  to  school  nui’ses  through 
this  ajijiointment  include  the  following: 

On  Slate  Level:  The  Public  Health  Nurs- 

ing Director  and  the  jiublic  health  nursing 
sujiervi.sory  staff  are  available  to  give  con- 
sultant service  on  school  nursing  and  jiro- 
gram  jilanning,  jiolicies,  jirocedures,  etc. — on 
a retjuest  basis — to  State  Dejiartment  of  Pub- 
lic Instruction  jiei-sonnel.  She  is  also  avail- 
able— on  a reijuest  basis — for  jilanning  and 

•Director.  Division  of  Public  Health  Nursing.  Delaware 
State  Board  of  Health. 


September,  1952 


Delaware  State  ]\1edical  Joi’rxal 


259 


arrangins’  of  inserviee  sehool  musing  insti- 
tutes in  Dover  for  school  nurses. 

On  Local  Level:  School  nursing  consult- 

ant services  are  available  to  school  principals 
and  school  nurses — on  a request  basis — by 
qualified  generalized  public  health  nursing 
supervisors  of  county  health  units  (profes- 
sional (lualifications — specified  in  Delaware 
Merit  System  for  State  employees).  School 
nurses  are  invited  to  attend  the  inservice 
school  nursing  educational  meetings  in  coun- 
ty health  units.  Content  of  the  i)rograms  for 
the  meetings  would  include  use  of  the  county 
health  unit  j)ersonnel  and  special  consultants 
on  the  State  Board  of  Health  staff,  i.e..  Ma- 
ternal and  Child  Health,  Tubercidosis,  Social 
Service,  Nutrition,  etc.  Purpose  of  these 
meetings  is  to  acquaint  the  school  nurse  with 
available  health  resources  in  her  territory  and 
to  promote  closer  work  relationship  between 
school  health  workers  and  the  ])ersonnel  of 
the  county  health  units. 

Principals  and  school  nurses  of  all  of  the 
schools  have  been  visited  by  the  Public  Health 
Nursing  Director  and  the  Nursing  Supervis- 
ors of  the  County  Health  Units  to  interpret 
the  service  to  them  and  to  offer  a.ssLstance  in 
planning  details  of  the  school  nursing  co- 
ordination program  according  to  the  ex- 
I)ressed  needs  of  the  school  health  personnel. 

The  State  Board  of  Health  continued  its 
ju'ogram  to  provide  health  services  to  school 
and  preschool  children.  Public  health  nurses 
on  the  staff  of  the  county  health  units  parti- 
cipated in  the  control  of  communicable  dis- 
ease by  making  home  visits  to  teiach  and 
demonstrate  nursing  care  and  for  making 
epidemiological  investigations.  They  also 
visited  the  schools  to  assist  with  the  immun- 
izations and  the  physical  examinations  of 
school  and  preschool  children. 

The  school  nurses  have  contributed  to  the 
general  health  services  of  the  communities  in 
which  they  are  employed  by  working  co- 
operatively with  the  public  health  nurse  in 
the  districts  in  cases  of  family  health  prob- 
lems such  as  tuberculosis,  venereal  disease, 
and  crippled  children. 

We  repeat  what  has  often  been  said: 
“health  services  are  the  concern  of  everyone,’’ 
and  only  well  planned  cooperative  efforts  will 
bring  us  nearer  our  goal  of  good  health  for 
everybody. 


IMPROVISED  PHYSICAL 
THERAPY  EQUIPMENT  AND 
TECHNIQUE  OF  USE  IN  THE  HOME 

Uarolyn  Thomas,  B.S.,  R.P.T., 
and 

jMartin  S.  Larfinkel,  B.A.,  R.P.T.,* 
Dover,  Del. 

It  has  been  found  that  many  types  of  ])hysi- 
cal  therapy  treatments  can  be  carried  on  ade- 
quately and  safely  in  the  home.  In  view  of 
the  present  .shortage  of  (pialified  personnel  to 
])erform  home  therai>y  treatment  and  the  lack 
of  clinical  facilities,  especially  in  rural  areas, 
it  is  felt  that  improvised  home  therapy  i>ro- 
cedures,  ijrescribed  by  the  physician,  would 
provide  the  necessary  .services.  With  the  u.se 
of  rather  simple  modifications  many  modali- 
ties of  ])hysical  therapy  can  be  ordered  by 
the  ])hysician  and  safely  carried  out  by  the 
patient  or  his  family.  To  review  all  types 
of  cases  that  require  therapy  would  be  im- 
])o.s.siblc  and  beyond  the  .scope  of  this  pa])er. 
Rather,  an  attempt  is  being  made  to  discuss 
the  commonly  used  modalities  and  .sugge.st  the 
way  in  which  simple  efpiipment  can  be  sub- 
stituted for  the  more  expensive  types  found 
in  hospitals  and  clinics,  and  the  way  in  which 
these  treatments  are  proj)erly  admini.stered, 
so  as  to  i>rovide  maximum  benefit  to  the  pa- 
tient. 

The  modalities  used  in  physical  therapy  are 
mo.st  often  divided  into  four  categories : 
thermotherapy,  hydrotherapy,  electrotherapy 
and  mechanotherajiy.  The  physiologic  results 
of  these  modalities  will  be  mentioned  only 
briefly. 

Thermothera])y  is  the  most  readily  adapt- 
able for  home  u.se.  The  local  application  of 
heat  is  the  mo.st  common  modality  used  in 
medical  practice.  Heat  may  be  generated  and 
applied  to  the  body  by  means  of  hot  bricks, 
hot  water  bottles,  flat  irons,  heating  pads  and 
various  types  of  Infra-red  generators.  Bricks 
and  flat  irons  are  objects  commonly  found 
in  the  home  and  both  can  be  heated  in  a 
liot  oven  or  on  top  of  the  stove.  They  should 
then  be  wrapped  well  in  turkish  towels  suf- 
ficient to  prevent  burning  of  the  .skin  and 
then  may  be  applied  to  the  area  to  be  treated. 
Hot  water  bottles  and  heating  })ads  can  both 
be  obtained  in  any  drug  store.  Adetpiate  di- 
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|•(‘(•ti()n.s  lor  opei’atioii  ;H'coni|)aiiy  tlu*  lieatinji 
pad,  and  it  is  iiniFortant  to  take  Ilia  same 
jM-eeautioiis  of  wrappin*;  with  the  hot  water 
l)ot11e  as  witli  the  hrieks  and  iron.  Any 
ordinary  "lass  t)ottle,  with  a ti<tlit-tittin“: 
eovei-,  wliieh  is  of  at  lea.st  one  (piart  eapaeity. 
is  suitable  foi-  use  as  a hot  water  bottle.  The 
above  mentioned  ol)jeets  ean  l>e  lield  to  the 
pa  It  IxMii”'  treated  by  wra|)pin<>',  usiii”;  two  to 
four  ineh  wide  strips  of  elotli  or  welibinji’, 
wrappiii”-  so  that  the  objeet  is  held  seeurely, 
bein>>-  sure  that  it  is  loose  enoujrh  to  prevent 
eonstriet  ion. 

Infra-i'ed  Intlbs  ean  also  be  iiureha.sed  in  a 
drujj  store.  These  are  effeetively  used  in  a 
bridge  lamp,  preferably  one  who.se  neck  ean 
be  adjusted  to  various  angles.  The  lamp  ean 
be  ])laeed  beside  the  bed  and  adjusted  so  that 
the  rays  shine  directly  on  the  area  to  lie 
treated.  The  Imlb  should  be  20  inches  away 
from  the  body.  The  lamp  shade  should  lie 
kejit  on  .so  that  the  rays  will  not  fie  diffused 
throughout  the  room,  and  towels  or  a sheet 
may  lie  drajied  around  the  shade  and  down 
to  the  body,  for  the  same  reason.  Treatment 
with  any  of  the  above  modalities  should  last 
at  least  20  minutes  and  should  not  exceetl 
thirty.  It  is  important  to  remember  that 
areas  where  there  is  a nerve  injury,  or  a lack 
of  sensation  from  any  cause,  should  not  be 
treated  with  heat,  in  the  absence  of  close  sup- 
ervision of  such  treatment  by  a jiliysiciau  or 
therapist. 

The  use  of  water  in  the  treatment  of  in- 
jured parts  is  also  easily  adaptable  iu  the 
home.  Cold  water  helps  to  reduce  edimia  by 
means  of  constricting  blood  vessels  in  the 
area.  Hot  water  is  used  for  reliid'  of  pain 
in  many  conditions,  such  as  arthritis,  frac- 
tures, etc.  The  lieat  causes  blood  vessels  to 
dilate,  thus  carrying  moi-e  blood  to  the  jiart 
which  helps  in  turn  to  relieve  congestion  in 
and  around  the  anm.  Hot  water  al.so  aids 
in  relaxing  tense  muscles,  thus  relieving  jiain 
and  jireparing  the  part  for  exercise.  The 
following  is  a general  classification  of  water 
temperatures:  r).')°-(i.'i°  K — cold  ; S()°-{)3°  F — 

te])id  ; f)d°-!)S°  F — neutral  or  warm;  })S°-10r)“ 
F — hot.  Ajiplications  of  neutral  temiierature 
give  no  thermic  or  circulatory  effect. 

A hot  tub  or  foot  bath  is  used  to  increase 


circulation  and  relieve  jiain  and  muscle  s|iasm. 
'I'he  bath  tub  should  be  filled  with  enough 
water  to  eovtu-  the  body,  at  1()()°-1 10° F.  The 
patient  should  get  into  the  bath  (piickly  and 
remain  in  the  water  five  minutes.  At  the 
termination  of  the  bath  he  should  be  (piickly 
doused  with  cold  water  or  have  an  alcohol 
rub  and  ivtire  to  bed  immediately.  While  in 
the  bath  a cloth  soaked  in  ice  water  should 
be  held  to  the  forehead  or  nape  of  the  mmk 
in  order  to  jirevent  cendiral  congestion. 

The  above  method  can  be  used  for  a foot 
bath,  and  is  valuable  in  the  treatment  of 
sju-ains,  contusions  and  chills.  These  baths 
should  not  be  given  in  cases  of  peripheral 
vascular  disease. 

The  contrast  bath,  the  alternate  immersion 
of  a jiai't  in  hot  and  cold  water,  is  another 
very  effective  means  of  incnmsing  blood  flow. 
The  jiart  to  be  treated  is  immei-sed  in  hot 
water  for  a jieriod  of  six  minutes,  then  im- 
mersed iu  cold  water  for  a jieriod  of  four 
minutes,  (’ontinue  alternate  immersions  7 to 
b times.  Be  careful  to  maintain  constant 
temperature  by  freipient  additions  of  hot  or 
cold  water  as  the  treatment  jirogresses.  Al- 
ways begin  and  end  with  hot  water. 

A sitz  or  hip  bath  can  be  given  satisfactor- 
ily in  the  home  by  using  an  ordinary  wash- 
tub.  The  jiatient  sits  in  the  tub  with  the 
water  at  the  level  of  the  umbilicus  and  most 
of  the  legs  outside  the  tub.  These  baths  are 
either  hot  or  cold.  During  the  cold  bath, 
the  immersed  parts  .should  be  rubbed  briskly 
and  the  rest  of  the  body  should  be  kejit  cov- 
ered with  tow(‘ls  or  blankets.  After  the  bath, 
the  skin  should  be  rubbed  dry  with  a towel. 
With  the  hot  bath  no  rubbing  is  reipiired. 
but  the  head  should  be  kept  cool  with  cold 
packs  or  comim'sses.  A cold  bath  should  last 
five  to  ten  minut(‘s  and  a hot  bath  should  lu‘ 
of  l.')-20  minutes  duration. 

Cold  eomjire.sses  for  night  treatments  can 
be  used  for  painful  joints.  This  is  done  by 
wia|)ping  the  part  in  a cloth  wrung  out  ot 
ice  water.  This  is  covered  with  a piece  of 
jilastic  to  prevent  the  cloth  from  drying  out. 
then  wrapped  with  a jiiece  of  woolen  mate- 
rial. This  is  pinned  firmly  and  left  on  all 
night. 

It  is  felt  that  electrotheraiiy  is  unsafe  and 
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impractical  for  use  in  the  liome,  as  this 
modality  recpiires  very  close  supervision  of 
the  therapist  or  i)hysician. 

Our  fourth  modality  is  mechanotherapy — 
the  use  of  mechanical  equipment.  One  of  the 
most  useful  and  versatile  })ieces  of  equipment 
is  the  ordinary  sash  cord  and  jiulley.  Innum- 
erable combinations  of  the  above  with  the 
adjunct  of  cloth  slings  and  sandbags  has 
numerous  possibilities,  limited  only  by  one's 
ingenuity  and  the  circumstances  of  the  illness. 

With  the  addition  of  a head  sling  to  the 
above  items,  head  traction,  which  is  a well 
established  procedure  commonly  used  to  re- 
lieve pain  in  the  cervical  and  lumbar  spine, 
can  be  applied  at  home.  Place  two  hooks  in 
a door  jamb,  then  place  two  i)ulleys  on  hooks 
and  thread  a line  through  the  pulleys.  On 
one  end  of  the  line,  place  a five  pound  sand- 
bag— patient  may  have  larger  sandbags 
available  in  case  it  is  felt  that  he  can  tolerate 
a heavier  load.  Patient  then  slips  the  sling- 
over  his  head  so  that  the  center  of  the  sling- 
fits  under  the  chin  in  front  and  under  the 
head  in  back.  The  patient  sits  erectly  in  a 
straight  chair  in  the  doorway  with  his  legs 
extended  and  crossed  at  the  ankles.  A mem- 
ber of  the  family  then  lowers  the  sandbag 
until  the  head  is  under  comstant  tension. 
Heat  api)lied  to  the  back  of  the  neck  ju.st  be- 
fore or  during  the  stretching-  is  of  value. 
Contiiuie  this  stretching-  for  five  or  fen  min- 
utes. 

The  sash  cord,  sandbag-  and  cid'f-like  sling- 
are  also  very  valuable  to  the  amputee  for 
exercising  the  stump  in  pre])aration  for  his 
I)rosthesis.  Place  the  pulley  on  the  bed  post 
for  a i)ivot  i)oint,  and  patient  can  exercise 
both  sitting-  in  a chair  or  lying  in  bed. 

In  post-.surgical  ca.ses  or  in  general  conval- 
escent cases  in  which  recumbent  exercises  are 
indicated,  a bed  bicycle  can  be  constructed 
by  simply  removing  the  pedals  and  socket 
from  a bicycle  and  mounting  the  parts  in 
a block  of  wood,  the  center  of  which  should 
be  ap])roximately  8 inches  from  the  base  of 
the  block.  This  would  then  allow  space 
enough  for  the  pedals  to  rotate. 


When  the  ])atient  is  well  enough  to  be  am- 
bulatory for  .short  periods  and  mild  exercise 
is  desired,  an  ordinary  bicycle  can  be  u.sed 
by  removing-  the  front  wheel  and  then  mount- 
ing the  front  brace  on  a box  or  stand  and 
the  rear  wheel  on  the  parking-  stand,  thus 
creating-  a stationary  bicycle. 

Ordinary  home  beds  can  be  tinaied  into  a 
hospital  type  bed  by  the  simple  exj)ediency 
of  placing  blocks  inuler  the  legs  of  the  bed 
and  by  j)lacing  a sheet  of  plywood  under  the 
mattress.  In  cases  where  foot  drop  is  to  be 
prevented,  a box  with  closed  end  toward  the 
head  of  the  bed  can  be  placed  at  the  foot  of 
the  bed. 

In  many  illne.sses  parallel  bars  and  trapezes 
are  indicated.  There  is  now  on  the  market 
a set  of  portable  light  weight  bars  that  weigh 
only  35  pounds.  Also,  with  simple  instruc- 
tions, a plumber  can  construct  the  nece.ssary 
bars.  If  this  service  is  not  obtainable  the 
patient  can  line  up  two  rows  of  chairs,  back 
to  back,  and  effectively  use  these  in  place  of 
])arallel  bars  by  walking  between  them  and 
holding  on  to  the  tops.  If  necessary,  heavy 
objects  can  be  placed  on  the  seats  to  prevent 
tipping. 

The  u.se  of  slightly  more  complicated 
equi])ment  is  sometimes  indicated.  There  is 
a great  deal  of  literature  available  on  plans 
lor  constructing  such  equipment.  A carpenter 
can  easily  follow  these  drawings.  Informa- 
tion regarding  improvised  ecjuipment  can  be 
obtained  by  contacting  the  Physical  Therapy 
Division  of  Crippled  Children's  Services  of 
the  Delaware  State  Boai'd  of  Health. 


AMERICAN  TRUDEAU  SOCIETY 

The  aimual  meeting  of  the  Eastern  Section 
of  the  American  Trudeau  Society  will  l)e  held 
Friday  and  Saturday,  October  31st  and  No- 
vember l.st,  in  Philadelphia,  Pa.  Headquar- 
ters tor  the  meeting  will  he  at  the  Bellevue- 
Stratford  Hotel  in  that  city.  Members  of  the 
Society  wanting  to  present  paj)ers  are  urged 
to  communicate  promptly  with  the  Chairman 
of  the  Program  Committee,  Dr.  Katharine  E. 
Boucot,  311  Juniper  Street,  Philadelphia,  Pa. 
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The  1952  .Meetixc 

Tlu*  K)3i'(l  Annual  Session  of  the  ^ledieal 
Society  of  Delaware  was  held  at  the  Kehohoth 
Beach  (.’ountry  ('luh,  Kehohoth,  September 
8-10,  1952,  President  Krvin  L.  Stainbau<i:h  of 
Lewes,  jiresidin"-. 

The  ineetin<>’  of  the  House  of  Deleoates  was 
notable  for  the  dis])atch  with  which  its  trans- 
actions were  handled,  several  of  the  re])orts 
involving  routine  stati.stics  bein'*'  read  by  title. 
The  main  business  of  the  eveniii”'  was  the 
adoption  as  amended,  of  the  fourth  Amend- 
ment to  the  By-Laws,  as  iirinted  in  The 
•loi  RXAi,  for  August,  1!)51,  concerning:  mem- 
bers who  have  retired,  and  the  reports  of  the 
Committees  on  h'eeblemindedne.ss  and  on 
Health  and  Sanitation.  The  full  Transac- 
tions will  be  printed  in  the  December  issue 
of  The  doi  HXAE. 

The  scientific  meetiiifrs  proceeded  exactly 
as  printed  in  the  Aujiust  doruXAi,,  every 
sclieduled  essayiiif;  bein<r  iire.seiit.  The.se 
|)aj)ers  were  of  a very  hi<ih  order,  and  were 
well  received  and  adeipiately  discussed. 

The  elections  for  the  year  195:i  resulted  as 
follows : 


rials  + 


Pie.sident,  Victor  D.  Washljurn  Wilmington 

Vice-I’re.sident.  Leslie  M.  Dobson  .Milford 

Secretary,  Andrew  M.  Gehret  Wilmington 

Tieasurer,  John  .M.  .Messick  Wilmington 

Hep.  to  D.  M.,  W.  O.scar  La  .Motte,  Wilmington 
The  Woman’s  Auxiliary  met  at  the  Dinner 
Bell  Inn,  under  the  Presidency  of  Mrs.  Syl- 
vester .M.  Kennie  of  Wilmington.  A busine.ss 


.session  on  September  9th  was  followed  by 
their  own  luncheon,  attended  by  48  members 
and  guests.  On  September  10th,  at  another 
busine.ss  session,  the  following  officers  for 
1952-1953  were  elected  and  installed: 


President,  Mrs.  Willard  F.  Preston  ....  Wilmington 
President-elect,  Mrs.  Allan  R.  Cruchley, 

Middletown 

Vice-President,  .Mrs.  James  Beebe.  Jr Lewes 

Recording  SecA’,  Mrs.  John  B.  Baker  Milford 

Corresponding  Sec’y,  Mrs.  Edward  T.  O’Donnell, 

Wilmington 

Treasurer,  Mrs.  Lawrence  L.  P'itchett  Milford 


The  social  events  were  particularly  pleas- 
ant. Following  the  House  there  was  a brief 
.social  hour  for  the  members  pre.sent.  The 
luncheon  by  the  Sussex  County  Society  on 
Se])tember  10  was  attended  by  93  guests,  and 
that  given  by  the  State  Society  was  attended 
by  89  guests.  The  main  social  event  was  the 
reception  and  dinner  on  Sej)tember  9,  which 
was  attended  by  105  jicrsons  and  was  ad- 
tlres.sed  most  entertainingly  by  Mr.  d.  Wal- 
lace Woodford,  formerly  51ayor  of  Dover. 

The  technical  exhibits  again  reached  a high 
level  of  excellence;  there  were  22  exhibitors 
occupying  23  booths.  With  the  expansion  of 
the  Society’s  activities  and  the  increasing 
costs  thereof  the  Society  is  becoming  more 
and  more  dependent  upon  the  financial  sue- 
ce.ss  of  its  technical  exhibit  to  make  its  con- 
vention ex])ense.s  balance.  Our  exhibitors  this 
year  seemed  pleased  with  the  arrangements 
made  for  them,  and  several  stated  they  would 
be  with  us  again  next  year  at  Wilmington. 

The  registration  was  as  follows: 


Member.s  81 

Guest.s,  Visitors,  etc 3B 

Residents,  Internes,  etc 5 

Exhibitors  34 

Medical  Society  150 

Woman’s  Auxiliary  44 

Total  200 


The  membership  registi'ation,  SI  of  a total  of 
33:i,  was  24.3  jjer  cent,  slightly  below  the  1948 
Rehoboth  meeting. 

So  |)asses  into  history  the  1952  Session.  Now 
let  us  turn  our  faces  toward  Wilmington  and 
make  the  1953  Session  an  even  better  one. 
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THE  COMMUNITY  AND  THE  DOCTOR* 

Erwin  L.  Stambaugh,  Md., 

Lewes,  Del. 

During  the  past  year  I have  had  the 
honor  of  being  your  President.  This  honor 
has  significance  for  it  came  twenty-five  years 
after  my  graduation  from  medical  school.  Ac- 
cordingly, I pledge  a silver-lined  address, 
omitting  such  phrases  as  “short-sighted 
men,”  “special  privilege  groups”  and  “po- 
litical machines.”  These  and  many  other 
themes  have  been  dusted  off  on  television, 
on  the  radio  and  in  the  press  in  the  past 
few  months.  Speaking  of  the  press,  it  can  so 
ea.sily  “overexpose”  you  or  put  you  “out  of 
focus. 

On  the  subject  of  blasts  and  personal  at- 
tacks, we  are  reminded  of  an  anecdote.  \Yin- 
ston  Churchill  was  strolling  through  Hyde 
Park,  famed  for  its  soap  box  orators,  who 
enjoy  the  privilege  of  sounding  off.  Someone 
was  denouncing  the  royal  family.  Churchill 
found  a bobby  and  demanded,  “Aren’t  you 
going  to  do  something,  why  don’t  you  arrest 
that  man?”  “You  see,”  was  the  indifferent 
reply,  “it’s  this  way.  It  won’t  hurt  them 
and  it  might  help  him.  ’ ’ 

Recently  in  an  article,  “AYhat  the  Com- 
munity Expects  of  the  Doctor,”  the  editor 
of  the  Cleveland  Press  said:  “So  take  the 

American  ])eople  into  your  confidence,  tell 
them  and  sell  them  your  story.  They  are 
eager  customers.”  Finst,  let  us  tell  them  that 
we  like  working  at  our  profession  for  the  love 
of  the  thing.  In  a questionnaire  to  medical 
•students,  the  answers  to  “\Yhy  I want  to  be 
a doctor,’’  were  somewhat  diverse.  Some 
stated  that  their  fathers  were  doctoi*s.  Others 
answered  that  they  were  intere.sted  in  doing 
something  for  mankind.  Few  had  the  de- 
lusion that  it  was  an  easy  way  to  make  a 
living. 

Such  answers  are  acceptable  to  most  of  us. 

•Presidential  Address,  delivered  before  the  Medical 
Society  of  Delaware,  Rehoboth,  September  10,  1952. 


If  we  are  interested  in  serving  mankind,  ours 
is  a natural  human  interest  job.  Physicians 
have  a most  intimate  and  continued  contact 
with  patients.  Since  the  decline  of  priest  or 
])astor  influence,  no  other  profes.sional  man 
lias  such  a unique  opportunity  to  render 
good.  The  doctor  is  called  not  only  to  re- 
lieve pain,  but  he  is  also  a medical  priest  and 
confidante  in  affairs  of  love  or  human  rela- 
tions, in  matters  of  family  guidance  or 
secrets. 

The  decision  to  become  a doctor  means 
often  the  first  step  towards  an  education. 
Shortly,  after  initiation,  there  is  an  urge  to 
aspire  to  the  top  of  the  heap.  At  one  time 
every  soldier  in  the  Fiench  army  carried  in 
his  knapsack  a marshal’s  baton.  It  is  not 
intended,  however,  that  all  should  assume 
leadership.  Like  in  Napoleon’s  army,  we  are 
successful  because  there  are  so  many  of  us 
in  a profession,  the  general  level  of  which 
is  so  high. 

From  time  immemorial  communities  have 
recognized  their  responsibility  in  caring  for 
the  sick.  A certain  Samaritan  bound  up  the 
wounds  of  a Jewish  stranger  and  paid  for  his 
hospitalization  at  the  inn.  IMany  foundations 
have  been  set  up  to  foster  the  common  broth- 
erhood of  man.  Community  chests  have  ex- 
tended services  to  the  less  fortunate  in  their 
problems  toward  good  health.  Foundations 
are  the  realized  dreams  of  philanthropists. 
Community  chests  are  the  enjoyment  of  the 
individual,  emulating  the  Good  Samaritan, 
“Go  thou  and  do  likewise.” 


The  same  motives  inspire  the  American 
doctor.  One  can  enumerate  example  on 
example  of  medical  care  to  patients  unable 
to  pay.  Hippocrates  can  be  blamed  or  praised 
for  our  obligation  to  the  “always  with  us 
poor.  ” “ Sometimes  give  your  sendees  for 

nothing,  calling  to  mind  a previous  benefac- 
tion or  present  satisfaction  and  if  there  be 
an  oiiportunity  for  serving  one  who  is  a 
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.str:m<>:er  in  fiiiaiK'ial  need,  fjive  lull  assistanee 
to  all  such.  For  where  there  is  love  of  man, 
theie  is  also  love  of  the  art.” 

The  Welfare  State,  such  as  Hiifjlaml  is  now, 
was  eoneeived  appaivntly  by  tho.se  who  want- 
ed to  pi'aetiee  ‘‘nohle.s.se  ohiifje”  to  the  little 
man,  and  to  the  man  in  the  street.  This 
writer  holds  no  brief  a<rainst  eon.stitiited 
authority  in  Fn«land  and,  therefore,  no  i)ro- 
nouneement  is  made  of  its  <rood  or  evil,  ("er- 
tainly,  those  who  have  mueh  should  <jive 
somethin”:  of  their  plenty,  whether  it  is  posi- 
tion, pi'ivilefie  or  money.  It  is  for  eaeh  of 
us  to  make  up  his  mind,  how  much  the  obli- 
”ation  of  the  nobility  fioe.s  beyond  the  indi- 
vidual and  whetlier  «overnmental  praetiee  of 
the  doeti'ine  is  desirable.  Woidd  .socializa- 
tion of  the  doctrine  sui’pass  the  acts  of  mercy 
of  a modern  Samaritan,  a conscientious 
surfreon  or  a philanthro])ic  realist? 

A story  is  told  of  Dr.  William  Mayo,  lie 
was  called  in  consultation  one  afternoon  in 
the  case  of  a hi”h  school  boy.  When  he  de- 
cided the  boy  needed  an  oi)cration,  tbe  boy 
e.xclaimed,  “But  1 haven't  any  money  for 
an  operation.”  Dr.  Mayo  looked  at  him,  “Do 
you  think  you  can  earn  some  after  you  "et 
well?''  The  boy  thou<iht  he  could.  “All 
ri^ht  you  see  if  you  can  send  me  ten  dollars 
a month  until  you’ve  ])aid  one  hundred  dol- 
lars. Two  five-dollar  bills  came  to  Dr.  Mayo’s 
desk  regularly.  When  the  tenth  pair  of  five- 
dollar  bills  arrived.  Dr.  Mayo  .sent  tbe  boy 
a check  for  a luindred  dollars  j)lus  ^enerous 
interest,  with  a note  “You’ve  shown  your- 
self and  me,  you  could  do  it.”  1 mi<rht  in- 
terject that  doctors  can  well  afford  to  let 
the  ])atient  alone  who  does  somethin”'  regu- 
larly about  his  uni)aid  account.  dogfrins; 
memories  occasionally  is  allowable.  1 visited 
Rocbester,  .Minnesota,  in  the  de|)ression 
years.  Talking  over  hard  times  with  the  bus 
driver,  he  infoiined  me  that  the  Mayos  never 
brought  a lawsuit  against  a patient  for  medi- 
cal .services.  The  man  in  the  street  knew  this. 
Several  years  later,  Helen  Clap.sattle  in  her 
book,  “The  Doctors’  .Mayo,”  recorded  the 
j)oint  in  j)rint. 

In  analyzing  our  worth  to  the  commun- 
ity it  is  genuinely  felt  that  patient-physician 
relationshij)  is  improving.  We  have  come  a 
long  way  from  the  wrecker  who  walks  the 


town  content  with  the  labors  of  tearing  down 
the  confidence  that  the  majority  of  patients 
have  in  their  doctor.  On  the  other  hand, 
physicians  have  come  a long  way  from  the 
laissez-faii'e  policy  of  public  I'clations  of  sev- 
eral years  ago.  Dr'.  Johrt  (Mirte,  irr  his  ad- 
dr-ess,  .litrre  1952,  to  the  A..M.A.  House  of 
Delegates  pirt  rtew  life  irr  our  ethics.  He 
states  “our  code  of  ethics  is  rrot  a body  of 
law  brrt  is  a pattern  for  corrduct.  Irr  a .sense, 
it  is  the  code  of  gerrtlernerr  irr  the  irractice 
of  medicine.  Even  if  it  did  not  e.xist,  it  would 
not  be  violated  by  marry  because  the  vast  ma- 
jority of  our  member's  are  gerrtlenren. ” He 
further  adds  “ I'rrforturtrttely,  there  are  a few 
of  our  colleagues  who  do  rrot  resjrect  these 
obligations.  When  they  ar-e  errcourrtered 
they  rrurst  be  thrust  fr'onr  the  company  of 
gerrtlernan. " 1 irersortally  believe  that  the 

lar-ge  fee  rnorrey  char'ger's,  doctor's  who  want 
to  be  e.xcirsed  fr'orn  rright  pairrs  artd  those  who 
warrt  their-  fee  r'cady  will  .soort  be  I'ctreatirrg 
to  a for'ced  I’etir'ernerrt. 

The  aints  of  the  ju-ofessiorr  as  regards  ethi- 
cal jrr'actice  of  its  tnerrrber's  ai'e  clear  cut.  Dr'. 
Louis  Bauer'  irr  his  Bublic  Kelatiorrs  (’onfer- 
ence  irr  December  1951  cautions  thus:  “that 
physiciarrs  nrust  be  bi'ought  to  the  realiza- 
tion that  medical  jrr'ogi'ess  will  cea.se  urrless 
irhysiciarrs  wor'k  together.’’  One  of  the  best 
ways  to  wor'k  togetber  is  in  the  rneetirrgs  of 
the  sever'al  medical  .societies.  1 have  nothing 
brrt  ]>r'ai.se  for  the  nrernber-s  of  the  Sussex 
(’ourrty  Society  who  ar-e  holdirrg  together  a 
small  but  str-orrg  irrrit.  1 likewi.se  hold  re- 
sjrect  for'  the  members  of  the  .Medical  Society 
of  Delaware,  who  almost  to  a marr  sit  as  the 
lloirse  of  Delegates  year  after  year.  They 
ar-e  the  “Old  Ouar'd”  exirr-essirtg  loyalty 
withoirt  political  irrtent. 

About  a irhysiciair ’s  loyalty,  Hippocrates 
swear's  “To  hold  rny  teacher  irr  this  ai't  erpial 
to  rrry  owrt  jrarerrts,  to  mrtke  him  ]):trlrrer  irr 
rrry  livelihood,  to  teach  them  this  art,  if  they 
warrt  to  lertr'u  it,  withoirt  fee  or  indentui'e. ” 
(’ongress  was  looking  for  a Code  of  Ethics 
not  too  long  ago.  It  was  ear'ly  acceirted  in 
their  code  that  loyalty  to  Hod  and  eountr-y 
were  above  loyalty  to  ])arty  or  or-ganization. 
In  solemn  affirmation,  .Vruer-ican  doctors  sub- 
scribe to  this  higher-,  str-aight-shooting  loyalty. 

Fr'orn  ever-ywher-e  we  hear  that  ])hysicians 


October,  1952 


Delaware  State  Medical  Journal 


265 


should  interest  themselves  in  all  types  of  po- 
litical issue.  “Mr.  Politics,”  the  patient, 
wants  a shot  in  the  arm  from  the  doctor.  It 
is  true  that  physicians  can  help  the  Ameri- 
can way  of  life,  and  if  you  can  be  a good 
politician  and  a good  doctor,  get  in  the  swim. 
A physician  son  of  the  late  Senator  Zellers 
of  Mississippi  warns  me — don’t  plunge  into 
local  politics,  it’s  safe  on  a state  or  national 
level. 

This  writer  is  convinced  that  medical  men 
have  isolated  themselves  from  community 
life.  I judge  myself  severely  on  this  ])oint. 
A ])oignant  reason  for  failing  to  assume  lead- 
ership in  community  affairs  is  our  jioor  train- 
ing but  we  cannot  be  too  apologetic,  when 
church,  school,  hospital  or  lodge  call  for  our 
talents.  These  organizations  can  stimulate 
our  thinking  and  improve  our  moral  intel- 
lect in  godline.ss  and  good  government.  Our 
affiliations  should  not  direct  our  thinking, 
however,  to  labor,  agriculture,  business  or 
even  medical  consultations.  Far  too  many 
join  up  because  it  is  good  busine.ss  and  like 
birds  of  the  air  flock  to  the  proverbial  mus- 
tard tree.  Sooner  or  later,  these  men  show 
up  somewhere,  seeking  power  with  contract. 

If  I may,  let  me  refer  to  the  plutocrats  in 
medicine.  Here  is  power  with  sanction.  They 
play  up  the  distorted  idea  that  the  doctor 
business  is  crowded.  They  set  standards 
higher  and  higher  but  fail  to  make  room  at 
the  top  tor  the  large  number  of  excellently 
trained  men  asking  for  the  too  few  residen- 
cies. Many  such  young  men  become  frustrated 
before  they  complete  their  studies — the  wolf 
knocking  at  their  door.  John  G.  Clark,  a 
Philadeli)hia  surgeon  in  the  early  1900 ’s, 
trained  three  full-fledged  professors.  Such 
unselfish  teaching  of  surgery  could  be  dupli- 
cated in  large  and  small  community  hospi- 
tals. Unfortunately,  too  many  surgeons  like 
to  speak  of  how  many  assistants  they  have 
rather  than  how  many  surgeons  they  are 
training.  We  are  our  brother’s  keeper  and 
teacher,  whether  our  hospitals  are  on  a uni- 
versity or  a community  level. 

A step  forward  has  been  taken  by  the 
American  Medical  Association  and  the  Amer- 
ican Medical  Education  Fund  will  be  worthy 
of  the  name  if  it  makes  money  available  for 
teaching  medical  men  in  smaller  communi- 


ties as  well  as  medical  students.  For,  it  is 
singular  that  not  one  of  the  top-flight  men 
on  the  program  this  week  sti’e.ssed  the  import- 
ance of  a large  audience.  With  such  talent 
abroad  in  our  small  communities,  I have  hope 
that  the  government  will  .some  day  bow  to 
our  claim  that  American  medicine,  a private 
enterjiri.se,  is  the  best  in  the  world. 

After  a few  months  I bow  out  as  Presi- 
dent of  the  Medical  Society  of  Delaware.  I 
have  gained  much  and  contributed  little. 
There  is  a thought  that  I would  like  to  convey 
to  you,  contained  in  a Greek  inscrijition  near 
a hearth  in  Pyne  Tower,  Princeton  Univer- 
sity. The  inscription  was  taken  from  an 
early  Christian  tombstone  in  Syria.  Its 
translation  reads:  “I  .sojourned  well,  I 

joiu'neyed  well,  and  well  I lie  at  rest.  Pray 
for  me.”  May  it  be  said  of  every  medical 
doctor  in  every  community  in  Delaware  that 
he  has  done  just  that. 

CH EM ICALS  D H EALTH  * 

John  II.  Foulger,  M.  1).,** 
Wilmington,  Del. 

Every  advance  in  science  or  technology  aj)- 
plied  widely  in  daily  life  in  transportation, 
communication,  manufacture,  theraiieutics  or 
any  other  field  brings  with  it  new  responsi- 
bilities. Not  the  least  of  these  is  the  assur- 
ing that  new  benefits  conferred  are  not  off- 
set by  new  and  difficult  jiroblems  in  public 
health.  Experience  has  shown  that  when  new 
discoveries  are  used  with  care  and  intelli- 
gence health  jiroblems  are  ke})t  at  a minimum 
and  benefits  are  multi])lied;  but  it  also  shows 
that  when  they  are  used  with  carelessness, 
stupidity  or  lack  of  consideration  for  others, 
as  in  the  case  of  the  automobile,  there  may 
be  an  accumulating  and  disgraceful  record 
of  deaths  and  injuries. 

At  the  moment  we  live  in  a “chemical  age.” 
Chemical  industry  throughout  the  world  and 
especially  in  the  United  States  has  made  from 
the  alchemists'  tour  elements,  “earth,  ail’,  fire 
and  water,"  new  materials  which  alone  or  in 
combination  with  products  of  other  skills 
I'U’ing  us  inijn-oved  transiiortation  and  com- 
munication ; improved  housing  and  more  col- 
orful and  useful  eijuipment  for  it ; new  cloth- 

•Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  10.  1951. 

‘‘Director  of  Medical  Research,  E.  I.  du  Pont  de  Ne- 
mours & Company. 
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iiif^  materials;  better  medieaments ; and,  last 
but  not  least  important,  more  abundant 
harvests  of  better,  cleaner  and  more  nutritive 
food  and  the  means  of  iirotectiii"  that  food 
ajjainst  ])ests  of  all  types,  against  dust  in  the 
air  of  our  cities,  and  ajjainst  bacterial  con- 
tamination. Yet  there  are  those  who  have 
b'ecome  fearful  lest,  at  the  same  time,  the 
“Chemical  A"e“  is  brin<i;in»:  us  important 
health  j)roblems. 

The  chemical  industry  was  a comparative 
infant  in  1914  at  the  be<rinnin<i  of  the  First 
World  War.  It  rai>idly  attained  adolescence 
durin<>:  the  latter  yeare  of  that  war  in  sup- 
plyino;  a multitude  of  necessities  for  our  al- 
lies and  oui’selves,  includinf;  munitions  of 
war.  When  released  from  the  necessity  of 
divertinij  much  of  its  attention  to  military 
needs,  the  industry  soon  attanied  manhood 
and  is  still  "rowing  rajiidly.  It  is  far  more 
jn-olific  in  ])roducin<;  valuable  materials  of 
peace  than  it  ever  was  in  making  those  of  war. 

It  is  unfortunate  that  a knowledge  of,  and 
j)articularly  a vision  of,  the  benefits  which 
could  be  conferred  by  industrial  chemistry 
did  not  exist  during  the  period  of  1914-1918. 
During  that  j)eriod,  the  general  i)ublic  was 
suddenly  and  unexpectedly  introduced  to  cer- 
tain i>roperties  of  new  chemicals  which  could 
give  great  concern.  In  ^lay,  191(i,  the  tier- 
man  Army  attacked  French  and  Canadian 
lines  in  France  with  chlorine  gas.  By  intro- 
ducing chemical  warfare,  the  enemy  gained 
a tremendous  military  advantage,  the  out- 
come of  which  we  could  not  foresee,  and 
pro])agandists  gained  material  for  great  ac- 
tivity. Kchoes  of  the  iirojiaganda  campaign 
are  still  with  us.  t)nly  about  a week  ago, 
radio  news  commenators  laughed  at  the  dis- 
closure that  one  of  the  .so-called  “violations" 
of  the  neutrality  of  Kaesong  was  the  entry 
into  that  city  of  a delousing  sipiad  of  South 
Korean  soldiers  armed  with  lethal  weapons — 
DDT  sj)ray  guns.  Vet  this  claim  is  no  more 
absurd  than  statements  in  medical  literature 
which  identify  DDT  with  virus  X or  which 
ascribe  |)oliomyelitis  to  chronic  cyanide  pois- 
oning. 

We  arc  concerned  here  with  the  medical 
record  of  the  effects  of  chemical  warfare  in 
World  War  I because  it  gives  us  a background 
against  which  to  compare  peacetime  hazards. 


The  records  show  what  may  haiipen  when  de- 
liberate attem])ts  are  made  to  injure  human 
beings  by  ma'<.s  exposure  to  high  concentra- 
tions of  chemicals,  irritating  i)rincipally  the 
respiratory  system.  The  medical  record  is 
not  well  known,  especially  to  the  general  jiub- 
lic.  It  is  as  follows:  (las  casualties  in  all 

the  armies  engaged  (allied  or  enemy)  repre- 
.sented  only  4.(J  j)er  cent  of  all  casualties  jiro- 
duced  by  the  weajions  and  hazards  of  war. 
The  total  deaths  from  gas  repre.sented  oidy 
1.3  j>er  cent  of  all  deaths.  Among  the  ca.s- 
iialties  due  to  weapons  and  hazards  other  than 
gas,  the  death  rate  was  25.5  per  cent.  Among 
gas  casualties,  the  death  rate  was  7.G  per  cent. 
In  the  American  Kxpeditionary  Force  in 
France,  gas  casualties  repre.sented  31.5  (ler 
cent  of  all  casualties.  Only  1.8  per  cent  of 
those  injured  by  gas  died.  Of  those  injured 
by  weapons  and  war  hazards  other  than  gas, 
G.5  j)er  cent  died. 

The  recoid  of  chronic  injury  is  no  less 
favorable.  In  1920,  the  British  Ministry  of 
Pensions  recorded  that  gas  warfare  was  re- 
sponsible for  only  2 per  cent  of  all  j)ension- 
able  disabilities  among  British  troojis.  Thir- 
ty-five per  cent  were  cau.seil  by  weapons  other 
than  gas  and  ()3  per  cent  by  disea.se.  In  con- 
sidering types  of  disease  which  cau.se  most 
jiublic  alarm.  American  Expeditionary  Force 
records  show  that  only  4 per  cent  of  all  ca.ses 
of  blindness  were  due  to  gas  desiiite  the  fact 
that  gas  was  rcsiionsible  for  33  per  cent  of 
the  non-fatal  casualties.  Tuberculosis  oc- 
cured  in  2.45  men  per  thousand  of  tho.se  in- 
jured by  gas,  whereas  the  annual  rate  for 
all  enlisted  men  .serving  in  the  American  Ex- 
]>edit ionary  Force  in  France  was  3.5  ]»er 
thousand  in  1918  and  3.4  per  thousand  in 
1919.  It  would  .seem  that  the  tremendous 
horror  of  chemicals  built  up  during  the  First 
World  War  is,  from  the  medical  point  of  view, 
unju.stified,  and  i)ersistent  feai-s  of  the  action 
of  chemicals  derived  from  First  World  War 
])roi)aganda  are  not  based  upon  fact. 

In  recent  months,  two  situations  have 
aroused  in  some  (piarters  the  fear  of  jiublic 
injury  by  the  increasing  u.se  of  new  chem- 
ical i)roducts — the  Donora  “smog"  disaster 
and  ])opuIar  magazine  articles  concerning 
chemicals  in  foods. 

During  the  last  week  of  October,  1948,  the 
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town  of  Donora,  Pennsylvania,  was  enveloped 
by  “smog”.  From  the  morning  of  Wednes- 
day, October  27,  to  the  afternoon  of  Sunday, 
October  31,  the  little  valley  in  which  Donora 
is  situated  became  virtually  an  enclosed 
chamber  into  which  poured  all  gaseoius  and 
particulate  matter  produced  by  domestic  and 
industrial  activities.  As  concentrations  of 
irritant  material  in  the  air  built  up,  sickness 
increased ; and,  before  rain  cleared  the 
“smog”  on  Sunday  afteimoon,  twenty  per- 
sons were  dead  and  several  thoiLsand  more 
had  become  ill.  The  situation  was  investigat- 
ed after  the  “smog”  had  cleared  by  the 
United  States  Public  Health  Service  and 
other  agencies.  First  it  was  believed  to  be 
due  to  chemicals  of  industrial  origin,  but 
actually  no  single  chemical  was  found  in  suf- 
ficient concentration  to  be,  alone,  a cause  of 
respiratory  distress  or  to  affect  the  cardio- 
vascular system.  In  those  affected  by  the 
“smog,”  both  incidence  and  severity  increas- 
ed with  increased  age.  Among  those  wdio 
were  fatally  ill,  previously  existing  diseases 
of  the  cardiorespiratory  system  appeared  as 
a significant  factor.  In  general,  the  “smog” 
appeared  to  produce  a degree  of  irritation 
of  the  respiratory  tract  and  other  exposed 
mucous  membranes  varying  from  mild  to  se- 
vere. Pathological  study  of  three  of  those 
who  died  showed  acute  change  in  the  lungs 
characterized  by  capillary  dilation,  hemorr- 
hage, edema,  purulent  bronchitis  and  bron- 
chiolitis. 

The  Donora  incident  caused  great  alarm 
and  the  President  called  a United  States  Tech- 
nical Conference  on  Air  Pollution  in  Wash- 
ington on  May  3,  4,  and  5,  1950.  We  attended 
this  conference  as  a member  of  the  Health 
Panel.  The  Conference  disclosed  that  the 
Donora  incident  was  due  to  unicpie  atmos- 
pheric conditions.  Apparently  in  the  Donora 
valley  during  the  period  of  the  “smog”  the 
temperature  of  the  air  near  the  ground  was 
below  that  at  higher  altitudes.  In  the  ab- 
sence of  wind,  the  usual  convection  currents 
did  not  exi.st  and  .smoke  and  gases  emitted 
from  households  burning  soft  coal  and  from 
industrial  plants  could  not  be  diluted  or 
moved  out  of  the  valley.  The  Conference  dis- 
closed no  new  information  on  the  relation- 
ship between  atmospheric  contamination  and 


disease.  It  was  agreed  that  “pollution  of  the 
atmosphere  with  allergenic  material  of  natur- 
al, artificial  or  industrial  origin  is  a.s.sociated 
with  a freiiuent,  and  apparently  increasing, 
occurrence  of  acute  and  chronic  disease,  in- 
volving especially  the  respiratory  tract  and 
the  skin.”  But  it  was  aLso  agreed  that  “the 
effects  of  the  more  common  atmospheric  pol- 
lutants upon  the  general  health  of  the  pop- 
ulation of  our  urban  and  industrial  centers 
have  not  been  demonstrated  in  the  form  of 
authenticated  chronic  disease  ])rocesses.  ” 
During  discu.ssion  by  the  Health  Panel,  it 
was  pointed  out  that  the  most  important 
source  of  information  on  human  beings  has 
been  derived  from  industrial  medical  and 
hygienic  experience  and  that  the  occupational 
diseases  which  occur  in  association  with  oc- 
cujjational  experience  have  not  been  shown 
to  occur,  excejit  with  the  greatest  rarity,  in 
the  general  population.  To  these  conclusions 
we  would  add  that  we  know  of  few  “aller- 
genic materials”  of  indu.strial  origin  which 
would  be  emitted  from  industrial  plants  and 
none  which  would  appear  in  the  general  urban 
atmosphere  in  adequate  concentration  to 
cause  allergy.  The  major  causes  of  allergy 
are  still  pollens  and  other  materials  of  natur- 
al origin. 

There  are  very  few  places  in  the  United 
States  in  which  the  conditions  which  led  to 
the  Donora  situation  could  be  reproduced. 
There  are,  to  my  knowledge,  none  in  the  State 
of  Delaware ; nor  are  there,  to  my  knowledge, 
any  cities  in  the  State  of  Delaware  in  which 
atmospheric  contamination,  either  from  do- 
mestic sources  or  from  industrial  plants, 
could  reach  such  a degree  that  serious  acute 
illness  or  chronic  illness  might  result. 

During  the  past  18  months,  a House  Se- 
lect Committee  to  Investigate  the  Use  of 
Chemicals  in  Food  Products  has  been  sitting 
to  take  evidence  on  the  possible  effects  upon 
the  public  health  of  chemicals  used  in  the 
production,  processing  and  packaging  of 
foods.  During  the  .sitting  of  this  Committee- 
a number  of  sensational  articles  have  appear- 
ed in  popular  magazines,  all  of  them  based 
upon  the  less  scientific  testimonies  before  the 
House  Committee.  Whether  or  not  this  prop- 
aganda has  any  ulterior  motive  is  not  pertin- 
ent to  this  scientific  discussion,  but  the  facts 
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eonoorning  I'ood  and  the  nation’s  iiealth  are 
l)ertinent.  Since  190G,  the  Food  and  Drug 
Administration  of  tlie  Federal  (lovernnient 
has  liad  wide  powers  to  control  the  safety  of 
food  moving  in  interstate  commerce.  In  par- 
ticular, tlie.se  powers  have  been  wide  since  an 
amendment  to  the  original  Food  and  Drug 
Act  was  passed  by  (,'ongre.s.s  in  1938.  As  jiart 
of  its  function,  this  Administration  inve.sti- 
gates  incidents  of  food  jioi.soning  throughout 
the  Fnited  States,  attempting  in  so  far  as 
{lossible  to  allocate  the  cause.  Fach  year  the 
Commissioner  of  the  Administration  makes  a 
report  to  his  superior,  originally  the  Secre- 
tary of  Agriculture  but  at  the  present  time 
the  Administrator  of  the  Federal  Security 
Agency.  During  the  years  1938  to  1948,  in- 
clusive, ()47  incidents  of  food  poisoning  were 
investigated.  Of  these,  chemicals  jilayeil  a 
part  in  only  53.  The  others  were  due  to  bot- 
ulism or  more  often  to  bacterial  contamina- 
tion (Table  1).  In  makiiu:  this  summary,  I 

T AHI.K  I 

FOOD  ‘‘POISONING"  1938-1948 
Summary  of  Administrative  Reports 
Federal  Food  & Drug  Administration 


Incidents  Involving  Individuals  Affected 


Total 

Chemicals 

Total 

Chemicals 

Not 

Not 

P’atal  Fatal 

P'atal  Fatal 

647 

53 

160  11,091  1 

68  9534- 

Including  Sodium  Fluoride 
accidentally  mixed  in  food. 


Fatal  61 

Not  Fatal  444 

Total  505 -h 


have  studied  concurrent  medical  literature  in 
an  attempt  to  find  actual  medical  evidence 
of  the  outbreaks  reported,  particularly  when 
they  are  claimed  to  concern  chemicals.  I 
have  been  unable  to  find  in  medical  literature 
any  incident  in  which  chemicals  incoritorated 
into  foods  during  production,  i)rocessing  or 
packaging  for  interstate  commerce  have 
cau-sed  .serious  injury  or  death.  The  record 
of  the  Food  and  Drug  Administration  oidy 
contains  one  ei)isode  of  this  tyi>e,  in  which 
monochloracetic  acid  incorporated  in  an 
orange  drink  is  said  to  have  cau.sed  gastro- 
enteritis. There  is  no  medical  record  of  this 
occurrence.  Those  incidents  investigated  by 
the  Food  and  Drug  Administration  which  did 
involve  chemicals  were,  ])redominantly,  due 
to  accidental  introduction  of  chemicals  into 


food  dui’ing  preparation  in  the  kitchen.  Sod- 
ium fluoride  used  as  roach  poison  was  the 
chemical  incriminated  in  most  of  the  fatali- 
ties and  in  more  than  half  of  the  cases  of 
injury. 

It  seems  a valid  deduction  from  this  record 
that  during  the  i)eriod  covered  .serious  health 
hazards  have  not  arisen  by  the  application  of 
modern  chemical  technology  to  the  i)roduc- 
tion,  proce.ssing  and  packaging  of  food.  Dur- 
ing this  period  of  time,  however,  there  have 
been  many  outbreaks  of  food  poisoning  due 
to  decomi)osition  of  the  food  by  bacteria  or 
to  production  within  the  food  of  toxic  chem- 
icals of  bacterial  origin.  Regarding  the  causes 
of  food  poi.soning,  the  Commissioner  of  the 
Food  and  Drug  Administration  rei)orted  as 
far  back  as  1940:  “It  is  further  a matter 

of  concern  that  poi.sonings  from  the  accident- 
al inclusion  of  insecticides  in  food  should  con- 
tinue to  occur  within  the  home.  Regardless 
of  the  application  of  food  laws,  it  is  obvious 
additional  precautions  must  be  e.xercised  by 
those  who  handle  and  prepare  food  if  there 
is  to  be  material  reduction  in  the  number  of 
cases  of  illness  attributable  to  contaminated 
foods.” 

Failure  to  di.sclose  evidence  of  widespread 
acute  injury  due  to  modern  chemical  tech- 
nology in  the  food  field  has  led  some  to  i)ostu- 
late  chronic  poisoning  as  a cause  of  increas- 
ing “nervous  and  mental  di.seases”  and  de- 
generative disea.ses.  Such  an  idea  is  entirely 
without  factual  basis.  Experience  gained 
from  many  years’  study  of  industrial  chemi- 
cals indicates  that  no  new  or  unexplainable 
disea.ses  are  being  produced  in  the  general 
populace  by  minute  (piantities  of  new  chem- 
ical products  in  foods.  The  increasing  care 
being  taken  in  toxicological  testing  makes  it 
less  and  le.ss  likely  that  injury  will  develoj) 
from  advances  in  food  technology.  There  is 
one  group  of  compounds,  however,  which  may 
give  us  .some  concern.  1 refer  to  tho.se  bio- 
logically active  ])rinciples  which  we  term 
“hormones.”  In  our  opinion,  the  general 
j)ublic  shoubl  not  be  exposed  to  such  com- 
l)ounds  either  of  natural  or  .synthetic  origin, 
nor  to  their  active  derivatives,  e.xcejjt  under 
close  medical  ob.servation.  These  compounds, 
however,  are  drugs  and  their  u.se  can  be  con- 
trolled by  the  wide  powei’s  given  the  Fed- 
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eral  Food  & Drug  Administration  under  the 
New  Drug  amendment  added  to  the  law  in 
1938. 

There  remains  one  field  to  discuss — the  pos- 
sible effect  of  chemicals  used  in  the  home. 
Our  summary  of  Food  & Drug  Administra- 
tion reports  showed  that  careless  handling  of 
food  in  the  home  was  the  major  cai^se  of  ac- 
cidental poisoning  through  foods.  An  in- 
creasing number  of  new  products  of  the  chem- 
ical industry  is  used  in  household  tasks.  Are 
poisonings  frequent? 

The  National  Safety  Council  each  year  pub- 
lishes a booklet  entitled  “Accident  facts.” 


the  relative  hazards  which  they  may  intro- 
duce into  the  home.  It  will  be  noted  that 
three  grou{)s  of  materials  are  im])ortant  as 
hazards  to  both  adults  and  children,  namely, 
medicaments,  pesticides  and  solvents.  The 
group  of  medicaments  includes  all  ty])es  of 
compounds,  whether  obtained  on  j)rescription 
or  not  on  prescription,  which  may  be  i>resent 
in  the  medicine  chest  or  the  cupboards  of  an 
ordinary  household.  No  one  material  is 
prominent,  but  I would  point  out  that  even 
the  supposedly  harmless  aspirin  can  have  ser- 
ious effects  upon  young  children.  xVmong  the 
pesticides,  three  types  appear  particularly 


TABLE  2 

COMPARATIVE  DATA  ON  CAUSES  OF  DEATH  IN  1947 


Heart  disease  

Cancer  

Cerebral  hemorrhage 


Accidents 


Nephritis  

Pneumonia  

Tuberculosis  

Premature  birth  

Diabetes  

Congenital  malformations 


.460,580 

.189,811 

.111,725  Automobile  . 

^ Home  

Occupational 
. 99,579  \ Others  


80,288 

54,172 

48,064 

41,053 

31,515 

20,315 


Absorption  of  poisonous  gas  

Motor  vehicle  exhaust  

Utility  gas  

Other  sources  of  carbon  monoxide 

Other  poison  gases  

Acute  poisoning  by  liquid  or  solida 


32,697 

34,500 

17,000 

11,940 


1,938 

285 

1,009 

354 

290 

1,504 


a— More  than  25%  due  to  barbituric  acid  and  derivatives 


In  Table  2 we  have  summarized  data  collect- 
ed from  accident  facts  concerning  causes  of 
death  during  1947.  Accidents  in  the  home 
numbered  34,500.  Automobile  accidents  to- 
taled 32,700  in  round  figures.  Chemical 
poisonings,  by  liquid  or  solid,  numbered  1504, 
of  which  more  than  25  per  cent  were  due  to 
barbituric  acid  and  derivatives.  Reports  of 
accident  facts  in  more  recent  years  show  a 
similar  distribution  of  causes  of  accidental 
death. 

A more  detailed  picture  of  the  situation 
can  be  showm  by  data  collected  from  summar- 
ies of  non-industrial  poisoning  cases  assem- 
bled by  the  Manufacturing  Chemists’  Associ- 
ation from  a national  clipping  agency.  The 
summar,y  presented  in  Tables  3 and  4 was 
collected  over  the  period  January,  1944,  to 
December,  1951,  but  does  not  necessarily 
represent  all  chemical  injuries  occurring  dur- 
ing that  period.  It  does,  however,  give  a 
picture  of  the  types  of  material  involved  and 


dangerous  to  children,  namely,  those  mate- 
rials used  as  poisons  for  rats,  for  ants  and  for 
roaches.  These  are  usually  barium  and  thal- 
lium compounds  and  fluorides  or  fluorosili- 
cates.  I am  pointing  this  out  because  in  this 
case  the  materials  in  the  home  to  be  used 
specifically  as  poisons  and  are,  in  the  major- 
ity of  cases,  so  labeled.  Among  the  solvents, 
kerosene  occupies  a predominant  place  as  a 
source  of  injury  to  children.  The  eases  of 
poisoning  of  children  by  drinking  kerosene 
occurretl  at  ages  under  five  years  and  mostly 
under  two  years.  Kerosene  is  not,  under 
ordinary  circumstances,  harmful.  It  can 
cause  quite  serious  .skin  burns  and  would  be 
extremely  irritant  to  the  gastrointestinal  tract 
if  taken  by  mouth ; but  to  young  children  it 
is  very  dangerous,  leading  very  rapidly  after 
drinking  to  i)ronounced  irritation  of  the  lungs 
and  bronchopneumonia. 

No  amount  of  legislation  and.  I am  afraid, 
no  meticulousness  of  labeling  materials  used 
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around  the  household  will  ueeessarily  i>re- 
vent  this  form  of  accident  to  youn^  children. 
It  is  a result  of  thou^htlessne.ss,  carelessness 
or  actual  indifference  and  in  this  respect  is 
comi)aral)le  to  the  situation  which  obtains  with 
respect  to  injuries  by  the  automobile.  It 
.should  be  pointed  out,  however,  that  the  total 
number  of  deaths  and  iion-fatal  i)oisoninfis  of 
this  type  is  small  compared  with  the  total 
produced  by  the  automobile.  Duriii"  the 
seven  years  over  which  the  data  of  which 

T.ABLE  .1 

ACCIDENTAL  (NON-INDUSTRIAL) 
CHEMICAL  POISONING 


Children  and 
Adolescents 
(0-18  yr.s.) 
Total  Fatal 

Adults 
Total  P'atal 

Acids  

8 

4 

10 

2 

Alkalis  

57 

12 

0 

3 

Disinfectants  

49 

1 

11 

4 

I^aundry  materials 

58 

5 

3 

0 

Medicaments  

210 

81 

41 

14 

Pesticides  

200 

54 

33 

18 

Solvents  

390 

03 

21 

8 

Other  chemicals  ... 

1.30 

TABLE  4 

28 

20 

0 

ACCIDENTAL  (NON-INDUSTRIAL) 
CHEMICAL  POISONING 
Important  Causes  of  Accidental  Injury  to 
Children  and  Adole.scents 

Total  Fatal 


I’esticide.s  200 

.■>4 

Soivcnf.s  

(>.’$ 

including 
Rat  Poison  ..101 

34 

including 
Cleaning  Fluids 

37 

8 

Ant  Poison  ..  55 

0 

Kerosene  

,247 

41 

Roach  Poison  23 

5 

Gasoline  

. 33 

4 

— 

— 

Turpentine  

. 30 

5 

179 

45 

— 

Total 

Fatal 

353 

58 

Tables  3 and  4 were  collected,  there  were,  in 
round  fi<>:ures,  about  200,000  deaths  in  auto- 
mobile accidents  and  8,000,000  cases  of  non- 
fatal  injuries.  Accidents  in  the  home,  other 
than  poisonings,  caused  almost  as  many  deaths 
as  the  automobile. 

The  hazards  of  chemicals  used  in  the  home 
can  be  reduced,  or  indeed  completely  elim- 
inated, by  a few  simitle  precepts;  1.  Never 
store  any  cleanins>:  fluids  or  pesticides  or 
medicaments  in  places  easily  available  to 
youni;  children  or  to  irresponsible  adults.  2. 
.Never  transfer  any  of  these  materials  from 
the  orisiinal  ])aeka*;es  to  unlabeled  containers. 
3.  Never  place  these  materials  in  cui)boards 
or  medieiiK*  chests  close  to  aiticles  used  in 
pre|)aiiii‘’  food  or  to  medicines.  4.  Always 
real  labels  and  try  intelli<;ently  to  conform 


to  the  safety  precautions  pre.scribed  by  tho.se 
labels. 

We  planned  in  this  paj)er  to  answer  the 
followin';  (luestions:  1.  Is  there  .serious  risk 

of  harm  from  “smo"”  in  our  cities?  2.  Is 
there  serious  ri.sk  of  harm  in  the  u.se  of  chem- 
icals and  chemical  i)roducts  in  preparation 
of  our  food  or  in  household  tasks?  3.  If 
risk  exists,  where  does  it  lie  and  how  can 
it  be  j)ievented?  The  answers  are;  1.  Kx- 
cei)t  under  unusual  atmospheric  and  meteor- 
olofjic  situations  such  as  those  existinj;  in 
Donora  in  October,  1948,  there  is  no  .serious 
risk  of  harm  from  “smo"”  in  cities.  2.  The 
record  indicates  that  the  use  of  chemicals  and 
chemical  products  in  i)roduction,  i)rocessin); 
and  i)acka^;inf;  of  our  foodstuffs  has  not  led 
to  .serious  harm,  nor  is  there  reason  to  expect 
new  and  serious  injuries  as  a result  of  this 
u.se  of  chemicals.  3.  Chemicals  and  chem- 
ical pi-oducts  used  in  the  hoasehold  do  offer 
a hazard,  pai-ticularly  to  small  childi-en.  The 
hazai'd  is  small  compared  with  other’s  pres- 
ent in  the  home  and  with  the  hazard  from 
the  automobile.  Even  this  hazard,  however, 
can  be  reduced  or-  comjrletely  eliminated  if 
car-e  and  cornmorr  sense  are  used  in  the  using 
of  new  rnater-ials  in  the  home. 

6039  duPont  liuilding. 

1 )lSCUSSION 

Dr.  1).  11.  Aitken  : (Wilmington)  I think 
we  should  corrgratulate  Dr.  Foulger  for  the 
excellent  i)re.sentation  he  has  given  us.  The 
value  of  chemicals  in  health  is  becoming  more 
and  mor-e  obvious  to  all  of  us.  I am  cer- 
tainly in  no  jrosition  to  discuss  the  indu.str-ial 
aspect  of  it,  but  I would  like  to  .say  just  a 
few  wor-ds  about  the  ther-apeutic  use  of  chem- 
icals and  the  way  it  influences  our  tr-eatrnent 
today. 

It  is  of  interest  to  note  that  in  the  last 
analysis  they  had  from  the  j)har-maceutical 
companies  it  is  estimated  that  .sales  have  risen 
from  $445  million  in  1947  to  an  estimated  one 
billion  dollar’s  of  sales  in  1950.  Of  that  total 
over  half  of  the  sales  have  been  in  the  anti- 
biotics, histamines,  cortizones  and  ACTII 
fields. 

It  is  altogether  too  early  in  the  use  of 
A('TI1  and  cortizonc  and  some  of  our  anti- 
biotics to  say  definitely  whether  it  is  going 
to  have  an  influence  upon  the  futur-c  health 
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of  our  country  and  also  the  generations  to 
come. 

The  other  subject  I would  like  just  to  touch 
briefly  on  is  hormones.  There  is  no  doubt 
that  the  use  of  hormones  in  our  practice  to- 
day is  quite  popular.  You  can’t  open  a mag- 
azine or  a newspaper  today  that  you  don’t 
find  large  advertisements  facing  you  “Regain 
lost  youth — all  you  have  to  do  is  take  one 
or  two  hormone  tablets  and  you  are  well  on 
your  way.’’ 

It  wasn’t  until  two  years  ago  that  hor- 
mones were  sold  over  the  counter  without 
prescriptions  by  one  of  the  leading  drug 
houses  in  the  country,  which  just  recently  has 
been  forbidden  to  do  so. 

There  is  no  doubt  that  there  can  be  great 
harm  in  the  use  of  these  hormones.  The  one 
that  will  cause  probably  the  most  harm  is 
testosterone.  That  is  the  one  used  probably 
more  than  any  of  the  hormones.  We  know 
testosterone  is  dangerous  because  of  carci- 
noma of  the  prostate.  You  probably  know 
that  some  8-10,000  people  die  every  year  with 
carcinoma  of  the  prostate,  and  a review  of 
different  authorities  on  this  subject  reveals 
that  they  estimate  that  14-16%  of  all  men 
over  the  age  of  fifty  have  carcinoma  of  the 
prostate.  That  means  that  many  of  these  are 
discovered  postmortem — they  are  asympto- 
matic. 

We  know  testosterol  will  cause  carcinoma 
of  the  prostate  to  grow  very  rapidly.  And 
with  testosterol  being  used  with  drunkards, 
the  problem  becomes  a more  serious  one. 

There  is  a question  I would  like  to  ask  Dr. 
Foulger  on  this  smog  incident  in  Donora. 
Granted,  as  I understand  it,  they  were  un- 
able to  find  the  cause  of  why  the  20  people 
died,  and  the  thousands  of  casualties  they  had 
at  the  time — and,  I believe  Dr.  Foulger  said 
it  is  very  unlikely  that  this  will  ever  occur 
again  becau.se  of  the  very  peculiar  atmos- 
pheric condition — but,  I am  wondering  if  it 
would  not  be  highly  probable  that  the  same 
thing  could  happen  in  the  San  Francisco  Bay 
area,  for  example.  As  I understand  it  that  is 
very  similar  to  the  situation  that  existed  at 
Donora  where  a similar  condition  could  quite 
possibly  arise  and  where  there  is  a much 
larger  amount  of  space  involved  and  also  a 
greater  number  of  peojile  involved. 


Dr.  J.  W.  Howard:  (Wilmington)  I feel 
quite  honored  being  asked  to  discuss  such  a 
pajier  as  Dr.  Foulger  has  presented.  I con- 
sider it  a scholarly  piece  of  work  and  I hope 
that  many  of  our  conferees  who  found  it 
strenuous  getting  here  tliis  morning  will  have 
the  oiiportunity  to  read  this  paper.  I think 
that  Dr.  Foulger  presented  to  us  what  could 
be  an  extremely  complex  jiroblem  in  a quite 
interesting  way. 

I want  to  compliment  Dr.  Foulger.  1 think 
that  he  has  given  us  a number  of  themes, 
that  as  we  .sat  and  listened  to  or  will  read 
later,  we  can  develop  in  our  own  mind  to  our 
own  advantage  and  to  the  advantage  of  our 
community. 

Underlying  our  whole  program  here  I 
think  is  a distinct  demonstration  that  we  can 
have  a great  deal  of  faith  in  our  reliable 
chemical  organizations.  The  pharmaceutical 
houses  and  chemical  manufacturing  concerns 
have  assumed  the  responsibility  that  we  as 
individuals,  I am  certain,  have  failed  to  prac- 
tice. We  have  good  legislation  to  help  us. 
And  the  record  that  Dr.  Foulger  has  indi- 
cated I think  is  duplicated  in  the  experiences 
in  the  hospitals.  We  don’t  see  problems  that 
we  can  trace  to  our  reliable  manufacturei’s. 
We  see  many  problems  that  can  be  traced  to 
individuals.  We  set  up  extremely  high  and 
fine  standards  for  our  solutions,  our  chem- 
icals, and  then  we  turn  around  without  even 
a thought  and  manufacture  or  concoct  some 
solution  without  thought  of  the  responsibil- 
ity. We  are  prone  to  criticize  large  organ- 
izations, but  we  quietly  overlook  our  owm 
faults.  So  I think  that  we  can  gain  a lesson 
from  that.  I think  that  we  can  take  pride 
in  our  larger  organizations  who  have  assumed 
a watch-dog  role  for  all  of  us. 

]\Iany  of  our  small,  fly-bj'-night  organiza- 
tions i)ut  a pretty  label  on  the  package  that 
attracts,  I am  afraid  in  many  instances  some 
of  our  own  scientific  minds,  and  they  ai’e 
peddling  lethal  compounds,  some  of  which  I, 
personally,  have  come  in  contact  with.  Not 
our  major  chemical  manufacturers. 

Now,  of  course,  associated  with  that  is  a 
problem  in  human  nature.  IMr.  Public  is  al- 
ways looking  for  the  other  side  of  the  rain- 
bow. He  is  always  hoping,  and  so  he  an- 
swers the  advertisements,  or  he  travels  to 
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distant  places  because  the  intei-state  com- 
merce laws  ])revent  the  pretty  label  package 
being  sent  through  the  mails  or  across  state 
borders,  and  the  Lord  only  knows  what  he 
takes. 

Our  cancer  (piacks  run  a billion  dollar  in- 
dustry in  this  country,  working  on  the  fail- 
ings of  human  nature.  As  was  jireviously 
mentioned  in  di.scussion,  we  have  the  indi- 
vidual who  is  forever  looking  for  that  vial 
that  will  rejuvenate  his  life  and  hapiiiness, 
without  a thought  to  what  is  inside  that  vial. 
(i ranted,  in  most  instances  the  products  turn 
out  to  be  harmless,  and  that  is  fortunate  for 
all  of  us.  Hut  I think  that  we  should  take  a 
renewed  check-uj)  on  ourselves  in  the  fact  that 
we  should  stand  by  reliable  standardized 
chemical  jiroducts  that  we  use  and  in  the  use 
of  which  we  know  with  what  we  are  dealing. 

As  was  indicated,  the  progress  of  knowledge 
in  the  use  of  more  and  more  comiiounds  be- 
gins to  create  new  problems.  In  ])roper 
hands,  those  problems  can  be  met. 

1 can  add  but  one  more  suggestion  in  line 
with  the  iiroblems  that  lie  ahead.  Hormones 
have  been  indicated — and  what  1 refer  to  is 
not  necessarily  a chemical,  but  somewhat  re- 
lated— and  that  is,  the  ever-increasing  jirob- 
lem  of  disturbing  the  antibody  system  of  our 
jiatients  by  injecting  various  compounds  into 
that  body.  As  time  moves  along  the  promis- 
cuous use  of  blood  is  developing  an  antibody 
complex  that  most  of  us  can’t  understand, 
and  we  don't  know  what  the  future  will  be. 
We  are  injecting  solutions,  in  various  in- 
stances home-made,  that  are  not  rigidly  stand- 
ardized, and  we  are  upsetting  chemical  as 
well  as  antibody  balance  and  creating  a jirob- 
lem  most  similar  to  the  private  individual  in 
the  home.  Our  challenge  is,  then,  to  straight- 
en out  our  own  bailiwick.  1 think  we  can 
have  confidence  in  our  fine  industries  that 
are  doing  a fine  job  and  a reliable  job  and 
giving  us  tools  with  which  to  live  and  work. 

Dr.  Fon.iiER:  Thank  you.  Dr.  Aitken  and 

Di'.  Howard.  Both  gentlemen  have  brought 
into  the  discussion  (piite  jiroperly  the  field 
1 deliberately  omitted  from  the  pajier. 

Antibiotics,  hormones,  whether  natural  or 
synthetic,  or  .synthetic  derivatives,  lie  in  the 
field  of  drugs.  .Since  the  revision  of  the 
Drugs  and  (’osmetics  Act  in  19JS  the  Food 


and  Drug  Admini.stration  has  extremely  wide 
powei-s  to  control  the  entry  into  interstate 
commerce  of  a new  drug.  Most  states  have 
dui)licated  that  law;  Delaware  has  none. 

The  field  of  drugs  is  a field  which  is  too 
comi>lex  to  discuss  in  a iiajier  such  as  this. 
It  is  really  that  field  in  which  most  hazards 
occur,  and  yet  it  is  a field  in  which  there 
should  be  most  control,  because  ostensibly 
drugs  are  a<lministered  under  medical  con- 
trol. Carelessne.ss  in  allowing  renewal  of  pre- 
scrij)tions,  in  making  up  too  large  a do.sage, 
acts  of  that  tyjie  as  well  as  .sometimes  (piite 
dishonest  dealing  on  the  jiart  of  patients  and 
others,  lead  to  many  accidents.  Certainly  I 
feel  the  public  should  not  be  subject  to  the 
action  of  those  active  materials  endocrines, 
whether  they  be  natural  or  .synthetic  with- 
out very  close  medical  control. 

If  I am  correct,  Dr.  Aitken,  1 stated  that 
I know  of  no  place  in  Delaware  where  the 
Donora  situation  could  be  reiieated.  I know 
of  a number  of  situations  in  the  United  States 
outside  of  Delaware,  but  tho.se  are  all  being 
watched  very,  very  carefully. 

The  smog  situation  is  a peculiar  thing,  and 
it  would  take  too  long  to  go  into  it.  Millions 
of  dollai’s  are  being  sjient  in  Los  Angeles 
in  the  control  of  the  atmosiiheric  conditions. 
If  one  sees  photographs  of  smog  in  the  Los 
Angeles  region,  however,  one  realizes  that 
much  of  it  comes  from  the  brush  fires  in  the 
back  yards  of  the  people  living  there.  The 
atmospheric  jicculiarity  lies  in  the  peculiar 
sidi)hui‘  compound  which  doe.sn't  seem  to  ap- 
])ear  in  other  jilaces  and  which  is  extremely 
irritating  to  the  eyes,  while  in  the  Donora 
incident  no  serious  concent ratiem  was  found 
in  the  atmosphere  to  cause  the  final  result.s. 
Of  eoui’se  we  could  u.se  in  exiilanation,  the 
theory  of  stre.ss.  Anyone  with  imjiaired 
coronary-resiiiratory  function  in  a situation 
in  which  the  oxygen  available  to  him  in  the 
air  is  reduced  or  it  is  made  more  difficult 
for  him  to  get  into  his  lungs  because  of  cough- 
ing and  sneezing  and  expectoration — any 
such  j)er.son  is  under  additional  stress.  Al- 
ready, in  other  words,  according  to  the 
theory,  he  is  under  stress  from  his  disease 
and  under  the  one  stress  he  is  le.ss  resistant 
to  the  .second  stress,  and  so  on. 

From  many  exiieriments  done  in  the 
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Haskell  Laboratory  over  the  last  15  years, 
I feel  that  probably  the  explanation  of  the 
deaths  in  Donora  and  DeNoise  Valley  in  Bel- 
gium in  1930  is  on  the  theory  of  physical 
stress  interfering  first  with  respiration,  sec- 
ondly with  the  cardio-vaseular  system,  com- 
plicated by  the  atmospheric  conditions. 


INDUSTRY'S  CHALLENGE  TO 
MEDICINE 

R.  Ralph  Bresler,  M.  I).,* ** 
Philadelphia,  Pa. 

It  has  not  been  too  many  years  ago  since 
the  family  physician  was  forced,  through 
nece.ssity,  to  care  for  jiractically  every  medi- 
cal problem  that  arose  in  the  home.  As  med- 
ical science  advanced,  however,  it  became 
more  and  more  obvious  that  no  general  prac- 
titioner could  hope  to  obtain  the  training  and 
absorb  the  knowledge  necessary  to  become  ex- 
pert in  all  phases  of  the  medical  field.  We 
saw,  fhen,  the  rise  of  specialization — the  chan- 
neling of  iiostgraduate  training  into  one  par- 
ticular specialty,  and  the  funneling  of  study 
and  training  into  that  field.  Today,  our  spe- 
cialty system  is  well  established  and  is  ap- 
])arently  well-defined. 

There  is,  however,  an  exception  to  this  oth- 
erwise orderly  system — one  single  specialty 
which  cuts  across  the  formal  lines  of  demarca- 
tion of  the  other  specialties,  and  which,  at 
the  .same  time,  is  tangentially  a part  of  all 
of  them.  I .speak  of  Industrial  Medicine, 
the  art  and  science  of  preserving  the  health 
of  the  worker. 

Medicine  in  industry  is  not  new.  Physi- 
cians have  been  interested  in  the  effects  of 
occupation  on  health  as  far  back  as  the  fifth 
century,  B.C.  Hippocrates,  the  father  of 
medicine,  described  the  hazards  involved  in 
metal  working,  and  recorded  diseases  found 
lieculiarly  among  tailors,  farm  hands  and 
fishermen.  Throughout  the  development  of 
medicine  through  the  centuries,  a scattered 
handful  of  men  carried  on  that  deep  interest 
in  occupational  health.  Pliny  the  Elder, 
(<alen,  Ellenbog,  ParaceLsus,  Ramazzini — 
these  are  famous  names  in  the  annals  of  in- 
dustrial medicine. 

*Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  10,  1951 

♦‘Medical  Director,  C.  Schmidt  & Sons,  Inc.,  Philadel- 
phia; Associate  in  Public  Health  and  Preventive  Medicine 
I Industrial),  Hahnemann  Medical  College. 


As  civilization  advanced  and  as  the  social 
and  jihy.sical  sciences  developed,  this  sjihere 
of  medicine  came  more  and  more  to  the  fore. 
Increasingly  complex  problems  retjuired  in- 
crea.sed  technical  knowledge.  Expansion  of 
occupational  medicine  into  industrial  rela- 
tions, accident  prevention,  medical  insurance, 
sanitation,  workmen’s  compensation  and  job 
placement  activities  demanded  of  the  ])hy- 
sician  an  unusual  variety  of  talents  and  in- 
terests. The  men  who  can  fulfill  those  re- 
(juirements  are  our  industrial  phy.sicians  of 
today. 

It  is  a strange  situation  that  in  a highly 
developed  industrial  civilization  such  as  ours 
the  role  of  the  industrial  physician  has  been 
so  consistently  misunderstood  and  misrepre- 
sented. This  is  iiarticularly  true,  unfortun- 
atel,v,  among  the  members  of  our  own  profes- 
sion. The  rea.son  for  this  is  not  altogether 
clear,  but  it  may  well  be  due  only  to  a lack 
of  understanding  of  the  work  of  the  indus- 
trial ])hysician — a lack  of  understanding  of 
his  functions,  his  techniques  and  his  obliga- 
tions. 

1 would  like  to  clarify  the  position  of  the 
industrial  physician  in  medicine,  to  explain 
some  of  his  jiroblems,  and  to  outline  the  re- 
s])onsibilities  he  a.ssumes  in  accepting  the 
burden  jilaced  upon  him  by  industry. 

It  must  be  enqihasized  at  the  outset  that 
industry’s  intere.st  in  medicine  and  medical 
service  is  not — and  never  has  been — humani- 
tarian. Industry’s  intere.st  is  basically  eco- 
nomic  in  nature.  Industry  has  learned  that 
the  medical  profession  can  hel})  to  attain  that 
economic  objective. 

The  goal  of  industry,  understandably 
enough,  is  to  keep  as  many  men  working  at 
as  many  machines  as  many  days  as  po.ssible. 
It  has  not  always  been  so  simply  .stated. 
Shortly  after  the  pa.ssage  of  the  first  effective 
Workmen’s  Compensation  Laws  in  1911,  in- 
ilustry’s  main  concern  was  in  decreasing  the 
direct  cost  of  injuries  sustained  on  the  job, 
for  which  they  had  now  become  legally  re- 
sponsible. This  was  accomplished  through 
establishing  dispensaries  and  hospitals,  for 
rejiair-shop  surgery  only. 

Through  the  years,  however,  industrial 
thinking  matured.  There  came  about  a gi'ow- 
ing  realization  of  the  economic  costs  of  ill- 
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ness-abscnteeism,  of  idle  machines,  of  hifih 
labor  turnover,  decreased  production,  j)oor 
jiroduct  (piality,  of  training  new  workers,  of 
the  many  indirect  costs  of  industrial  injuries 
— all  summiiifj  up  in  the  eyes  of  industry  to 
increased  production  costs.  It  was  soon  rea- 
lized that  there  is  a direct  relationship  be- 
tween an  employee’s  jiroductivity  and  his 
health.  It  was  recof>;nized  that  the  most  ex- 
pensive machine  was  no  more  efficient  than 
the  men  who  operated  and  maintained  it.  It 
was  realized  that  human  maintenance  was 
just  as  important  as  machine  maintenance. 
Medicine  wa.s — and  is  bein^ — called  upon 
more  and  more  to  render  this  -service  of  hu- 
man enfjineerin"  and  maintenance.  This  is 
not  a simple  jiroblem.  Consider  the.se  facts 
for  a moment ; 

In  the  I'nited  States  today,  there  are  over 
sixty  million  jieople  Gainfully  employed. 
Each  of  these  people  is,  directly  or  indirect- 
ly, subject  to  some  foi'in  of  occupational 
health  hazard,  whether  he  be  bookkeeper, 
truckdi'iver,  welder,  deep  -sea  diver,  executive, 
or  trash  collector.  Each  of  these  people,  in 
the  course  of  his  daily  work  is  subject  to  con- 
ditions which  may  adver.sely  affect  his  health 
and  well-beini;.  Such  health  hazards  fall  into 
no  jiarticidar  ])attern.  Their  .sources  arc 
numerous  and  varied — their  effects  on  the  hu- 
man ‘jreat. 

( )ccupational  health  hazards  may  be  bio- 
logical in  orisrin  : anthrax  amono:  wool  sort- 
ers; brucellosis  amonf>;  farmers  and  meat 
handlers;  the  fuiif^us  infections  of  hide-work- 
ers, millers  and  cifiar  makers;  the  sejitic  in- 
fections of  fertilizer  workei-s,  butchers  and 
•line  makei’s;  the  rabies  and  tetanus  of  ani- 
mal handlers. 

They  may  be  phijsical  in  nature,  result in<r 
from  ex|)Osure  to  extreme  heat,  as  seen  in 
foundry  and  <;lass  workers,  or  extreme  cold, 
as  .seen  amoiif*:  cold  .storage  and  frozen  food 
workers,  (’onditions  of  con.stant  dampness 
is  a health  hazard  amon<i  steam  vulcanizers, 
])a])ei‘  mill  workers,  fishermen,  brewery  work- 
ers. Deep  sea  divers  and  caisson  workers 
are  subjected  to  tremendously  iHcrea.sed  air 
])res.suies ; flying:  pei’sonnel  to  conditions  of 
decreased  aii‘  pressure.  The  occupational 
hazard  of  x-ray  and  radium  for  radiologists 
and  x-ray  technicians  has  lon<f  been  known. 


Not  .so  well  known  is  the  fact  that  industry 
is  makiii"  increasin«ily  {jreater  use  of  the 
x-ray  in  manufacturin<;,  particularly  in  the 
detection  of  hidden  structural  defects  in 
metals.  Hazards  from  radioactivity  have 
been  tremendously  increased  as  a result  of 
developments  in  atomic  research.  Adapta- 
tion of  atomic  engines  to  peacetime  uses  will 
further  increa.se  that  hazard. 

Occu|)ational  health  hazards  may  be 
mechanical  in  origin.  Electrical  burns  and 
electrical  .shock  are  hazards  to  linesmen,  elec- 
tricians and  power-plant  operators.  Condi- 
tions of  exce.ssive  noi.se,  with  resulting  hear- 
ing im])airment,  are  common.  There  are  oc- 
cupations  involvin"  vibration  or  rejieated 
.shocks,  as  seen  amonfi  riveters  or  air-hammer 
operators.  Other  occupations  recpiire  speci- 
fic repetitive  motions,  as  in  furniture  poli.sh- 
iii",  mail  .sortin<>:,  haircuttin};,  writinj;.  All 
of  these  cause  their  share  of  worker  disability. 

Perhaps  the  mo.st  widely  reco<;nized  of  all 
occupational  hazards  are  those  resulting  from 
exposure  to  chemical  substances,  such  as 
dusts,  metals,  solvents,  <rases  and  fumes.  We 
have  lon<<:  recognized  the  silicosis  of  miners, 
stone  workers  and  .sandblasters,  but  iierhaps 
have  not  reco«rnized  that  silicosis  is  also  a 
special  hazard  in  many  other  occupations:  the 
manufacture  of  ceramic  ware,  brick.s,  fjla.ss, 
and  in  many  frrindin",  sanding;  and  jiolish- 
infl  operations.  Lead  intoxication  is  an  old 
story  in  medicine,  but  how  many  of  us  reco<j- 
nize  the  very  real  hazards  involved  in  the 
handling  of  mercury,  beryllium,  manganese, 
chromium,  cadmium,  and  the  many  other 
metals  now  commonly  used  in  industry?  We 
may  remember  that  the  inhalation  of  carbon 
tetrachloride  is  harmful,  but  how  many  of 
us  know  of  the  dangers  faced  by  the  worker 
who  must  handle  benzine,  carbon  disulfi«le, 
trichlorethylene,  naphtha  and  hundreds  of 
other  industrial  .solvents? 

The  fact  that  the.se  hazards  may  affect  the 
human  body  in  any  of  a number  of  ways 
makes  the  problem  no  less  difficult.  There 
are  many  inhalation  hazards:  the  du.sts  of 

silica-bearin<r  materials,  the  vapors  of  solv- 
ents and  metals.  There  is  a tremendous  num- 
ber of  substances  which  have  a deleterious 
affect  upon  the  skin,  as  direct  primary  irri- 
tants, as  .secondaiy  sensitizers,  or  in  other 
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waj’s.  Certain  substances  affect  the  gastro- 
intestinal system,  others  the  genito-urinary 
system  or  the  nervous  system.  There  are  ef- 
fects upon  the  bones,  muscles  and  joints. 
There  are  systematic  diseases  from  occupa- 
tional sources.  There  are  many  injuries  and 
deaths  from  industrial  accidents.  In  short, 
gentlemen,  industrial  hazards  arise  from 
numerous  sources,  manifest  their  presence  in 
many  ways,  and  may  attack  any  part  of  the 
body.  I have  presented  this  somewhat  grim 
picture  to  impress  upon  you  the  magnitude 
and  extent  of  the  industrial  hazards  of  to- 
day. Certainly,  science  and  industry  to- 
gether have  made  tremendous  strides  in  the 
past  few  decades.  With  their  progress,  how- 
ever, they  have  imposed  upon  the  medical  pro- 
fession problems  greater  than  ever  before  in 
our  history. 

I would  like  to  mention  a few  practical 
examples.  Each  one  of  us  has,  at  one  time 
or  another,  prescribed  nitroglycerine  in  the 
course  of  our  medical  w'ork.  We  know  that 
it  is  a powerful  vasodilator  and  that  it  brings 
about  a prompt  physiological  response  in  the 
patient.  Yet  how  many  of  us  have  ever  con- 
sidered the  problem  faced  by  those  who  man- 
ufacture these  little  white  tablets?  Potent 
as  it  is  in  the  patient,  nitroglycerine  is 
equally  potent  in  the  pharmaceutical  worker 
who  may  inhale  the  dust  or  absorb  it  through 
the  skin.  It  is  similarly  a problem  for  the 
explosive  worker.  “Nitroglycerine”  or  “dy- 
namite headache”  is  severe,  often  incapaci- 
tating, and  discouragingly  difficult  to  treat. 
In  its  prevention,  the  industrial  physician 
must  recognize  factors  of  individual  suscepti- 
bility, the  temporary  immunity  that  may  be 
acquired,  the  effects  of  weather  and  alcohol 
on  nitroglycerine  workers.  In  his  job  place- 
ment procedures,  he  must  eliminate  from  such 
exposure  those  individuals  most  likely  to  re- 
act unfavorably  (alcoholics,  hypotensives, 
those  with  hay  fever  and  chronic  upper  res- 
piratory diseases).  The  physician  must  be 
familiar  with  dust  suppression  techniques, 
with  exhaust  ventilation  mechanism,  with 
respirators,  goggles,  gloves  and  other  items 
of  individual  protective  ecjuipment.  He 
must,  in  short,  be  able  to  effect  changes  in 
the  working  environment,  as  well  as  in  the 
worker. 


Each  of  us  has  u.sed  stre[)tomycin.  We  are 
familiar  with  the  hazards  to  the  patient  en- 
tailed in  its  use,  but  how  much  do  we  know 
of  the  hazard  to  the  streptomycin  woi-ker? 
Here  and  there  in  the  literature,  within  re- 
cent years,  has  appeared  an  isolated  report  of 
dermatitis  in  nurses  preparing  streptomycin 
for  injection.  In  the  manufacture  of  biologi- 
cals  this  presents  a very  real  and  hazardous 
jiroblem.  In  a moment  I shall  show  a few 
slides  to  illustrate  just  how  bad  this  hazard 
may  become. 

I mention  these  examples  to  illustrate  the 
fact  that  all  of  us  are  somewhat  jirone  to 
take  things  too  much  for  granted.  The  things 
we  use  in  our  professional  work — biologicals 
and  pharmaceuticals — the  things  we  use  in 
our  daily  lives — gasoline,  clothing,  food,  elec- 
tricity— these  things  are  not  bought  with 
money  alone.  They  may  also  be  bought  by 
the  health  of  those  making  them. 

Industry,  gentlemen,  has  an  economic  in- 
terest in  curing  the.se  conditions.  It  has  an 
even  greater  interest  in  preventing  their  oc- 
currence in  the  first  place — and  here  lies  a 
basic  function  of  the  industrial  physician — 
preventive  medicine. 

Prevention,  in  industrial  medicine,  requires 
knowledge  of  a highly  technical  nature, 
knowledge  not  only  of  medicine,  but  of  en- 
gineering, chemistry,  physiology,  jiliysics  and 
other  fields.  Not  many  physicians  possess  the 
breadth  of  interest  to  encompass  these  fields. 
Not  many  physicians  will  subordinate  their 
clinical  interest  in  the  individual  patient  to 
a technical  pi'oblem  related  iiotentially  to  a 
large  group  of  patients.  This  the  industrial 
])hysician  is  required  to  do. 

Prevention,  however,  is  not  the  whole  story. 
In  addition  to  medical  problems,  industry 
poses  others,  which,  while  not  medical  in  na- 
ture, are  nevertheless  important  in  the  ad- 
ministration of  a health  program  in  history. 
For  example,  the  physician  in  charge  of  an 
industrial  health  department  must  also  be  an 
executive.  He  has  a department  to  operate, 
personnel  to  hire  (and  fire,  if  need  be),  a 
budget  to  prepare  and  to  live  on,  equipment 
and  supplies  to  purchase,  accurate  and  com- 
plete records  to  maintain.  He  must  be  able 
to  hold  his  own  on  a level  with  other  execu- 
tives in  mattei'S  of  general  company  concern. 
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As  Director  of  the  Medical  Department  he 
lias  additional  and  special  responsibilities. 
He  assists  in  the  formulation  of  medical  i>er- 
sonnel  policies — sick  pay,  health  insurance 
jilans;  he  jilays  an  active  jiart  in  job  jdace- 
ment  and  in  accident  prevention.  In  isolated 
area.s,  he  is  called  upon  to  advise  on  iiroblems 
of  housinf>:,  water  supiily,  .sewage  disposal, 
food  supplies  and  preparation,  and  the  pre- 
vention and  control  of  communicable  disease. 

A basic  responsibility,  of  course,  is  the  care 
and  handliii”:  of  the  injured  worker,  from  the 
immediate  first  aid,  throufih  curative  surfjery, 
medical  rehabilitation,  and,  most  important 
for  the  individual,  re-einjiloyment  in  a job 
commensurate  with  the  worker\s  dLsability. 
In  such  cases,  of  course,  the  indu.strial  phy- 
sician calls  freely  upon  the  services  of  his 
collea}?ues  in  the  other  siiecialties,  but  basical- 
ly the  responsibility  for  the  patient's  progress 
and  eventual  occupational  rehabilitation  is 
his. 

The  demands  made  of  the  physician  by  in- 
du.stry  .seem  great,  yet  even  these  are  not 
all.  In  order  to  iinjirove  employee  health  and 
thus  decrease  absenteeism,  the  industrial 
jiliysician  must  initiate  an  active  health  edu- 
cational program,  to  teach  employees  how  to 
jirevent  colds,  the  importance  of  proper  diet, 
the  necessity  for  routine  health  examinations, 
and  so  on.  lie  is  expected  to  organize  and 
train  first  aid  teams  among  the  enijiloyees. 
As  a result  of  the  present  world  situation  the 
indu.strial  physician  now  jilays  a vital  part  in 
comjiany  defen.se  i)lanning  against  atomic  at- 
tack. Certainly,  he  must  have  an  adecpiate 
knowledge  of  Workmen’s  Comiiensation  legis- 
lation. lie  must  establish  and  maintain  a 
complete  .system  of  medical  records. 

The  industrial  i)hysician  must  be  impartial 
and  uidiia.sed.  He  must  base  his  decisions 
ujion  truth  and  eipiity,  rather  than  on  jires- 
sure  from  management  or  the  union.  He  must 
be  a diplomat  jiar  excellence.  He  must  be 
a iKsychologist.  He  mu.st  be  gregarious  and 
like  i>eople. 

These,  in  a rough  and  incomplete  way,  are 
the  “musts”  for  the  industrial  jihysician. 
It  is  obvious,  1 think,  that  no  single  one  of 
our  regularly  recognized  specialists — be  he 
surgeon,  dermatologist  or  oiihthalmologist — 
can  handle  this  vast  variety  of  jiroblems. 


The  demands  of  industry  have  created  this 
new  type  of  specialLst,  the  industrial  phy- 
sician. He  is,  to  begin  with,  a capable  all- 
around  jihysician.  He  has  an  unusually  wide 
breadth  of  interests,  and  has  had  both  di- 
dactic and  in-plant  training  in  industrial 
medical  problems.  He  mu.st  have  a scientific 
and  orderly  mind,  an  imiuiring  nature,  a 
dogged  determination  to  find  a cause,  and  the 
tenacity  of  purpo.se  to  achieve  a solution.  lie 
must  have  a knowledge  of  production  jirob- 
lems,  an  aiipreciation  of  the  responsibilities 
of  management,  yet  be  able  to  visualize  and 
undei’stand  the  problems  of  the  worker.  lie 
must  maintain  a high  degree  of  respect  from 
his  medical  colleagues,  respect  not  only  for 
his  professional  .skill,  but  for  his  ethical  con- 
duct and  his  willingness  to  cooperate  in  every 
way  with  the  private  practitioner.  He  must, 
through  his  activities,  be  able  to  .show  the 
other  members  of  the  jirofession  that  in  the 
industrial  jihysician  they  have  a friend  and 
an  ally,  not  a competitor. 

This,  then,  is  industry’s  challenge  to  med- 
icine. It  is  a tremendous  challenge,  yet  one 
which  the  medical  jirofession  must  accept. 

Man,  as  an  agent  of  iiroduction,  is  the 
greatest  of  our  resources  in  this  industrial 
civilization.  It  follows  logically  that  the  best 
investment  society  can  make  is  in  those  hu- 
man resources,  and  their  conservation  and  de- 
velopment. The  industrial  physician  aiiplies 
the  art  and  science  of  medicine  in  such  a 
way  as  to  make  the  greatest  possible  contri- 
bution to  that  conservation  and  development. 
This  is  our  answer  to  indu.stry’s  challenge 
to  medicine. 

127  Edward  Street 

1 )iscfs.siox 

Dr.  L.  (’.  McHee:  (Wilmington)  After 
listening  to  Dr.  Hresler's  outline  of  what  is 
reipiired  of  the  physician  .serving  the  jiatient 
in  industry,  I think  mo.st  of  us  would  have 
to  think  that  we  are  mis-cast  in  that  we  are 
utterly  unable  to  aiiproximate  all  of  tho.se 
(pialities.  « 

In  the  capitalistic  system  we  find  reference 
here  and  there  to  the  “jirofit  motive.”  Pos- 
sibly it  is  unfortunate  that  the  profit  motive 
has  been  handled  as  it  has.  If  industry  is 
to  provitle  things  for  better  living  and  better 
things  for  more  iieojile,  it  is  obvious  that  in- 
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dustry  must  continue  to  exist  in  a financial 
way  in  order  to  produce  those  things,  and 
the  profit  motive  there  has  a similar  or  the 
same  relationship  that  it  has  to  the  physician 
in  practice  or  to  the  hospital.  If  the  hos- 
pital can  not  make  ends  meet,  it  must  close 
its  doors  and  no  longer  render  service  to  the 
patients.  If  physicians  can’t  maintain  their 
car,  their  office,  and  get  the  books  and  other 
items  required  beyond  the  necessities  of  food 
and  clothing,  he  can  no  longer  serve  his  pa- 
tients. It  is  quite  true  that  the  application 
of  medicine  to  industry  requires  not  only  all 
the  disciplines  we  know  in  medicine,  but 
many  of  the  scientific  disciplines  outside  of 
medicine. 

The  challenge  to  the  industrial  profession 
is  protection.  The  record  of  our  entire  pro- 
fession is  that  we  find  the  best  solution  to 
disease  when  we  can  prevent  it.  l\Iany  phy- 
sicians here  today  can  recall  the  hours  and 
hours  spent  in  treating  scarlet  fever  in  Dela- 
ware. That  was  solved  by  prevention.  It 
required  the  techniques  of  the  bacteriologist, 
the  contributions  of  the  water  and  milk  chem- 
ists and  knowledge  of  personal  sanitation  and 
many  other  things  added  together  for  us  to 
bring  under  control  this  particular  disease. 
It  is  highly  desirable  if  I were  at  the  scene 
of  an  automobile  accident  and  there  is  a frac- 
tured pelvis  to  deal  with  that  I have  the 
technical  know-how  to  help  me.  But  I would 
much  prefer — and  I believe  you  agree — that 
the  ultimate  solution  of  the  highway  accident 
problem  would  be  that  of  prevention ; ade- 
quate roads,  drivers  and  vehicles,  so  that  the 
repair  jobs  would  become  less  necessary. 

As  we  looked  at  the  slides  that  were  pre- 
sented, I,  personally  was  not  aware  of  the 
highly  sensitizing  qualities  of  the  streptomy- 
cins in  contact  with  the  ,skin.  Probably  some 
unrecognized  cases  of  dermatitis  may  have 
been  due  to  the  handling  of  streptomycin  and 
we  should  keep  that  in  mind. 

The  evidence  of  sensitization  to  light  from 
the  new  types  of  fluorescence  is  of  interest 
in  view  of  the  spectral  characteristics  of  such 
light,  and  I wonder  if  those  patients  are  not 
photosen.sitive,  akin  to  those  patients  that 
can’t  stand  much  sunlight.  It  would  be  in- 
teresting to  know  whether  Dr.  Bresler  made 


ob-servations  of  photo.sensitivity  to  other  types 
of  light,  both  natural  as  well  as  artificial. 

The  rea.son  the  emi)ha.sis  has  been  placed 
on  the  challenge  which  industry  presents  to 
us  may  be  seen,  I think,  in  or  from  the  pe- 
culiar demands  placed  upon  i)rofessional 
medicine  from  our  industrial  civilization. 
There  are  certain  things  we  didn’t  ask  for 
that  we  are  given  to  do.  Yet  we  cannot  avoid 
them.  I am  (luite  sure  that  we  never  asked 
for  the  chore  of  recording  births  and  deaths, 
yet  early  civilization  must  have  recognized 
there  was  need  for  such  information,  and  the 
logical  person  to  take  care  of  that  was  the 
doctor.  l\Iany  are  the  things  which  we  have 
had  to  do  without  necessarily  wishing  to  do 
tho.se  things.  But  we  have  recognized  those 
things  and  accepted  the  fact  that  we  are  in 
better  position  to  do  them  by  virtue  of  our 
training  and  experience  than  are  the  other 
citizens  in  our  civilization. 

And  the  same  is  true  of  industrial  prob- 
lems. I can  only  take  but  one  example — 
that  is,  the  matter  of  job  placement.  These 
fellow  citizens  of  ours  are  entitled  to  earn 
their  bread  and  butter.  Some  mechanisms  of 
feeding  them  must  be  found.  It  is  better  that 
we  have  the  ability  to  place  those  people  in 
jobs  where  they  are  not  going  to  suffer  from 
dermatitis — and  who  is  in  better  position  to 
undei'stand  the  type  of  placement  required 
than  is  the  physician  ? — because  he  must  know 
some  of  the  mechanism  of  the  disorder,  the 
dermatitis,  or  whatever  it  be.  Therefore  is 
the  combination  of  mind  and  heart  and  hand 
of  the  physician  better  capable  of  handling 
these  many  problems,  some  of  which  are  med- 
ical, some  of  which  are  personal  relations, 
some  of  which  deal  with  man  as  an  animal. 
So  long,  then,  as  the  requirements  of  these 
people  are  found  in  the  medical  profession, 
we  will  have  the  demand  for  our  services  in 
these  services,  just  as  we  have  the  demand 
for  our  services  in  many  other  fields. 

Dr.  a.  J.  Fleming:  (Wilmington)  I 
couldn’t  help  think,  as  I listened  to  Dr.  Bres- 
ler’s  description  of  the  industrial  phy.sician, 
that  maybe  we  are  a grossly  underpaid  lot, 
if  we  are  supposed  to  have  all  those  qualifi- 
cations. 

Time  is  getting  on,  and  I will  confine  my- 
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self  to  three  asi>eets  of  the  mattei-  of  imlus- 
tiial  meclieine  under  diseussion. 

Dr.  Bresler  did  not  exafrs<?rate  one  par- 
tieular  ])oint,  tliat  i.s,  the  absolute  necessity 
for  the  industrial  i)hysieian  is,  Xo.  1,  to  be 
full-time  at  the  jol),  because  to  do  the  job 
l)roperly  the  industrial  i)hysician  in  char*ie 
of  the  plant  must  thoroufjhly  know  the  oper- 
ations throughout  that  plant  if  he  is  to  ade- 
(piately  give  ])reventive  medical  care  to  the 
people  under  his  guidance. 

I am  .sure  that  Dr.  Foulger  and  his  staff 
at  lla.skell  Laboratory  not  oidy  has  the  knowl- 
edge of  one  plant  but  70  to  80  j)lants 
throughout  the  country,  as  well  as  several 
hundred  oj)erations  which  are  involved  in 
tho.se  j)lants,  in  order  to  adecpiately  give  ad- 
vice on  toxicology  and  other  industrial  med- 
ical matters  to  the  medical  staff  throughout 
the  country. 

One  minor  point  on  which  1 would  appeal 
to  the  members  at  large  here  is  the  problem 
of  taking  a little  more  realistic  an  attitude 
toward  convalescent  i)eriods.  It  has  always 
been  somewhat  of  a mystery  to  me  why  in  the 
non-complicated  ai)pendectomy  the  ])hysician 
kicks  the  j)atient  out  of  bed  in  two  or  three 
days  and  .sends  him  home,  and  then  has  the 
affi'onteiy  to  say:  “1  think  you  had  bettei- 
take  thiee  oi-  four  weeks  off  the  job.” 

I have  one  other  ])ha.se  that  follows  on  Dr. 
Cline’s  remarks  last  night:  It  is  definitely 

l)ai't  of  the  industrial  i)hysician’s  duty  in  his 
l)Osition  in  medicine  to  scrutinize  ])i'oposed 
laws  pertaining  to  medicine,  especially  in  in- 
dustry. Already,  in  Rhode  Island  and  .Mich- 
igan they  have  rather  ill-conceived  and  more 
oi-  le.ss  unworkable  laws  concerning  medical 
service  in  industry,  and  an  attempt  has  been 
made  to  submit  such  a law  in  Pennsylvania. 
'I'liose  laws  in  Rhode  Island  and  .Michigan 
were  i)Ushed  through  very  much  in  the  (piiet, 
without  the  medical  i)i'ofe.ssion  really  being 
aware  of  tln'in  until  they  were  on  the  books. 
An  important  feature  of  propo.sed  legislation 
of  this  type  is  that  medical  installations  in 
indu.'^try  are  to  be  i)Ut  under  the  admiiustra- 
tion  of  the  Department  of  Labor.  Now  you 
can  undei-line  that  statement,  for  it  appeals 
that  under  this  form  of  socialism  that  the  de- 
l)artrn(Mit  of  health  in  tin*  average  state*  is 


to  have  little  or  no  .say  in  medical  matters, 
and  certainly  as  jiertaining  to  industry. 

If  you  think  for  a minute  that  the  dubious 
characters  in  Washington  that  have  been 
working  to  e.stablish  socialized  medicine  are 
dormant,  examine  carefully  such  state  legis- 
lation pertaining  to  medicine  in  industry,  and 
you  will  .see  that  a cleancut  attemjit  i.s  being 
made  to  i>ush  .socialized  medicine  in  the  back 
door  on  a .state-by-state  basis;  and  if  such 
laws  were  to  become  general  it  would  involve 
a tremendous  number  of  our  physicians 
throughout  the  country  who  do  full-time  in- 
dirstrial  work  or  even  jiart-time  industrial 
work. 

Liider  such  laws  what  would  haiipen,  of 
course,  is  that  the  bulk  of  the  physicians  and 
control  of  industrial  medicine  would  be  jiut 
under  the  Department  of  Labor,  and  I .sup- 
po.se  as  an  outcome,  iihysicians,  like  other 
peojile  loosely  as.sociated,  would  be  unionized. 
The  unionization  of  physicians  and  surgeons! 
And  I can  easily  visualize  that  under  that 
.setup  we  would  in  ten  or  fifteen  years  be  see- 
ing jurisdictional  rows  between  the  physicians 
of  the  A.  F.  of  L.  and  the  CIO  ])hysieians 
over  who  .should  treat  a fracture  of  tibia ! 

So,  it  behooves  us  to  be  alert  to  this  tyi>e 
of  industrialization;  it  was  through  the  work 
of  groui)s  working  with  industry  against  that 
very  obnoxious  bill  jire.sented  to  the  Penn- 
.sylvania  State  Legislature  that  the  bill  was 
effectively  killed. 

Dh.  Bkk.si.er:  The  problem  of  photo.sensi- 

livity  that  Dr.  iMcOee  mentioned  brought  ui> 
another  (pialification  of  the  industrial  Jihy- 
sician  that  I did  not  mention;  that  is,  in 
many  cases  he  must  also  be  a “detective.” 

This  very  innocuous  dermatitis  gave  us  no 
end  of  trouble.  We  fii*st  heard  about  it  when 
several  of  the  girls  in  the  Biology  Dejiart- 
ment  came  to  the  dispensary  complaining  of 
the  dermatitis  that  they  noticed  only  when 
they  worked  in  one  particular  room.  We 
noted  that  it  appeared  on  Tuesday  and  lasted 
all  week;  then  disajijieared  over  the  week- 
end. By  Monday  night  it  was  back  again. 
It  was  a peculiar  history. 

Our  first  thought  was  the  jiossibility  of 
.sensitization  from  one  of  the  numerous  sen- 
sitizing substances  they  were  working  with — 
biologicals,  liver  extracts,  jienicillin  extracts, 
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and  so  forth — but  the  big  pi’oblem  was  that 
they  handled  these  same  things  in  other  rooms 
and  the  dermatitis  didn’t  appear  anywhere 
else  but  in  the  one  particular  room. 

When  we  examined  the  dermatitis  clinic- 
ally it  resembled  plain,  ordinary  sunburn. 
We  knew  that  each  of  the  rooms  had  what 
we  call  safety-lights — ultraviolet  lighting 
over  each  of  the  windows  and  door,  technical- 
ly supposed  to  have  guards  on,  and  theoret- 
ically there  could  not  be  eposure  to  the  ray 
of  the  ultraviolet  lights.  However,  to  play 
safe  we  ordered  the  lights  shut  off  entirely 
for  two  weeks.  In  spite  of  that,  the  derma- 
titis continued. 

We  then  thought  there  is  just  a bare  pos- 
sibility that  the  dermatitis  might  be  due  to 
sensitivity  to  ozone.  But  the  cutting  off  of 
the  ultraviolet  lights  eliminated  the  ozone,  as 
well.  But  we  thought  that  since  the  room 
was  air-conditioned  there  might  be  a spark 
gap  somewhere. 

We  then  switched  our  girls  around,  put- 
ting some  of  them  in  another  room  where  they 
handled  exactly  the  same  thing.  The  girls 
that  remained  in  the  “mystery  room’’  con- 
tinued to  get  the  dermatitis  ; the  others  didn’t. 

We  finally  sat  down  and  piece  by  piece 
itemized  every  single  bit  of  equipment  in  the 
affected  room  and  in  the  other  rooms  where 
the  girls  were  working.  We  found  equip- 
ment-wise they  were  exactly  alike.  The  only 
difference  was  the  work  table  of  the  affected 
room  was  illuminated  by  fluorescent  light 
and  in  the  other  room  by  incandescent  light. 

In  all  fairness  to  the  manufacturers  of 
fluorescent  equipment,  these  people  had  an 
unusual  exiiosure — they  were  in  direct  con- 
tact with  the  fluorescent  light  at  a distance 
of  not  more  than  eight  or  nine  inches,  for  as 
long-  as  eight  hours  a day,  five  days  a week. 
It  seemed  rather  far-fetched  that  the  minute 
amounts  of  ultraviolet  given  out  by  the 
fluorescent  tube  could  be  giving  the  derma- 
titis. 

We  con.structed  a simple  plate-gla.ss  shield 
to  completely  surround  the  fluorescent  tube 
on  one  of  the  two  work  tables  in  that  room 
and  found,  to  our  delight  that  the  girls  work- 
ing on  that  particular  table  no  longer  had 
the  dermatitis.  We  kept  them  working  on 
the  table  for  a week.  The  girls  on  the  other 


table  had  the  dermatitis.  These  over  here, 
as  I say,  did  not.  Then  we  switched  the  other 
girls  around  and  found  the  original  girls  got 
the  dermatitis,  and  proved  to  our  own  satis- 
faction that  under  certain  special  conditions 
— and  I must  insist  again,  ordinary  fluor- 
escent lighting  will  give  no  trouble — under 
certain  highly  specialized  conditions  of  ex- 
posure, these  types  of  dermatitis  could  oc- 
cur. But  it  took  much  wracking  of  our  brain 
before  we  found  that  out. 


RETROLENTAL  FIBROPLASIA'^ 

P.  Robb  McDonald,  M.  D.,** 
Philadelphia,  Pa. 

Retrolental  fibroplasia  is  a comparatively 
new  disease  of  premature  infants  and  is  the 
most  im])ortant  cause  of  lilindness  in  young 
children.  The  syndrome  was  first  defined  by 
Terry^  to  describe  what  he  thought  was  an 
opaque  tissue  that  developed  behind  the  lens. 

He  noted  that  the  eyeballs  were  small,  the 
anterior  chambers  .shallow,  and  that  the  irides 
retained  their  foetal  blue  color.  He  also  noted 
that  posterior  synechiae  developed,  though  if 
the  pupils  could  be  dilated  the  ciliary  pro- 
cesses could  be  seen  like  the  teeth  of  a comb 
in  the  extreme  periphery.  The  retrolental 
membrane  may  only  involve  one  portion  of 
the  retrolental  space  or  it  may  be  limited  to 
the  periphery,  causing  a localized  detachment 
of  the  retina. 

Terry  felt  that  the  disease  was  due  to  em- 
bryonic tissue,  which  developed  in  a me.sh- 
work  of  a persistence  of  the  tunica  vasculosa 
and  that  it  developed  after  birth.  Recent- 
studies  have  shown  that  primarily  the  dis- 
ease is  confined  to  the  retina  and  only  second- 
arilj-  involves  the  vitreous.  Histologic  sec- 
tions of  the  retina  show  marked  dilatation  of 
the  retinal  vessels  with  abnormal  capillary 
budding  and  proliferation  of  both  endothelial 
and  glial  cells.  At  this  stage  retinal  hem- 
orrhage usually  occurs.  This  may  be  follow- 
ed by  organization  of  the  hemorrhage  in  the 
vitreous  leading  to  partial  or  complete  detach- 
ment of  the  retina.®  The  term  retrolental 
fibroplasia  is  really  a misnomer  and  applies 
only  to  those  cases  with  a complete  retrolen- 
tal membrane.  lleatld  has  sugge.sted  the 

*Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  10,  1951. 

**Attending  Surgeon,  Wills  Hospital. 
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term  retinopathy  of  prematurity,  whieh  is 
really  more  aj)propi'iate. 

Thoufrh  we  know  little  if  anythinfj  about 
the  etiolofry  of  the  disease  it  caji  be  stated  that 
the  ineidenee  of  the  disease  has  increased 
materially  during  the  ])ast  decade.  It  lias 
increa.sed  out  of  all  jiroportion  to  the  increas- 
ed survival  of  jiremature  infants,  .so  cannot 
be  a.scribed  to  that  factor.  The  incidence  of 
the  disea.se  varies  considerably  in  different 
localities,  though  few  institutions  have  imb- 
lished  the  re.sults  of  routine  periodic 
ophthalmoscopic  examinations  of  all  prema- 
ture infants. 

Etiology 

Kinsey  and  Zacharias’  reviewed  all  the  re- 
ported statistics  in  1949  relative  to  the  inci- 
dence of  retrolental  fibroplasia.  Their  report 
emphasized  the  previously  known  fact,  that 
the  disea.se  is  more  jirevalent  in  jiremature  in- 
fants weighing  3 lbs.  or  less  and  that  any- 
where from  12-25%  of  this  grouji  develojied 
retrolental  fibrojilasia.  They  investigated  the 
jiarity,  age  of  mother,  Rh  tyjie,  tyjie  of  de- 
livery, anesthetic  agent,  cause  of  jirematurity, 
single  or  multijile  births,  sex  of  the  infant 
and  other  mi.scellaneous  factors.  Their  most 
jiromising  lead  was  that  the  incidence  of  the 
disease  correlated  with  certain  changes  in 
treatment,  i.e.  the  use  of  vitamin  suiijilements 
in  water  miscible  form  and  the  increased  use 
of  iron. 

Exline  and  Harrington^  have  recently  re- 
ported on  the  incidence  of  retrolental  fibro- 
jilasia  at  the  (.'harity  llosjiital  of  Louisiana 
at  New  Orleans.  No  ca.ses  of  retrolental  fibro- 
jilasia  were  found  in  SO  infants  weighing  less 
than  1500  grams  at  birth.  The  children  were 
all  followed  and  examined  after  the  age  of 
7 months.  Their  ca.ses  were  analyzed  in  the 
.same  manner  as  those  of  Kinsey  and  Zacha- 
rias in  an  attemjit  to  discover  how  the  clin- 
ical management  of  the.se  infants  differed 
from  that  in  areas  with  a high  incidence  of 
retrolental  fibrojilasia.  No  single  cause  was 
found,  though  susjiicion  as  to  etiology  was 
directed  at  high  jiotency  water  .soluble  mul- 
tijile  vitamin  jirejiaration.s,  liberal  iron  suj)- 
jilementation  or  excessive  neonatal  weight 
loss. 

rnsworth'  has  suggested  that  the  anemia 
of  Jirematurity  might  be  a factor  in  etiology. 


The  Owens’*  felt  that  retrolental  fibroplasia 
might  be  due  to  a deficiency  of  vitamin  E. 
They  ba.sed  their  thesis  on  the  following 
jiremise:  (1)  Premature  infants  have  a de- 
fective fat  absorjition  so  a low  fat  diet  is 
usually  jirescribed.  The  child  is  usually  giv- 
en vitamin  sujijilements,  but  E is  not  includ- 
ed. (2)  That  vitamin  A and  iron  increase 
the  requirements  of  vitamin  E.  (3)  The 
I iharma cologic  action  of  vitamin  E as  an 
antioxidant  could  have  a beneficial  influence 
on  the  metabolism  of  the  retina. 

Reese"  has  made  an  interesting  observation 
on  the  occurrence  of  skin  liemangiomas  in 
jiatients  with  retrolental  fibroplasia.  Skin 
hemangiomas  are  found  in  3-10%  of  jirema- 
ture infants,  but  in  those  with  retrolental 
fibrojilasia  the  incidence  was  15%.  He  also 
noted  that  80%  of  skin  hemangiomas  make 
their  first  ajipearance  between  the  first  and 
sixth  weeks  of  jiostnatal  life.  This  develop- 
ment of  the  angiomatous  jirocess  jiarallels  to 
some  e.xtent  the  develojiment  of  the  angio- 
matous jiroce.ss  in  the  retina. 

Clinical  Cour.sk 

The  Owens"’  deserve  credit  for  fii-st  de- 
scnbing  the  clinical  coui-se  of  the  disea.se. 
They  started  examining  all  premature  infants 
at  the  Johns  Hojikins  llosjiital  in  July,  1945. 
In  order  to  examine  these  infants  their  pupils 
should  be  well  dilated  and  they  should  be 
aileipiately  restrained.  Ceneral  anesthesia  is 
unnecessary.  Two  drojis  of  a mixture  of  4% 
homatrojiine  and  1%  jiaredrine  in  each  eye 
usually  jirovides  maximal  dilatation.  At 
birth  one  usually  sees  some  evidence  of  a 
jiujiillary  membrane  and  there  may  be  some 
evidence  of  remnants  of  the  hyaloid  sy.stem. 
The  vitreous  is  usually  hazy,  esjieeially  in 
the  jierijihery  and  may  obscure  a good  view 
of  the  fundus.  This  haze  may  also  be  caused 
by  a thick  mucus-like  jirecorneal  film”  The 
nerve  head  ajijiears  jiale.  The  ve.ssels  at  birth 
ajijiear  normal  or  slightly  attenuated.  After 
2-3  weeks  the  vitreous  haze  cleai-s  and  the 
retinal  vessels  freijuently  become  dilated, 
especially  the  veins.  Perijiheral  greying  of 
the  retina  is  also  noteil. 

No  cases  of  retrolental  fibrojilasia  have  been 
noted  at  biiih.  The  fundus  changes  of  im- 
pending  retrolental  fibrojilasia  are  usually 
first  ajijireciated  between  the  third  and  sixth 
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week  after  birth.  They  consist  of  marked 
dilatation  and  tortuosity  of  both  arteries  and 
veins.  There  is  peripheral  greying  and  ele- 
vation of  the  retina,  as  well  as  the  occur- 
rence of  retinal  hemorrhages.  This  is  known 
as  the  acute  stage  of  the  disease.  It  has  been 
noted  bj’  some  in  50%  of  prematures  weigh- 
ing less  than  3 lbs.  at  birth.  Fortunately  re- 
gression is  common  and  only  about  12%  show 
evidence  of  the  cicatricial  phase.  If  during 
the  acute  stage  neovascularization  and  transu- 
dation are  noted  in  the  periphery'  spontaneous 
regression  is  rare.  When  this  occurs  the  ret- 
inal oedema  usually  progresses  and  the  disc 
becomes  blurred.  The  greyish  mass  of  retinal 
detachment  billows  forward  and  a membrane 
appears  to  form  in  the  retrolental  space.  A 
comi:>lete  membrane  may  form  by  extension 
of  the  peripheral  folds.  Broad  ciliary  pro- 
cesses may  be  seen  extending  on  to  the  mem- 
brane and  numerous  vessels  may  be  present 
on  the  surface.  The  membrane  need  not  be 
complete  and  at  times  a central  funnel  re- 
mains through  which  a red  reflex  is  visible. 
In  other  cases  there  may  be  only  peripheral 
detachments  with  cicatricial  bands  in  the 
vitreous. 

The  disease  is  usually  bilateral,  though  it 
may  be  more  extensive  in  one  eye  than  the 
other.  The  eye  with  the  complete  membrane 
is  usually  smaller  than  the  one  with  a par- 
tial membrane.  The  anterior  chamber  is  shal- 
low and  the  iris  is  poorly  developed. 

From  January,  1950,  through  July,  1951, 
70  premature  babies  were  born  at  the  Lank- 
enau  Hospital.  Of  this  number  60  survived. 
All  babies  weighing  less  than  4 pounds  were 
examined  routinely.  Of  the  14  babies  in  this 
category  12  showed  the  typical  fundus 
changes  of  prematurity  and  in  4 the  changes 
were  considered  severe  enough  to  warrant 
special  therapy.  These  infants  were  all  fol- 
lowed until  any  suggestive  ocular  changes 
had  regressed.  No  evidence  of  the  cicatricial 
phase  of  retrolental  fibroplasia  was  noted  in 
any  of  this  group.  One  child  weighing  2 
lbs.  15  oz.  at  birth  was  found  to  have  sphero- 
phakia.  The  babies  were  all  given  multivi- 
tamin preparations  in  other  than  a water 
soluble  form,  supplemented  by  vitamin  E and 
vitamin  C. 


Complications 

The  mo.st  common  complication  of  retrolen- 
tal fibroplasia  is  secondary  glaucoma.  It  is 
iLsually  associated  with  posterior  synechia  and 
a shallow  or  flat  anterior  chamber.  The  glau- 
coma can  frequently  be  controlled  with  the 
use  of  miotics,  though  the  vision  is  usually 
destroyed  or  reduced  to  light  perception 
only.  Surgery  may  be  resorted  to,  thougb  it 
is  of  little  benefit,  since  blindness  ultimately 
follows.  Enucleation  may  have  to  be  resort- 
ed to  for  a painful  blind  eye. 

Treatment 

The  treatment  of  retrolental  fibroplasia  has 
up  to  the  present  time  been  very  discourag- 
ing. The  Owens*  originally  felt  that  the  ad- 
ministration of  vitamin  E materially  reduced 
the  incidence  of  retrolental  fibroplasia.  They 
have  subsequently  modified  this  view,^^ 
though  they  feel  that  it  reduces  the  severity 
of  the  process.  This  has  not  been  confirmed 
by  other  investigators  as  Keese"  and  others 
have  not  found  any  correlation  between  vita- 
min E blood  levels  and  the  incidence  or  .sever- 
ity of  the  condition.  Keese^*  feels  that  ACTII 
is  of  definite  value  when  given  in  the  acute 
.stage  of  the  disease;  20-25  mg.  are  given 
daily  for  14  days.  Treatment  is  only  .started 
if,  in  addition  to  large  dilated  vessels,  there 
is  beginning  peripheral  detachment.  This  is 
the  schedule  I followed  at  the  Lankenau  Hos- 
pital on  the  4 babies  referred  to  previously. 
It  is  extremely  difficult  to  evaluate  therapy 
in  the  acute  stage  since  spontaneous  regres- 
sion is  the  rule  rather  than  the  exception.  I 
do  not  feel  that  any  conclusions  can  be  drawm 
from  the  few  cases  I have  seen  or  treated 
at  the  Lankenau  Hospital.  Further  studies 
with  a larger  series  and  therapy  to  alternate 
cases  mu.st  be  undertaken  before  definite  con- 
clusions can  be  drawn. 

In  fully  developed  cases  treatment  is  di- 
rected to  the  prevention  of  the  complica- 
tions, other  therapy  is  of  little,  if  any,  value. 
King'^  recommends  the  use  of  a mydriatic 
2 or  3 times  a week  to  prevent  the  forma- 
tion of  posterior  s;\mechia.  This  is  followed 
in  several  hours  by  the  instillation  of  a mio- 
tic. Surgical  removal  of  the  retrolental  mem- 
brane as  suggested  by  Reese®  has  not  met  with 
universal  approval.  He  has  reported  on  52 
cases  that  have  had  surgical  removal  of  the 
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iiuMiihiaiu*.  Of  this  numl)er  27  were  im- 
chanfied,  Ki  worn*,  and  8 liad  objective  im- 
l)roveinent,  hut  (luestionable  functional  im- 
provcinent. 

Pk()(;nosis 

It  is  ()l)vious  from  the  precedinji  discussion 
that  t!ie  prognosis  in  retrolental  fibroplasia 
is  |)oor.  Kven  in  the  acute  cases  with  si)on- 
laneons  lesjression  hi^h  ile<>rees  of  axial 
myopia  are  freciuently  seen.  Thonfih  this  is 
hettei-  by  far  than  blindness  it  may  be  a se- 
vere visual  handicap.  Kin<j'^  in  a series  of 
288  ])atients  with  retrolental  fibroplasia  re- 
])oiled  the  visual  aeuities  in  210.  Of  this 
number  38%  were  totally  blind,  33%  liad 
liilht  i)erception,  22%  could  reach  for  ob- 
jects, and  12%  had  20/200  or  better  vision, 
and  of  this  last  sjronp  5 were  full  term  in- 
fants. 

('ONCI.USIONS 

Ketiolental  tibroi)lasia  is  a hazard  of  ]>re- 
matnre  birth.  It  is  the  greatest  cause  of 
blindness  in  yonns?  ehildren  today.  There  is 
considerable  <ieofjraphic  variation  in  the  in- 
eidence  of  the  di.sease.  The  patholof>ical 
process  is  primarily  confined  to  the  retina 
and  develops  after  birth.  Sj)ontaneons  re- 
frression  fortunately  is  common.  There  is  no 
specific  therapy,  thoufjh  ACTH  may  j)rove  to 
be  of  .some  value. 

1930  ('he.stHut  Street 
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Discussion 

Dr.  \V.  O.  LaMottk,  Jr,:  (\Vilmiiif?ton) 
The  paper  which  has  just  been  jH-eseiited  is 
an  excellent  summary  of  the  pre.sent  status 
of  this  dread  disease  of  immaturity,  and  I 
would  like  to  take  this  oiiportunity  to  thank 
him  on  behalf  of  myself  and  on  behalf  of 
the  Society  for  comin«:  here  from  Philadel- 
phia to  pre.sent  this  material  to  us  today. 

It  happens  that  in  Wilminjiton  we  have  a 
locality  in  which  there  has  been  a compara- 
tively lartre  incidence  of  this  disea.se.  In  dis- 
cu.ssiii};  this  jiaper  1 shall  confine  my  remarks 
to  emphasizing  this  point  by  bringing  to  you 
a few  local  statistics. 

It  will  be  recalled  that  in  Dr.  McDonald’s 
opening  remarks  he  made  the  .statement  that 
this  ajipears  to  be  a comparatively  new  dis- 
ease. That  would  be  uiiheld  by  our  exper- 
ience here,  in  that  there  is  no  known  ca.se  on 
record  in  Wilmington  before  1947.  The  first 
known  case  was  born  Sejitember  of  that  year. 
Since  that  time  we  have  accumulated  ap- 
proximately 30  cases  of  infants  who  are  ei- 
ther completely  blind  or  so  nearly  so  that 
their  education  will  have  to  be  planned  along 
visual Iy-handicai)ped  lines. 

The  statistics  that  I will  mention  are  de- 
rived from  the  jiremature  service  of  the  Del- 
aware Hospital,  which  has  the  largest  prema- 
ture .service  in  the  state  of  Delaware.  Of 
these  30  cases  or  so,  27  of  them  were  from 
jiatients  who  had  been  admitted  to  that  serv- 
ice. Several  others  have  been  observed, 
namely,  2 that  1 know  of  in  Wilmington  Oen- 
eral,  and  2 from  down-state.  Of  these  cases 
from  the  Delaware  Hospital  all  were  4 pounds 
or  under  at  birth  with  3 exceptions,  they  be- 
ing between  4 and  5 jiounds.  The  over-all 
incidence  of  the  di.sease  developing  in  infants 
weighing  4 or  5 pounds  at  birth  is  24  cases 
out  of  the  total  of  71  who  survived  the  4- 
year  period  from  duly  1947  to  duly  1951, 
an  incidence  of  33.8%.  In  other  words,  there 
is  about  one  chance  out  of  tliree  here  for  an 
infant  weighing  4 pounds  or  under  at  birth 
of  developing  this  di.sea.se  in  a crippling  form. 

Of  these  71  cases,  18  during  this  4-year 
period  were  under  3 pounds  at  birth  and 
these  develojicd  the  disease  for  an  incidence 
of  44.4%  : the  remaining  53  were  between 
3 and  4 pounds,  of  which  1(5  developed  the 
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disease  or  an  incidence  of  30.2%.  Thus,  the 
incidence  is  higher  in  the  smaller  babies,  but 
is  distinctly  higher  in  the  3 to  4 pound  birth- 
rate than  has  been  reported  in  other  local- 
ities. 

In  the  year  from  July,  1949  to  July,  1950, 
following  the  report  of  the  Owens’,  on  the 
effectiveness  of  vit.  E.,  I instituted  the  prac- 
tice of  giving  all  infants  4 pounds  or  under 
at  birth  vit.  E.,  in  the.se  cases.  These  infants 
had  plasma  levels  run  and  in  all  cases  were 
considered  adequate. 

During  that  year  there  were  23  infants  of 
4 pounds  or  under  at  birth  who  survived,  and 
9 of  these  developed  a crippling  form  of  re- 
trolental  fibroplasia,  an  incidence  of  49%. 
It  was  concluded,  in  our  hands  at  least,  that 
vit.  E.  had  no  effect  in  decreasing  the  inci- 
dence of  the  disease  or  in  attenuating  its 
final  form. 

In  the  year  July,  1950  to  July,  1951  vit. 
E.  was  not  used  routinely  in  the  prophylac- 
tic sense,  but  the  infants  were  simply  placed 
on  dietary  regime  as  recommended  by  the 
Owens.  During  that  year  there  were  18  in- 
fants of  4 pounds  or  under  at  birth  and  7 
of  these  have  developed  the  disease  in  crip- 
pling form,  an  incidence  of  38.8%.  Three 
of  the  infants  during  the  later  year  received 
ACTII  in  high  doses,  started  in  the  earlier 
vascular  phase  of  the  disease,  but  at  the  pres- 
ent time  no  evidence  is  forthcoming  that  it 
has  effectively  influenced  the  end  result. 

Thus  from  year  to  year  the  incidence  in 
Wilmington  remains  high.  It  doe.sn’t  seem 
to  vary  greatly  from  year  to  year  in  the  years 
it  has  been  seen,  and  has  not  been  influenced 
by  the  therapeutic  measures  undertaken  to 
date.  We  are  thus  faced  in  Wilmington  with 
a community  problem,  when,  thrust  upon  a 
community  of  this  size  there  are  30-odd  blind 
babies. 

This  situation  has  been  met  forcefully  by 
the  interest  of  the  parents  concerned,  by  local 
civic  organizations,  the  Delaware  Commission 
for  the  blind,  and  the  State  Legislature.  We 
are  also  confronted,  however,  here,  with  a 
potential  problem  of  clinical  investigation  of 
a disease  which,  as  Dr.  McDonald  mentioned, 
is  now  the  commonest  cause  of  preschool 
blindness,  and  it  is  something  that  we  can  do 
only  with  the  cooperation  and  the  help  of 


the  obstetricians  and  pediatricians,  for  this 
disease  certainly  is  a fundamental  alteration 
of  the  physiology  of  the  iiremature  baby.  1 
think  we  are  about  to  hear  something  of  the 
])ediatrician’s  point  of  view  in  this  regard. 

Dr.  R.  0.  Y.  Warren:  (Wilmington) 

Actually,  I know  very  little  about  this  dis- 
ease, and  may  I parai)hrase  Will  Rogers:  “I 
only  know  what  I have  read  in  the  litei'a- 
ture,”  and  have  found  out  by  talking  to 
people  like  Dr.  LaMotte  about  the  di.sease. 
Con.sequently,  from  the  standpoint  of  discus- 
sion, this  is  going  to  be  very  rambling  and 
may  or  may  not  add  anything  to  the  jiicture 
of  the  disease. 

The  one  thing  that  stands  out  aliout  the 
di.sea.se  is  the  utter  confusion  as  to  etiology, 
and  why  it  appears.  It  is  interesting  to  note, 
in  looking  over  some  of  the  material,  that  the 
disease  has  ajipeared  jn'incipally  in  the  larg- 
er centers.  Of  course  cases  have  been  reiiort- 
ed  elsewhere,  but  in  any  large  incidence  it 
has  appeai’ed  principally  in  the  larger  cen- 
ters. 

Therefore,  I would  wonder,  first,  whether 
or  not  this  disease  may  be  missed  frequently 
in  other  parts  of  the  country  and  of  the 
world.  This  is  borne  out  by  the  fact  that 
when  this  condition  was  drawn  to  the  atten- 
tion of  people  in  France,  they  saw  the  dis- 
ease, and  in  one  hospital  in  Paris  alone  within 
a week  after  they  started  looking  foi'  it,  they 
turned  up  four  cases  of  the  disease.  Sweden 
seems  to  be  one  country  where  the  disease 
does  not  occur. 

It  is  also  intere.sting  to  note  that  in  New 
Orleans,  at  the  Charity  Hospital,  Dr.  Mc- 
Donald’s report  mentioned  cases  down  there 
that  all  seemed  to  come  from  the  indigent 
classes.  They  were  all  fed  on  evaporated 
milk.  It  was  suggested  that  perhaps  it  was 
a matter  of  breast  milk  feeding.  There  have 
been  a great  many  cases  in  one  of  the  i)ri- 
vate  hospitals  in  New  Orleans,  however. 
You  will  remember  in  Dr.  McDonald's  re- 
marks he  said  the  disease  was  first  described 
by  Terry,  and  Terry  described  retrolental 
fibroplasia,  but  in  the  further  studies  of  the 
disease  by  the  Owens  and  others  you  will  find 
actually  it  is  a “retinati'ophy”  of  prematur- 
ity, and  it  seems  to  me,  as  a non-ophthalmol- 
ogi.st,  that  there  has  been  little  effort  to  grade 


2S4 


Dklawauk  State  Medical  Jourxal 


October,  1952 


the  various  forms  of  the  disease.  lienee,  I 
would  ask  of  myself  and  a.sk  of  the  oidithal- 
molofrist,  whether  this  maybe  should  not  be 
done — and  also  would  ask  them  if  maybe 
this  were  not  a new  disease,  but  a disease  that 
has  <>:rown  in  its  complications,  such  as  re- 
trolcntal  fibroplasia  over  the  yeai-s,  and  i>er- 
hajis  it  is  a disea.se  that  we  have  had  with  us 
right  along. 

It  seems  that  up  to  the  time  that  this  dis- 
ea.se  became  evident,  no  thorough  study  of 
the  jiremature  infant  had  ever  been  attemjited 
before,  and  it  was  felt  to  be  a “no-man’s 
land’’  of  jiediatrics  and  of  ophthalmology. 

My  last  remarks  are  the  result  of  interest 
that  was  provoked  in  me,  iiersonally,  by  the 
report  of  a writer  from  Bo.ston  who.se  name 
I can't  remember,  on  Anoxemia  in  Pregnant 
Mice.  By  taking  pregnant  mice  up  to  2500 
or  3500  feet  elevation  they  could  provoke  all 
kinds  of  deformities  becau.se  of  anoxemia  that 
resulted  from  the  high  altitude  experience. 
I would  wonder,  as  a jiediatrician,  whether 
or  not  anoxemia  hasn’t  got  something  to  do 
with  it. 

1 would  wonder,  des])ite  the  fact  it  is  said 
that  everything  has  been  exhausted  in  study- 
ing the  history  of  delivery,  whether,  if  we 
go  back  far  enough  in  the  history  of  the  moth- 
ers to  find  out  if  there  had  been  a iieriod  of 
anoxemia,  whether  that  might  ])ossibly  be 
a factor? 

That  may  be  just  wishfid  thinking  on  my 
])art  and  not  .scientific,  but  I was  intrigued 
by  the  results  that  they  .showed. 

Al.so,  I think  anoxemia  may  come  in  be- 
cau.se  we  know  that  one  of  the  jiroblems  in 
the  care  of  the  premature  infant,  is  to  i>re- 
vent  anoxemia  in  the  early  months  of  the  life, 
at  times.  Nobody  seems  to  be  agreed  that 
this  has  been  absolutely  ruled  out,  that  pre- 
natal factors  have  no  jiart  in  this  disea.se,  at 
all.  Actually,  the  earliest  signs,  I gather 
from  the  Owens,  may  take  place  from  ten  to 
fourteen  days.  Somebody  suggesteil  this 
might  simply  be  an  incubation  period  from 
the  time  the  baby  was  actually  born.  So,  all 
in  all.  there  are  many  interesting  facets  that 
we  as  pediatricians  are  extremely  interested 
in.  I was  talking  to  a young  resident  a week 
or  so  ago  of  one  institution,  who  suggested 


that  maybe  it  was  better  to  start  feeding  the 
tiny  ones  from  the  time  they  were  born. 

It  is  interesting  to  note  that  in  some  parts 
of  the  country  the  incidence  has  had  marked 
rise  and  fall,  and  in  other  parts  of  the  coun- 
try, as  in  Wilmington,  there  has  been  a 
steady  incidence,  more  or  less,  of  the  cases. 
It  makes  one  feel  rather  hopeless  trying  to 
hell)  the.se  poor  little  infants,  but  I think  per- 
hai)s  in  time,  given  the  aid  and  assistance  of 
the  obstetrician  and  the  scientist,  that  maybe 
all  of  us  will  be  able  to  prevent  this  dread 
crii)pling  disease. 

Dr.  Andrew  M.  Gehret:  (Wilmington) 
Frankly,  I am  wondering  whether  this  prob- 
lem shouldn’t  be  dumped  in  the  laps  of  the 
obstetricians,  rather  than  the  pediatrician  and 
ophthalmologist. 

As  Dr.  LalMotte  ju.st  now  stated,  he  can- 
not find  record  of  a case  of  retrolental  fibro- 
plasia previous  to  1947,  and  I know,  in  doing 
some  deliveries  previous  to  the  war,  I can’t 
recall  any,  even  though  I am  sure  I had  some 
premature  babies.  I am  wondering  what 
there  is  that  we  may  be  doing  that  might 
be  causing  this.  And  one  of  the  things  that 
just  now  occurred  to  me  is  the  i)Ossibility  of 
the  use  of  demerol,  even  in  small  doses,  which 
might  coincide  with  Dr.  Warren’s  theory  of 
anoxemia.  This  might  not  be  the  place  for 
it,  but  now  I am  going  to  ask  Dr.  Cutler  if 
he  will  designate  one  of  the  men  of  his  staff 
to  meet  with  the  obstetricians  some  Fnday 
morning,  to  di.scu.ss  the  problem. 

Another  thing — and  this  I will  direct  to 
Dr.  Handy.  Approximately  a year  ago  1 
heard  an  observation  made  by  one  of  the 
nui-ses  in  the  Premature  Nursery  that  those 
babies  who  were  treated  with  whole  blood  de- 
veloped retrolental  fibroi)lasia  far  more  often 
than  those  were  not  so  treated.  Has  any- 
thing been  done  on  that? 

Dr.  .Margaret  Handy  (Wilmington)  : 1 

think  that  has  been  i)roven  not  true. 

Dr.  II.  11.  Stroud  (Wilmington):  1 was 

just  wondering  about  two  things  that  1 
thought  po.ssibly  Dr.  ^IcDonald  might  be  able 
to  answer.  One  is,  that  it  has  been  believed 
for  .some  time  that  fetal  inflow  doesn’t  carry 
.so  much  oxygen  in  the  hemoglobin  as  does 
the  adult  hemoglobin,  and  I was  wondering 
if  there  were  any  cases  of  Kf  in  those  who 
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had  received  exchange  transfusions.  I won- 
dered if  anybody  had  perhaps  replaced  hemo- 
globin in  the  treatment  of  the  disease.  That 
was  one  question. 

The  second  question  I wanted  to  ask  was — 
it  hasn’t  been  too  long  since  Gordon  and  Le- 
vine suggested  using  low  fat  diets  for  pre- 
matures— whether  there  might  be  some  rela- 
tionship between  the  Rf  and  the  use  of  half- 
skimmed  milk  mixtures. 

Dr.  E.  M.  Mayerberg  (Wilmington)  : First 
I would  like  to  ask  Dr.  Gehret  and  any  other 
obstetricians  here  whether  there  has  been  any 
change  in  the  prenatal  care  of  pregnant  wo- 
men. I think  the  answer  to  this  will  be  found 
somewhere  from  the  period  of  conception 
right  on  i;p  to  the  time  the  patient  delivers. 
I wonder  if  they  are  giving  any  new  drugs 
in  the  preparation  of  these  women  for  the 
care  of  their  child  while  carrjdng  them?  I 
know  they  give  vitamins  and  calcium.  But 
has  there  been  any  change  in  the  technique 
of  the  prenatal  care?  The  answer  .some  day 
will  be  found  there,  somewhere,  I believe. 

Now,  the  next  question  is  this,  to  the  ob- 
stetrician ; When  children  are  premature, 
when  they  develop  the  condition,  I under- 
stand it  is  usually  somewheres  in  and  around 
the  sixth  month.  Now,  are  these  children 
born  spontaneously,  without  any  previous 
trouble,  or  are  these  mothers  in  trouble  from 
the  second  or  third  month?  For  instance, 
do  they  spot  after  the  first  or  second  or  third 
months?  Are  they  i)ut  to  bed  and  permitted 
to  stay  there,  or  instructed  to  stay  there  imtil 
those  symptoms  disappear  and  then  are  they 
permitted  to  get  up  until  they  get  in  trouble 
again?  And  is  that  a continuous  process  in 
and  out  of  bed,  with  this  thing  of  hemorrhage 
going  on,  and  then  with  the  delivery  at  six 
months?  Or,  are  these  patients  put  to  bed 
for  three  or  four  months  and  then,  finally 
permiffed  to  deliver  at  six  months? 

I think  the  answer  is  somewheres  in  be- 
tween there — either  prenatal  care  or  permit- 
ting these  patients  who  ordinarily  would 
abort  to  go  on.  I may  be  hard-boiled,  but  I 
would  say,  if  a woman  was  having  that  much 
trouble,  if  she  carries  the  baby,  well  and  good, 
but  if  she  can't  carry  it  she  ought  to  lose  it. 
Thank  you,  sir. 

Dr.  N.  L.  Cutler  (Wilmington)  : I want 


to  ask  the  speakers  whether  the  statistics  for 
this  disease  are  following  along  with  the  in- 
creased incidence  of  survival  of  premature  in- 
fants? It  is  my  impression  that  it  is  not 
directly  correlated  in  this  respect. 

I also  would  like  to  a.sk  the  pediatricians — 
it  i)robably  is  primarily  a ([uestion  for  the 
obstetricians,  along  the  line  Dr.  Mayerberg 
sugge.sted,  that  is,  are  strenuous  efforts  be- 
ing made  to  i>revent  })remature  births,  to  pre- 
vent infants  from  being  born  prematurely? 

The  idea  occurs  to  me,  if  no  treatment  is 
yet  available,  ophthalmologically,  can  the 
condition  be  handled  by  the  obstetricians  by 
perhaps  some  change  in  the  care  of  patients, 
such  as  Dr.  Mayerberg  has  suggested,  whereby 
the  incidence  of  prematurity  can  be  reduced? 

And  I would  like  to  ask  Dr.  LalMotte,  in 
regard  to  the  local  incidence  of  premature 
births,  whether  the  survival  rate  of  prema- 
tures in  Delaware  has  undergone  a marked 
change.  I a.ssumed  it  has,  since  Dr.  Handy 
has  taken  such  an  active  interest  in  the  pre- 
mature clinic. 

Dr.  Handy:  We  have  had  one  instance 

here  of  identical  twins : one  developed  re- 
trolental  fibroplasia  and  the  other  one  did 
not.  If  that  is  true,  it  doesn’t  .seem  to  me 
we  can  necessarily  feel  that  the  maternal  in- 
fluence or  anything  done  to  the  mother  plays 
any  ])art  in  the  thing.  I would  like  to  know 
what  Dr.  McDonald  thinks  about  that. 

Dr.  B.  R.  Vincent  (Wilmington)  : Dr. 

Reese  points  out  the  .similarity  of  this  con- 
dition to  hemangioma.  He  also  describes  a 
type  of  hemangioma  that  occurs  in  the  in- 
fant around  the  orbit,  that  recedes  spontan- 
eously. 

Now,  in  some  of  the  retrolental  cases,  spon- 
taneous recession  does  occur,  and  I have  often 
thought  of  the  possible  good  that  might  come 
of  investigating  these  cases,  histopathologic- 
ally,  along  that  line.  I would  like  Dr.  Mc- 
Donald to  comment  upon  that. 

Dr.  Gehret  : At  the  present  time  we  have 
in  the  hospital  a baby  which  Dr.  LalMotte  is 
to  see  shortly.  The  mother  came  to  me  first 
as  an  habitual  aborter.  She  was  placed  on 
increasing  doses  of  stylesterol  and  she  rigid- 
ly followed  the  regime.  Unfortunately,  .she 
ruptured  the  membranes  in  three  weeks  and 
was  delivered  of  a 2 lb.  12  oz.  baby.  She  took 
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stilestorol  :iloii*>:  with  the  usual  medications, 
as  the  only  one,  therefore,  in  which  we  mif?ht 
fict  some  clue. 

Dr.  LaMotte:  The  only  comment  I’ll 

make  is  in  reference  to  the  ciuestion  about 
relationship  between  the  incidence  of  this 
disease  and  the  survival  rate  in  Wilminjiton. 
It  is  true  that  the  survival  rate  from  prema- 
ture infants  is  greater  at  the  pre.sent  time 
than  in  former  years,  but  it  is  also  startlin«fly 
true  that  the  incidence  of  the  drsease  is  far 
out  of  projmrtion  to  tlie  increased  survival 
rate.  So  I don’t  believe  there  is  any  con- 
nection whatsoever  between  the  disease  and 
increased  survival  rate. 

Dr.  Fantazier  : How  many  of  these  pa- 

tients <;et  stilvesterol,  in  all  these  that  are 
tryin<r  to  abort,  and  you  .stop  them,  and  they 
tinally  ^o  on? 

Dr.  Dehret:  1 can’t  (piote  statistics. 

Dr.  K.  F.  Fa.n'tazier  (Wilmington):  There 
is  one  que.stion  1 want  to  ask:  Since  we  are 

dealin<r  with  the  sitiolo<;ically  i)remature  in- 
fant, not  come  to  term  and  nourished  by  the 
mother’s  blood,  I wonder  whether  findings 
have  been  made  transfusin'?  blood  from  the 
mother  that  has  reached  the  last  trimester 
of  term,  in  that  there  mi<?ht  be  an  extract 
in  the  blood  that  mi<?ht  j)revent  that  condi- 
tion or  those  conditions. 

Instead  of  jtoiii"  to  all  the  vitamines  and 
hormones  and  whatnot,  that  mi<?ht  be  the  more 
natural  process  of  the  treatment  of  these 
children. 

Dr.  Warren:  I would  like  to  answer  Dr. 

Fantazier ’s  ([uestion.  That  has  been  done — 
to  transfu.se  babies  with  mother’s  blood  in 
the  last  trimester  of  prej?nancies  and  has 
.shown  no  effect  upon  the  disease  at  all. 

Now  there  is  one  thin<?  that  nobody  has 
broufjht  out  that  further  confu.ses  the  issue: 
the  disea.se  may  occur  in  one  eye  and  leave  the 
other  eye  perfectly  free. 

Dr.  McDonai.d:  1 place  no  statistical  sifj- 

nificance  on  the  few  ca.ses  1 have  reportetl 
from  the  Lankenau  Hospital.  The  slides 
that  I showed,  from  Boston,  were  all  of 
children  examined  carefully  by  the  .same 
ophthalmologist,  where  there  was  considerable 
yearly  variation  and  seasonal  variation,  and 
J think  Wilminirton  is  the  only  one  that  has 
been  reported  as  havin'?  a his?h  or  as  hi*?!)  an 


incidence,  continually.  But  1 think  the  more 
dili5?e!it  an  investif?ator  you  have  the  more 
ca.ses  you  will  find,  especially  of  the  catef?ory 
retrolental  fibroplasia.  That  is  one  of  the 
main  {)roblems  in  the  disease,  I think;  that  is, 
1 don’t  think  we  have  decided  what  is  the 
upper  limits  of  norm,  in  premature  babies, 
and  when  an  acute  retrolental  fibroplasia  be- 
gins. 

Dr.  Warren  says  there  is  considerable 
“confusion.”  I hope  he  didn’t  point  his 
fin<?er  entirely  at  the  oi)hthalmolot?ist.  We 
are  confu.sed,  yes.  We  have  tried  to  cla.ssify 
the  disease,  and  Kinsey  and  Chisholm  in  their 
latest  paper  offer  much  the  same  cla.ssifica- 
tion  that  the  rest  did — that  is,  they  classify 
the  decrees  in  the  chanf?e,  what  goes  on,  the 
set  attrition  stage,  and  so  on. 

Retrolental  fibroplasia,  as  has  been  pointed 
out,  is  no  respecter  of  the  social  or  economic 
status  of  the  parents.  It  is  usually  bilateral, 
although  it  can  occur  unilaterally,  and  most 
of  the  latter  cases  have  occurred  in  full-term 
infants. 

In  answer  to  Dr.  Stroud,  as  far  as  I know, 
the  dietary  regimen  of  the.se  babies  has  been 
inve.stigated  very  thoroughly  and  many  in- 
ve.stigatoi-s  now  are  tranfusing  children  at 
the  slightest  sign  of  anemia.  I don’t  know 
whether  they  have  used  any  adult  hemo- 
globin, however,  in  trying  to  correct  this. 

In  answer  to  Dr.  Vincent,  investigations 
such  as  he  imiuired  about  are  now  available. 
One  i)ai)er  that  Dr.  Vincent  has  ])robably  not 
.seen,  as  it  has  not  been  published  as  yet,  was 
j)resented  by  Friedenwald  of  Baltimore  last 
si)ring,  and  in  the  latest  issue  of  the  .lournal 
of  ( )i)hthalmology  that  is  discus.sed  pretty 
well.  1 i)ointed  out,  however,  that  it  is  es- 
sentially a di.sea.se  of  the  retina  and  that  hem- 
orrhage occui-s  at  the  cicatricial  phase. 


THE  TREATMENT  OF  CANCER  OF 
THE  CERVIX  UTERI* 

John  F.  Hynes,  M.  I)., 
Wilmington,  Del. 

Cancer  of  the  cervix  is  an  important 
anatomic  form  of  cancer  for  many  rea.sons. 
Second  only  to  breast  cancer,  it  is  the  com- 
monest cancer  of  women ; before  the  meno- 
j)ause  it  is  more  frecpient  than  breast  can- 
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eer.  ]\lany  young  women  who  still  have 
children  to  raise  develop  cervix  cancer:  10% 
of  our  patients  were  under  the  age  of  30 
years,  30%  under  the  age  of  40  years.  In 
the  early  stages,  most  cervix  cancers  are  cur- 
able. Finally,  diagnosis  is  easy  since  the 
cervix  can  be  seen  as  well  as  felt,  and  biop.sy 
can  be  obtained  without  anesthesia  or  hos- 
pitalization of  the  patient. 

Recently  the  vaginal  smear  test  of  Papani- 
colaou aids  us  to  pick  up  lesions  not  grossly 
evident.  This  test  is  not  to  be  depended  upon 
for  diagnosis,  since  sometimes  a suspicious 
smear  is  not  confirmed  by  biopsy  and  at  other 
times  an  obviously  cancerous  lesion  yields  a 
negative  smear.  The  Papanicoloau  smear 
test  should  be  confined  to  such  patients  as 
have  no  gross  lesions.  When  a gross  lesion 
is  present,  biopsy  is  infinitely  jireferable,  and 
a negative  smear  test  is  no  proof  that  can- 
cer is  not  present. 

In  recent  years  we  have  treated  several 
patients  before  the  onset  of  symptoms,  and 
a few  in  whom  no  gross  lesion  was  visible, 
but  the  biopsy  showed  a very  early  cancer. 
In  several  such  cases  the  Papanicoloau  smear 
was  of  value  in  persuading  us  to  take  a biopsy 
from  an  apparently  normal  cervix.  As  the 
expected  result  of  treating  earlier,  limited, 
curable  lesions,  there  has  been  a steady  im- 
provement in  the  cure  rate  of  cervix  cancer 
over  the  last  few  years  as  will  be  shown  be- 
low. 

Source  of  INIaterial 

This  paper  is  based  upon  a consecutive  ser- 
ies of  355  cases,  all  treated  pereonally  by  the 
author  from  1935  to  1949  inclusive.  Dur- 
ing this  period  130  other  eases  were  seen,  but 
have  been  excluded  from  this  analysis  for  the 
reasons  tabulated  in  Table  1.  All  cases,  ex- 
i cept  a few,  were  treated  in  the  Carpenter 
Memorial  Clinic  of  the  Memorial  Hospital. 
It  does  not  seem  pertinent  to  include  in  this 
report  patients  who  were  treated  elsewhere 
I prior  to  their  admi.ssion  to  the  Carpenter 

' Clinic,  patients  who  refused  the  treatment 

1 offered,  and  patients  who  died  of  known  cause 
! other  than  cancer  before  the  results  of  treat- 
ment coidd  be  determined.  Among  this  latter 
I group,  the  prognosis  for  cure  of  the  cancer 
presumably  was  the  same  as  that  of  the  whole 
series ; they  can  hardly  be  considered  as  suc- 


cesses or  failures  of  treatment.  The  data  tab- 


ulated  in  Table  1 is  included 

in 

this  report  so 

that  any  reader  wishing  to  recalculate  the 

re- 

suits  by  a different  method 

of 

selection 

can 

do  .so. 

TABLE  1 

Cervix  Cancer  Cases  Excluded  from 

this 

Analysis 

(1)  Healed  servix  cancer  referred 
for  follow  up  examination 

35-39  40-44 

fi 

45-49  Total 

^ Id 

12)  Healed  cervix  cancer  referred 
for  care  of  radiation  necrosis.  .. 

3 

3 

(3)  Healed  cervix  cancer  referred 
for  treatment  of  metastatic 
lesions 

2 

2 

5 

9 

(4)  Cancer  of  the  cervix  untreat- 
ed (did  not  return  or  went 
elsewhere) 

20 

13 

13 

46 

(5)  Cancer  of  the  cervix  recur- 
rent after  prior  treatment 
elsewhere 

16 

17 

4 

37 

(6)  Cancer  of  the  cervix,  appar- 
ently cured,  dying  of  other 
proven  disease.  (All  deaths 
from  unknown  cause  were  as- 
sumed to  be  cancer  deaths.)  .... 

1 

7 

12 

20 

(7)  Cancer  of  the  cervix,  lost 
while  apparently  well,  before 
5 year  observation.  (Lost  cases 
of  uncertain  cure  are  presum- 
ed to  be  dead  of  cancer) 

1 

0 

0 

1 

43 

45 

46 

130 

included  in  this  series  are  both  private  and 
service  cases.  The  proportion  of  negro  pa- 
tients during  the  first  5 years  was  25%,  in- 
dicating a higher  proportion  of  service  than 
of  private  patients.  Later  it  dropped  to  15%, 
which  corresponds  to  the  relative  proportion 
of  negro  ])atients  in  Delaware.  (In  Delaware 
13%  of  the  popidation  is  said  to  be  negro.) 
The  cure  rate  was  the  same  for  negro  and 
white  patients  in  this  earlier  series ; hence, 
we  presume  that  all  patients  received  treat- 
ment of  the  same  quality.  No  primary  case 
able  to  report  for  roentgen  therapy  as  an  out- 
patient was  refused  treatment  or  excluded 
from  this  series. 

Various  complicating  diseases  were  encoun- 
tered among  these  cervix  cancer  jiatients  in- 
cluding pulmonary  tuberculosis,  diabetes  mel- 
litus,  hypertensive  cardiovascular  disease,  and 
coronary  thrombo.sis,  and  cancer  of  other 
organs,  particularly  of  the  breast,  none  of 
which  seemed  to  have  any  significant  rela- 
tionship to  the  incidence  of  cervix  cancer 
except  that  syphilis  was  found  more  often 
than  could  be  expected  in  an  ordinary  series. 
A positive  serologic  test  for  .syphilis  was  ob- 
tained in  17  % of  white  patients  during  the 
first  10  years  of  this  series,  which  is  much 
higher  than  the  rate  of  2%  reported  by  the 
Delaware  State  Board  of  Health  for  white 
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t(‘inales.  We  believe  tliat  syphilis  is  pi’obably 
a pre(lis])osin<i  cause  of  stiuamous  cancel’  of 
the  cervix. 

('ancer  of  the  cervix  may  develop  durin*; 
preftnancy,  as  in  two  of  our  patients,  one  of 
whom  now  survives  over  10  years.  At  least 
(i  other  j)atients  probably  had  cancer  at  the 
time  of  delivery  and  delivered  through  a can- 
cerous  cervix,  as  judj^ed  from  the  history, 
but  were  not  seen  until  weeks  or  months  later. 
All  had  advanced  cancer  on  admission,  3 with 
disseminated  meta.stasis,  and  none  survived. 
A recent  case  was  found  to  have  cervix  can- 
cer upon  examination  of  the  curettiiifis  for 
incomjjlete  abortion. 

I’UOGNOSIS 

The  most  important  sinjile  factor  affectinfi: 
the  prognosis  of  cervix  cancer  is  the  anatomic 
extent  of  the  disease  when  the  diagnosis  is 
made.  All  authors  who  subdivide  their  ca.ses 
by  stages  demonstrate  this  fact.  The  dura- 
tion of  .symj)toms  is  also  significant,  since 
even  the  ajjparently  small  cancer  may  metas- 
tasize or  extend  widely  within  the  endocervix. 
where  its  i)resence  cannot  always  be  recog- 
nized, and  the  longer  it  has  been  j)resent,  the 
greater  becomes  the  iiossibility  of  metastasis. 
Delivery  through  a cancerous  cervix,  as  noted 
above,  is  likely  to  disseminate  the  disease. 
Syjihilis,  though  a i)ossible  etiologic  factor, 
had  no  effect  on  curability  in  our  experience, 
(’ancer  arising  in  the  cervical  stump  after 
hysterectomy  pre.sents  some  difficulty  in  treat- 
ment, but  in  this  series  did  not  significantly 
affect  survival.  Cancel’  of  the  cervical  stumj) 
is  relatively  eommon.  For  example,  in  the 
year  1948  20%  of  our  cei’vix  cancer  patients 
had  had  prior  supracervical  hystei’cctomy. 

We  could  find  no  correlation  between  the 
l)athologic  grade  of  malignancy  and  either 
I’adiosensitivity  or  long  term  survival  that 
could  not  be  explained  eipially  well  by  the 
anatomic  extent  of  disease.  We  agree  with 
Cor.scadden'  that  bulky,  extensive  cancer 
.seems  biologically  different  in  its  resi)onse  to 
radiation  thei’ai)y;  as  though  it  were  more 
aggressive  and  more  able  to  withstand  treat- 
ment. Tin*  same  observation  has  been  made 
with  resp(“ct  to  oral  and  i)hai-yngeal  cancer 
by  oiii’selves  and  others. 

.Ml  the  cases  in  this  stuies  were  treate<l  by 
combined  rcxMitgen  and  ladium  therai)y  with 


the  following  excei>tions:  two  patients  with 

early  cancer  of  the  i)rolap.sed  uterus  had 
vaginal  hysterectomy,  i)receded  in  one  case 
by  x-ray  thei’apy  directly  to  the  extruded 
cervix.  One  i)atient  with  early  cancer  and 
extensive  pelvic  inflammatory  disea.se  and 
tubo-ovarian  absce.ss  had  a total  abdominal 
hysterectomy.  One  ])atient  with  carcinoma 
in  situ  (the  only  case  in  this  series)  had  a 
Sturmdorf  amputation  of  the  cervix.  These 
surgically  treated  j)atients  have  all  survived 
more  than  5 .veal’s.  Many  patients  had  x-ray 
therapy  only  because  slough  and  infection 
were  so  extensive  that  safe  application  of  rad- 
ium was  impossible.  None  of  the.se  sunive. 
A few  cases  had  radium  therap.v  only  be- 
cause of  age,  debilitating  disease,  extreme 
obesity  and  the  like.  Almost  all  patients  had 
heav.v  external  irradiation  and  vigorous  rad- 
ium theraiiy  as  described  below. 

Flax  op’  Tkeatmext 

Once  the  tliagnosis  had  been  proven  b.v 
bioj)sy,  almo.st  all  patients  were  given  x-ray 
therapy  through  two  anterior  and  two  i>os- 
terior  jielvic  iiortals,  giving  200  r through 
each  of  two  IG  x 8 cm.  semi-circular  jiorts 
dail.v  for  an  average  of  2400  r through  each 
of  four  i)orts  in  four  to  five  weeks.  (The 
dosage  range  was  2000  to  3000  r.)  Variation 
in  dosage  was  ba.sed  chiefl.v  on  the  difference 
in  thickness  of  the  abdominal  wall  of  the  ]>a- 
tienl  and  of  the  .sagittal  diameter  of  the  iiel- 
vis.  In  most  ca.ses  the  dose  delivered  to  the 
parametrial  tissues  was  approximatcl.v  2500 
I’T.  Kadium  was  inserted  into  the  cervix  im- 
mediatelv  ui)on  completion  of  the  roentgen 
therapy  for  a dose  of  ajiproximatel.v  4500  mg. 
hours.  This  do.se  was  varied  according  to 
the  number  of  iioints  of  application  avail- 
able. The  figure  rejiurted  is  an  average.  The 
techni(iue  of  treatment  is  full.v  described  in 
a previous  jiublication.-  Freliminarv  x- 
ra.v  theraji.v  is  advantageous  since  it  reduces 
the  bulk  of  the  cancer,  decrea.ses  va.scularit.v, 
(bleeding  usuall.v  sto])s  in  a week  or  two), 
and  deal’s  up  infection,  making  I’adium  in- 
sei’tion  easier,  .safer,  and  more  accurate.  In 
our  experience  a conti’action  of  the  vaginal 
aj)ex  never  I’csults  until  manv  weeks  after 
ladiiun  therap.v.  Man.v  post-menopausal  j)a- 
tients  present  themselves  with  a relativel.v 
contracted  or  rigid  vaginal  a))ex  ])rioi’  to  any 
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treatment.  Such  post-menopausal  contraction 
is  not  enhanced  by  x-ray  therapy. 

End  Results 

The  result  of  treatment  up  to  five  years 
is  known  in  all  eases  except  one  who  moved 
away  after  three  years  and  could  not  be 
traced.  Several  other  patients  have  been  lost 
since  the  five  year  i>eriod  and  are  presumed 
to  be  w’ell  unless  proven  otherwise.  Practical- 
ly all  ])atients  have  been  examined  periodic- 
ally; very  few  have  been  followed  by  mail, 
by  telei)hone  imiuiry  or  through  the  referring 
physician.  During  the  first  period  of  this 
.study  (1935-1939),  of  98  patients  treated,  50 
were  living  and  well  5 years  after  treatment, 
or  51%.  For  the  second  period  (1940-1944), 
of  110  patients  treated,  60  survived  in  good 
health  for  5 years,  or  55%.  In  the  third 
period  (1945-1949),  55%  of  the  patients 
treated  more  than  5 years  ago  (up  to  1947) 
remained  well,  and  many  of  the  others  sur- 
vive without  symptoms. 

From  our  past  exj)erience  with  recurrent 
or  residual  cancer,  it  is  anticij)ated  that  the 
final  survival  rate  in  this  third  period  will 
be  close  to  60%  five  year  survival.  Most 
deaths  from  cervix  cancer  occur  within  the 
first  two  or  three  years.  In  general,  the  five 
year  survival  rate  is  10%  to  15%  less  than 
the  three  year  survival  rate.  (Meigs®  & 
Hynes®).  Recurrent  cancer  after  5 year 
survival  has  been  quite  rare  in  this  series. 
To  date  it  is  less  than  5%  of  our  cases. 

Complications  of  Radiation  Therapy 

In  any  large  series  of  eases,  apart  from 
the  manifestations  of  recurrent  cancer,  cer- 
tain complications  may  occur.  Provided  ser- 
ious complications  are  not  too  fre([uent,  one 
is  justified  in  following  a plan  of  vigorous 
irradiation  of  so  lethal  a disease.  Frequent- 
ly patients  have  a moderate  colitis  or  proc- 
titis, with  or  without  blood  in  the  stools.  This 
usually  subsides,  but  occasionally  culminates 
in  a surgical  lesion  of  the  bowel ; that  is,  stric- 
ture or  perforation.  Among  the  355  cases 
reported,  there  were  9 surgical  lesions  pro- 
duced which  ref(uired  either  temporary 
colostomy  or  resection  of  the  bowel  for  re- 
lief. Many  other  patients  had  moderate  to 
severe  colitis  which  subsided  under  medical 
therapy  without  surgical  treatment.  Five 
deaths  are  directly  attributable  to  irradia- 


tion, either  from  bowel  injury  or  as  tlie  re- 
.sult  of  i)elvic  abscess  following  ui)on  the  ex- 
acerbation of  chronic  pelvic  inflammatory 
disease.  Several  of  the  bowel  conqilications 
in  this  series  were  reported  by  Spackman.'^ 

Injury  to  the  bladder  from  projier  irradia- 
tion of  cervix  cancer  is  relatively  rare.  In 
this  .series,  4 vesico-vaginal  fistulae  are 
thought  to  have  resulted  from  treatment.  At 
least  14  other  ])atients  developed  fistulae  be- 
tween bladder  and  vagina  or  between  bowel 
and  vagina  as  the  result  of  proven  uncon- 
trolled cancer.  It  is  well  known  that  the  nat- 
ural history  of  untreated  cancer  of  the  cervix 
is  the  development  of  fistulae  between  vagina 
and  neighboring  organs. 

Ureteral  obstruction  from  radiation  fibro- 
sis was  suspected  on  several  occasions  but 
always  jiroved  to  be  due  to  recurrent  cancer 
obstructing  the  ureter.  In  this  connection  it 
.should  be  noted  that  ])elvic  inflammatory 
disea.se  occurring  after  heavy  radiation 
therapy  may  produce  a frozen  jielvis  indis- 
tinguishable from  advanced  cancerous  infil- 
tration, excei>t  that  palliative  measures,  such 
as  colostomy,  pelvic  diathermy  and  the  like, 
gave  complete  symptomatic  relief,  and  long 
term  survival  disproved  the  clinical  impres- 
.sion  of  recurrent  cancer.  Stricture  of  the 
recto-sigmoid  may  occur  in  this  inflamma- 
tory reaction  to  treatment.  We  have  not  yet 
found  a case  of  benign  ureteral  stricture. 

Fracture  of  the  femur  has  been  reported 
as  a late  result  of  radiation  osteitis;  we  have 
never  had  this  occur,  jirobalily  because  the 
femur  is  not  irradiated  by  the  technic  we 
employ.  Pelvic  infection,  including  pyo- 
metra,  parametritis,  and  tubo-ovarian  ab- 
scess (particularly  the  flare  uji  of  a pre- 
existing salpingitis),  may  occur  following 
radiation  therapy.  In  our  first  series  there 
were  two  deaths  from  pyometra  wliich  was 
treated  by  hysterectomy.  Since  then  we  have 
leanied  that  conservative  mea.sures : such  as, 
repeated  dilatation,  intrauterine  irrigation, 
diathermy,  and  now  the  anti-biotics,  will  con- 
trol such  infections,  except  when  uncontrol- 
led cancer  persists.  A useful  agent  in  the 
treatment  of  post-radiation  slough  and  ne- 
crosis is  activated  zinc  peroxide  which  re- 
leases nascent  oygen  for  twenty-four  hour 
period  after  its  application  as  a paste  or  a 
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jKJwder,  and  helps  to  control  the  anerohie 
oi-franisms  usually  present. 

Si  KoiCAi,  Treatment 

To  date,  no  published  .series  of  sur<jieally 
treated  patients  ean  compare  with  the  results 
obtainable  by  <>;ood  radiation  therapy.  Prac- 
tically all  surgical  rejiorts  are  confined  to 
carefully  .selected  cases:  the  .stage  1 or  stage 
II  ca.ses  that  also  resi>ond  very  well  to  radia- 
tion therapy.  Total  abdominal  hysterectomy 
must  of  necessity  remove  the  cervix  and  the 
immediately  adjacent  tissues  with  oidy  a nar- 
row margin  because  of  the  jiroximity  of  blad- 
der, ureters,  rectum,  and  their  .supiiorting 
fa.seia,  blood  vessel.s,  and  nerves.  For  the  can- 
cer limited  strictly  to  the  cervix,  either 
hysterectomy  or  radiation  therapy  will  be  ef- 
fective. Once  the  cancer  has  invaded  the 
I>arametrial  and  jiaracervical  tissues,  radia- 
tion therajiy  offers  more  adeipnite  treatment 
than  hysterectomy,  and  who  can  tell  when 
such  invasion  has  begun?  Arneson®  has 
demonstrated  that  certain  cases  with  pelvic 
node  metastasis  are  controllable  by  x-ray 
therapy,  though  some  proponents  of  surgical 
theraiiy  argue  that  only  surgical  treatment 
can  cure  the  patient  if  lymph  node  metastasis 
has  occurred.  (In  j)ractice,  few  surgical  cures 
are  reiiorted  when  the  dis.sected  lymi)h  nodes 
are  positive  for  metastatic  cancer.^' 

However,  we  believe  that  there  is  a definite 
place  for  sui'gical  treatment  of  cervix  cancer; 
namely,  the  cancer  which  has  jiroved  itself 
to  be  resistant  to  irradiation  treatment,  or 
the  advanced  cancer  which  is  con.sidered  not 
amenable  to  i-adiation  therajiy.  Some  cases 
in  these  categories  we  think  may  be  curable 
by  truly  radical  surgery.  Total  hysterectomy, 
as  noted  above,  is  not  truly  radical  since  so 
many  potentially  invaded  ti.ssues  are  preserv- 
ed in  the  course  of  the  operation.  By  radi- 
cal lemoval  of  cervix  cancer,  we  mean  jielvic 
exenteration ; that  is,  en  bloc  removal  of 
bladder,  urethra,  uterus,  adnexa,  vagina,  and 
rc'ctum,  with  all  surrounding  ti.ssues  down  to 
the  endopelvic  fascia,  including  of  cour.se  the 
[lelvic  lymi)h  nodes  from  the  aortic  bifurca- 
tion downward.  The  ureters  may  be  implant- 
ed into  the  sigmoid  colon  above  the  colostomy 
left  by  proctectomy,  or  into  the  i.solated 
cecum,  if  a cecal  blader  is  devised,  or  brought 
out  to  the  skin  as  a cutaneous  ureterostomy. 


So  formidable  an  operation  is  ju.stified  only 
in  despei-ate  ca.ses  where  there  is  no  other 
l)rospect  of  cure  or  palliation.  At  present 
we  are  not  prepared  to  recommend  it  as  other 
than  a surgical  exiieriment,  until  .sufficient 
evidence  accumulates.  An  occasional  j)a- 
tient  has  been  so  treated  in  the  pa.st  four 
years,  but  no  long  follow-up  is  available.  On 
the  jire.sent  evidence  we  think  the  operation 
has  a place  in  the  therajiy  of  recurrent  cervix 
cancer  if  the  neces.sary  hospital  facilities  and 
surgical  skill  is  available.  Since  recurrent 
cervix  cancer  is  never  controllable  by  addi- 
tional radiation  therajiy,  radical  surgical 
treatment  is  indicated  in  such  cases. 

It  is  too  early  to  report  the  results  of  such 
radical  surgery  since  we  have  had  no  exper- 
ience with  it  prior  to  1948.  Suffice  it  to  .say 
that  several  of  my  a.s.sociates  have  attempted 
radical  cure  of  recurrent  cervix  cancer  in 
approximately  25  ca.ses.  (The  exact  number 
is  obscured  by  the  fact  that  similar  radical 
oiierations  were  performed  for  some  other 
varieties  of  cancer.)  The  operative  mortal- 
ity has  not  been  exce.ssive  in  our  opinion  (less 
than  2~)%)  and  there  are  7 .survivors  of  jicl- 
vic  exenteration  who  remain  in  moderately 
good  health  from  six  months  to  three  and 
one-half  years  since  operation.  Obviously 
any  definitive  analysis  of  pelvic  exenteration 
must  await  a much  longer  period  of  observa- 
tion. At  present  it  cannot  be  recommended 
for  the  routine  treatment  of  cervix  cancer, 
even  though  advanced  or  recurrent. 

In  general,  we  believe  that  adeipiate,  care- 
ful, thorough,  combined  radiation  therapy  is 
the  treatment  of  choice  for  cancer  of  the  cer- 
vix. Xo  doubt  total  hy.sterectomy  will  cure 
the  limited  cancer,  if  one  can  select  that  ca.se. 

I i radiation  will  cure  not  only  the  limited  can- 
cer. but  also  many  moderate  to  extensive  can- 
cers. When  cancer  recurs  (or  rather  re- 
mains) after  irradiation  or  hysterectomy, 
truly  radical  surgery  may  offer  a chance  of 
cure:  that  is,  i)elvic  e.xenteration.  It  is  our 
jiersonal  conviction  that  “radical  hy.steree- 
tomy, “ “Wertheim  hy.sterectomy,”  or  ‘‘hys- 
terectomy with  iliac  node  dissection”  offers 
little  more  than  total  hy.sterectomy.  If  the 
cervix  cancer  is  limited  to  the  cervix,  total 
hysterectomy  will  cure  it:  if  it  involves  the 
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parametrium,  irradiation  or  pelvic  exentera- 
tion may  cure  it. 

Summary 

(1)  Cancer  of  the  cervix  is  curable  in  its 
early  stages.  It  frequently  affects  young 
women  with  family  responsibilities.  The  diag- 
nosis is  easy  because  the  cervix  is  accessible 
to  palpation  and  inspection  and  biopsy  can 
be  done  in  the  office  without  ane.sthesia, 
sometimes  even  before  symptoms  appear. 
Papanicolaou  smear  tests  occasionally  reveal 
the  necessity  for  biopsy  of  the  apparently 
innocent  cervix.  Such  tests  should  not  be 
relied  upon  if  a grossly  visible  lesion  is  pres- 
ent and  available  for  biopsy. 

(2)  A consecutive  series  of  cases  pei’son- 
ally  treated  from  1935  to  1949  is  reported 
from  the  ]\Iemorial  Hospital  of  Wilmington, 
Delaware.  The  selection  of  cases  for  the  re- 
port is  described  and  tabulated.  Ward  and 
service  cases  are  included. 

(3)  The  importance  of  early  diagnosis  and 
treatment  of  cervix  cancer  is  discussed. 

(4)  Syphilis  is  considered  to  be  a possible 
etiologic  factor  in  the  development  of  cervix 
cancer. 

(5)  The  technic  of  combined  roentgen  and 
radium  therapy  is  described  and  the  results 
from  such  treatment  reported. 

(G)  The  complications  of  radiation  therapy 
and  their  management  are  discussed. 

(7)  The  role  of  radical  surgical  treatment 
is  mentioned  and  our  definition  of  truly  radi- 
cal surgery  and  the  indications  therefor  are 
presented. 

(8)  The  author  concludes  that  combined 
x-ray  and  radium  therapy  is  the  best  treat- 
ment for  most  cases  of  cancer  of  the  cervix 
uteri.  If  the  cancer  is  known  to  be  limited 
to  the  uterine  cervix,  total  hysterectomy  will 
cure  it.  If  its  exact  extent  is  unknown,  rad- 
iation therapy  offers  more  than  surgical 
treatment.  If  the  cancer  of  the  cervix  is  re- 
sistant to  radiation  therapy  (as  some  of  them 
are)  pelvic  evisceration  offers  a chance  of 
cure.  Total  hysterectomy  seems  to  offer  as 
much  as  the  semi-radical  operations  proposed 
for  the  treatment  of  cervical  cancer. 

1100  N.  Jackson  Street 
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CONTROL  OF  EDEMA  WITH  ELECTRO- 
LYTE THERAPY  IN  TWO  CASES 
OF  NEPHROSIS* 

Richard  A.  Neubauer,  1\I.  I)..** 
Wilmington,  Del. 

For  many  years  the  management  of  the 
nephrotic  syndrome  has  presented  a serious 
medical  problem.  Regimes  of  various  de- 
scriptions have  been  tried  with  little  lasting 
success  and  these  have  been  difficult  to  eval- 
uate because  of  spontaneous  diuresis  which 
characterizes  this  condition.^’  -■  ® Differ- 

ent authors  have  described  therapeutic  goals 
which  should  be  achieved  in  handling  these 
patients  and  all  agree  that  cure  of  the  basic 
disease  process  would  be  ideal.®  One  of  the 
most  limiting  features  of  the  disease,  how- 
ever, is  the  massive  edema  which  occurs  and 
often  is  incapacitating.  Should  relief  of  this 
edema  with  a regime  which  tended  to  inhi- 
bit its  recurrence  be  feasible  in  a good  num- 
ber of  cases  it  should  be  worthwhile  since  the 
patient  whether  child  or  adult,  could  then  for 
all  practical  purposes  lead  a normal  life. 

It  is  the  purpose  of  this  paper  to  report 
two  cases  of  the  nephrotic  sjmdrome  treated 
with  the  lactate  and  acetate  salts  of  sodium 
and  potassium  along  with  calcium  lactate  in 
ampho,iel.  The  cases  comprise  one  adult  and 
one  child  both  of  whom  were  rehabilitated. 

This  work  was  begun  in  order  to  further 
evaluate  the  extracellular  and  cellular  elec- 
trolyte abnormalities  in  chronic  renal  disease. 
Recent  tissues  analyses  in  the  nephrotic  syn- 
drome' and  in  advanced  renal  disease®  have 
shown  a iirobable  cell  deficit  of  potassium  with 
an  increase  in  cell  chloride  with  a slight  in- 
crease in  total  water  and  sodium.  Since  lac- 
tate is  a i)recur.sor  to  bicarbonate  and  since 
it  is  known  that  excess  chloride  and  bicar- 
bonate presented  simultaneously  at  the  distal 
tubules  of  the  dog  kidney  will  facilitate 
chloride  excretion,  lactate  was  used  with  sod- 
ium." Acetate  and  lactate  were  used  becau.se 
of  their  effect  on  renal  enzyme  transport  sys- 

•This  work  was  supported  by  a grant  from  the  United 
States  Public  Health  Service. 

“Director  of  Renal  and  Electrolyte  Research,  Memorial 
Hospital. 
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terns.'"’  " Ainpliojel  was  chosen  for  its  ac- 
tion on  pliosphates'-  and  ealciiiin  was  deemed 
necessary  to  protect  a<rainst  alkalosis,  as  sud- 
den cliaiifres  in  tlie  ('()=  frequently  occurred. 

I\1et  lions 

Both  cases  studied  were  believed  to  be  ex- 
amples ot  severe  glomerulonephritis.  Since 
the  nephrotic  .syndrome  is  often  character- 
ized by  remi.ssions  certain  criteiia  were  estab- 
lished to  determine  the  effect  of  the  therapy. 
Baseline  data  besiiles  establishing  the  diagno- 
sis included  several  days  to  .several  weeks 
electrolyte  excretion  oata  for  sodium,  potas- 
sium, and  chloride.  Should  the  urine  sod- 
ium be  hypotoidc  continuously  and  change 
only  with  the  administi'atiou  of  sodium  and 
should  the  occurrence  of  an  i.so-osmotic  urine 
occur  on  this  regime  with  clearance  of  edema, 
it  was  felt  that  the  electrolyte  therapy  was 
responsible.  This  was  validated  in  the  fol- 
lowing studies  of  sixmtaneous  diuresis  which 
showed  similar  clianges  with  no  therapy.  Thus 
both  cases  showed  little  .sodium  excretion 
initially  and  with  near  eipii-osmotic  .sodium 
levels  in  the  urine  cleared  edema.  Since  only 
reasonably  accurate  balance  data  was  obtain- 
able the  chemical  description  about  .serum 
and  urine  determination  of  electrolytes  corre- 
lated with  weight  changes  and  administered 
salts  will  be  presented. Chloride  was  de- 
terndned  hy  the  method  of  Schales  and 
Scliales.'^ 

('ase  1.  T.  0.  This  dl/o  year  old  white  male 
was  admitted  to  the  hospital  with  a ehief 
complaint  of  generalized  swelling.  There 

was  no  history  of  antecedent  infection,  but 
intermittently  three  months  Ixd'ore  admi.ssion 
the  patient  had  puffiness  of  eyelids  and  face. 
Two  weeks  before  admission  anasarca  was 
noted  and  a local  physician  found  4 -f-  al- 
bumin uria.  The  child  was  admitted  to  the 
hospital  for  diagnosis  and  treatment.  Phy- 
sical examination  reveah'd  a hlood  pressure 
170/70,  pul.se  110,  respirations  24.  There 
was  marked  edema  of  the  eyelids  and  puffi- 
ness ol  the  face  with  ascites  and  peripheral 
edema.  Cervical  nodes  were  jialpable  in  the 
neek.  Harsh  rhonci  were  heard  at  the  right 
base.  The  liver  and  s|)leen  were  paljiahle  and 
there  was  bilateral  edema  of  the  lower  ex- 
tremities. The  imi»res.sion  upon  admission  was 


the  nephrotie  syndrome  of  sub-acute  glomeru- 
lonephritis. 

Bahoi’atory  work  throughout  the  hospital 
stay  revealed  a marked  hypochromic  anemia, 
urines  with  a maximum  coneentration  of 
1.02S  with  a 4 albumin,  4-ir)  red  cells  and 
an  occasional  white  cell.  Total  proteins  were 
4.!)7  with  a 1 :1  albumin  globulin  ratio.  Max- 
imum cholesterols  were  418  mgm%.  Initial 
•sei  um  sodium  was  12S  ml’hi/L  with  a potas- 
sium of  4.7  mH(p  B.  Serum  chlorides  were 
lOo  mK(i/L.  The  jiatient  was  treated  with 
salt-free  dextro-malto.se  and  bed  rest  and  be- 
gan a sjiontaneous  diuresis.  After  five  days 
the  spontaneous  diuresis  stop|)ed  and  the  pa- 
tient was  begun  on  15  ml’ki  of  pota.ssium 
daily.  This  was  increa.sed  to  80  mK(i  within 
the  next  two  days.  At  the  peak  of  the  spon- 
taneous diuresis  the  patient’s  sodium  concen- 
tiation  in  the  urine  reached  170  niKq/L  but 
with  a low  serum  .sodium  the  diuresis  soon 
le.ssened  with  decreasing  urine  sodium  to  88 
ml’hi  L.  I’pon  potassium  therajiy  alone  the 
jiatient's  serum  sodium  gradually  reached 
normal,  but  the  serum  potassium  level  fell  be- 
low 4 mE(i  B.  The  patient  was  then  in- 
creased to  40  mlvi  potassium  acetate  daily 
and  although  no  marked  drop  in  weight  oc- 
curred a fluid  shift  was  evident  with  a com- 
plete disaiipearance  of  edema.  The  jiatient 
was  then  maintained  on  potassium  therapy 
for  the  next  several  months,  hut  this  appeared 
to  be  un.satisfactory  in  the  complete  control 
of  edema  since  pufl'ine.ss  of  the  face  and  espe- 
cially of  the  abdomen  was  noted  intemiittent- 
ly  more  fre((uently  accomiianied  by  infections. 
On  ])otassium  and  calcium  therapy  the  pa- 
tient's sodium  excretion  of  urine  ro.se  above 
200  mlvi,  and  four  months  after  the  initial 
admission  the  patient  was  juit  on  one  molar 
sodium  lactate  and  gradually  worked  up  to 
200  mE<i  daily.  Slight  edema  of  the  face 
was  noted  during  this  time,  but  this  grad- 
ually receded  and  for  the  last  nine  months 
the  patient  has  been  well  maintained  on  200 
mK(i  of  sodium  lactate  and  125  mK((  of  jx)- 
tassium  acetate  daily  along  with  4 grams  cal- 
cium lactate.  During  this  time  the  patient 
has  been  edema  free  and  has  been  leading  a 
noiinal  life.  Within  three  months  after  the 
initiation  of  .sodium  therapy  the  patient's 
urine  hecame  negative  for  albumin.  There- 
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after  because  of  a behavior  problem  tlie  pa- 
tient stopped  taking  his  medication  and  grad- 
ually accunndated  edema  and  the  proteinuria 
returned.  With  rehospitalization  the  i>atient 
again  took  his  medication ; the  edema  disap- 
])eared  and  the  patient  is  now  completely  re- 
habilitated at  home,  the  urine  now  being  al- 
bumin free. 

Case  2.  S.  T.  This  31  year  old  white  male 
had  been  hospitalized  in  various  naval  and 
Veterans  Administration  hospitals  for  a 22 
month  period  with  a diagnosis  of  the  nephro- 
tic syndrome  on  the  basis  of  chronic  glomeru- 
lonephritis. The  patient  had  fluid  retention 
nearly  all  of  the  time  with  massive  edema 
except  tor  several  diureses  which  occurred 
with  intravenous  albumin  therapy.  The  fluid, 
however,  returned  promptly  and  the  patient 
remained  incapacitated.  Frequent  infections 
also  complicated  the  picture.  Ba.seline  data 
was  begun  11-10-51.  The  patient  was  excret- 
ing a hypotonic  urine  clearing  about  30 
niEq  of  sodium  daily.  He  was  then  begun 
on  what  was  thought  to  be  one  molar  sodium 
lactate  with  increasing  doses  up  to  160  mEq 
per  day  with  20  mEq  one  molar  potassium  ace- 
tate and  8 grams  of  Calcium  lactate  in  am- 
phojel  (10%  solution)  daily.  Initially  the 
urine  concentration  of  sodium  came  up  to 
100  mE(i/L,  but  within  a matter  of  days 
dropped  back  to  40-50  mE(i/L.  During  this 
time  the  patient  lost  several  pounds  biit 
fluid  retention  again  occurred  and  the  pa- 
tient gained  about  10  pounds  of  weight  on 
therai)y.  The  medication  was  discontinued 
and  it  was  later  found  that  the  sodium  lac- 
tate was  other  than  one  molar.  The  patient 
in  the  meantime  received  several  transfusions 
and  on  continuous  potassium  therapy  and  bed 
rest  lost  all  of  his  edema  except  about  8 lbs. 
He  was  then  discharged  on  100  mEq  potas- 
sium acetate,  much  imiDroved  clinically.  He 
was  followed  at  weekly  intervals  and  in  April, 
1952  was  begun  on  increased  doses  of  one 
molar  sodium  lactate  until  a maximum  dose 
of  200  mEq  was  obtained.  This  time  the  pa- 
tient responded  very  favorably  and  the  urine 
concentration  of  sodium  has  gradually  come 
up  to  an  equi-osmotic  with  a disappearance 
of  all  edema  except  very  slight  intermittent 
I)uffiness  of  the  left  eye.  The  patient  is  now 


and  has  been  for  the  past  several  months  on 
unlimited  activity. 

Discussion 

In  1948  Fox  published  a detailed  descriji- 
tion  of  .serum  and  urine  electi'olyte  changes 
in  ne{)hrosis  treated  with  the  combined  .salts 
of  sodium  and  pota.ssium  acetate. He  was 
able  to  show  that  in  the  edematous  ])hase  of 
the  di.sease  there  was  a lowered  .serum  .sod- 
ium and  that  the  urine  was  hypotonic  for 
sodium.  He  suspected  then  a cell  deficit  of 
liotassium  and  later  further  clarified  it  with 
his  ti.ssue  analyses.'  Marked  negative  chlor- 
ide outputs  were  suspected  in  his  series  and 
these  often  ])receded  a diuresis  and  clinical 
improvement.  Potassium  ujitakes  were  com- 
mon. The  rationale  for  his  therapy  was  the 
lowered  extracellular  osmotic  pre.ssure  as  re- 
flected by  the  low  serum  sodium  and  the  cell 
cation  deficit  as  indicated  by  the  positive 
pota.ssium  ujitakes.  Precursors  to  bicarbon- 
ates were  chosen  because  of  the  work  of  Pitts 
who  demonstrated  that  excess  chloride  and 
Ihcarbonate  in  the  damaged  renal  tubules  of 
a dog  would  result  in  improved  chloride  ex- 
cretion.® Fox  reasoned  that  if  sodium  were 
given  the  serum  level  would  eventually  be 
raised,  although  iireceded  by  a drop  in  this 
level,  and  in  the  hematocrit,  indicating  a 
withdrawal  of  fluid  from  the  cellular  com- 
partment. !8hould  the  extracellular  osmotic 
piressure  be  raised  the  ionic  eipiilibrium  could 
be  reestablished  and  therefore  renal  function 
improved.’®  With  a larger  load  of  sodium 
as  lactate  a closer  to  an  iso-osmotic  urine  for 
sodium  could  be  forced  and  a more  psysio- 
logical  situation  reached.”  He  contended 
that  this  could  not  be  done  without  the  re- 
placement of  the  cell  cation  deficit  of  po- 
tassium as  added  sodium  may  well  migrate 
intracelhdar  to  rei>lace  this  lo.ss.’®  With  this 
method  he  was  able  to  mobilize  the  fluid  in 
most  of  his  eases,  and  with  the  continued 
administration  of  the  salts,  he  was  able  to 
pi'event  a recurrence  of  edema,  thus  allow- 
ing these  children  to  lead  essentially  normal 
lives. 

In  the  first  case  presented  an  equi-osmotic 
urine  was  accompanied  by  a spontaneous 
diuresis  but  when  the  serum  sodium  remained 
at  129  mEij/L  the  urine  sodium  also  dropped 
to  a low  of  13  mE(j/L.  At  this  point  a fluid 
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retention  phase  af>ain  oeeurreti,  but  with  the 
administration  of  potassium  aeetate  and  eal- 
eium  laetate  tlie  m ine  sodium  tiien  rose  to  a 
liijjli  of  1!)()  mH(i/L.  As  h'ox  predieted 
throusjhout  the  phases  of  diureses  the  ui'ine 
ehloride  values  were  hifjh,  at  times  reaehin*; 
200  mK(i/Ii.  In  the  follow-uj)  duriiifj  the 
past  year,  ])aitieularly  liefore  sodium  was  ad- 
ministered intemirreid  infections  produced 
slijrht  puffiness  of  the  face.  This  was  corre- 
lated with  a diminution  of  urine  .sodium  ex- 
cretion and  decreased  urinary  output.  When 
the  patient  was  finally  worked  ui)  to  full 
doses  of  sodium  lactate  intercurrent  infec- 
tions ])roduced  much  less  edema  and  urine 
sodium  did  not  chan<>e. 

In  the  .second  case  ])resented  it  is  of  note 
that  the  patient  had*  edema  with  a normal 
serum  .sodium  (ranfiiufi  from  13G-143  inHq/L 
over  the  first  week).  The  serum  potassium  was 
low  normal  duriii”-  this  period  beinp:  lielow 
4 mK(i/L  and  the  serum  chlorides  were  110 
mK(|/L.  Initially  before  therapy  the  urine 
.sodiums  fell  to  a low  of  11  mE(i/L,  but  the 
mine  outi)ut  remained  ade<iuate  beiii"  above 
2 liters  in  24  hours.  After  the  patient  gained 
edema  during  the  first  attempt  at  therapy 
the  serum  .sodium  fell  to  129  mE(i/'L  and  the 
.serum  chloiides  fell  to  95  mK(i/L.  Urine 
chlorides  excreted  in  this  case  remained  low 
lor  over  a five  months  period  and  recently 
have  returned  to  noirnal  of  about  150  mhki 
in  a 24  hour  period  with  an  intake  of  an 
average  of  45  niE<]  in  24  hours.  Recently 
the  urine  .sodium  values  have  been  between 
12()  and  154  mK(i/L.  The  (.'(i*  at  one  time 
reached  a peak  of  35  mE(i/L,  but  is  at  present 
normal,  as  is  the  entire  structure  of  the  extra- 
cellular fluid  in  regard  to  de.scribed  electro- 
lytes. 

SCMMAKY 

Two  cases  of  the  nephrotic  .syndrome,  one 
adult  and  one  child,  were  treated  with  the 
alkaline  .salts  of  .sodium,  pota.ssium  and  cal- 
cium. On  the  administration  of  these  .salts 
the  mine  sodium  reached  an  eciui-osmotie 
level  ;md  a diuresis  was  achieved.  In  the  child 
albuminuria  has  di.sappeared.  It  is  felt  that 
this  tyi>e  of  therapy  may  be  cpiite  beneficial 
in  the  handling  of  certain  jiatients  with  the 
nc|)hi()tic  .syndrome. 
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MEDICAL  SOCIETY  OF  DELAWARE 
Amendmenf  Adopted 
BY-LAWS 

The  lollowiiig  Aineiulnient  tor  the  booklet 
of  Hy-Laws  of  the  Medical  Society  of  Dela- 
ware was  adojited  by  the  House  of  Delegates 
oil  September  S,  1952.  Each  member  should 
jiaste  this  new  Amendment  in  his  cojiy  of 
the  Hy-Eaws. 

Page  10,  New  Amendment  to  Article  3, 
Section  (i — Dues  and  Asse.ssments.  Active 
members  of  this  Society  who  retire  from 
pi-actice  before  the  age  of  seventy  and  who 
derive  no  part  of  their  income  from  the  prac- 
tice of  medicine  shall  be  excused  from  the 
liaymeiit  of  annual  dues  or  special  as.sessments 
of  this  Soeiety.  provided  they  are  similarly 
excused  from  the  jiayment  of  dues  and  as- 
sessments of  their  component  county  soeiety. 

In  order  that  our  retired  membei-s  may 
i(*ceive  the  benefits  of  this  new  Amendment 
the  three  County  Societies  should  jiromptly 
adopt  a similar  Amendment  and  file  a copy 
of  same  with  the  E.xecutive  Secretaiy. 
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New  Publication  Date 

Ever  since  the  New  Serie.s  of  The  .Journal 
began  in  1929  the  publication  date  has  been 
the  twenty-fifth  of  the  current  month.  Now. 
at  the  request  of  the  State  Journal  Advertis- 
ing Bureau,  The  American  IMedical  Associa- 
tion’s department  that  procures  national  ad- 
vertising for  the  state  journals,  it  will  be  ad- 
vanced to  the  fifteenth  of  the  current  month. 
This  will  make  the  Delaware  .Journal  conform 
more  closely  to  the  schedule  already  in  use 
by  most  of  the  state  journals,  will  make  the 
national  program  of  the  various  advertisei*s 
more  uniform,  and  will  obviate  the  receipt 
of  The  Journal  after  the  current  month, 
which  has  happened  occasionally,  due  to  un- 
preventable  delays. 

Accordingly,  all  material  intended  for  pub- 
lication in  a given  issue  must  be  in  the  hands 
of  the  Editor  on  or  before  the  tenth  of  the 
previous  month,  instead  of  the  twentieth.  We 
hope  our  confreres  and  friends  will  bear  this 
in  mind  and  help  us  make  this  transition  as 
jiromptly  and  as  painlessly  as  iiossible.  Our 
thanks  in  advance. 


Did  You  Know? 

A majority  of  the  active,  private  physicians 
in  the  United  States  belong  to  the  Republi- 
can party.  Republican  doctors,  in  fact,  out- 
number Democratic  doctors  by  almost  2.5  to  1. 

This  is  revealed  in  the  current  (October) 
is.sue  of  Medical  Economics,  national  business 
magazine  for  physicians.  The  magazine  is 
])ubli.shing  the  results  of  a nationwide  .survey 
oi'  medical  practice,  based  on  a questionnaire 
sent  to  each  of  its  134,000  M.D.  readers. 

About  54  i>er  cent  of  the  doctors  surveyed 
said  they  were  Republicans;  22  per  cent  said 
they  were  Democrats;  the  remaining  24  per 
cent  classified  themselves  as  independents. 
Le.ss  than  1 per  cent  specified  affiliation  with 
minor  jiarties. 

Republican  i)hysician.s,  Medical  Economics 
says,  are  apparently  most  prevalent  in  the 
Oentral  and  Northwest  .sections,  where  they 
outnumber  Democrats  by  more  than  6 to  1. 
Even  in  the  so-called  ‘‘solid”  Southeast,  only 
half  call  themselves  Democrats.  A listing  of 
doctors’  politics  by  region  follows; 

Republicans  Democrats  Independents 


New  England  53%  11%  36% 

Middle  East  49  23  28 

Southeast  21  50  28 

Southwest  34  34  31 

Central  68  11  22 

Northwest  73  12  14 

Far  West  71  15  14 

All  U.  S 54  22  24 


(Sets  of  figures  do  not  always  equal  100  per 
cent  because  of  rounding.) 

According  to  the  siiiwey.  Republican  tend- 
encies are  strongest  among  eye,  ear,  nose,  and 
throat  specialists  (6.2  Republicans  per  Dem- 
ocrat), lea.st  strong  among  dermatologists  and 
among  psychiatrists  and  neuro-p.sychiatrists 
(1.5  Republicans  per  Democrat).  Half  the 
psychiatrists,  incidentally,  consider  them- 
selves independent  politically. 

Doctors’  political  views  vary  considerably 
according  to  income,  the  magazine  has  dis- 
covered. Among  physicians  who  net  in  the 
neighborhood  of  $5,000  a year,  there  are  two 
Republicans  for  every  Democrat.  Among 
those  netting  around  $30,000  a year,  there  are 
four  Republicans  per  Democrat. 

In  towns  of  under  5,000,  Republican  medi- 
cal men  outnumber  Democrats  2.8  to  1.  They 
hold  only  a 1.3-to-l  edge  in  cities  of  over  a 
million. 
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DELAWARE  ACADEMY  OF  MEDICINE 

Till'  liibrary  of  tin*  Dolawaiv  AcadcMiiy  of 
.Medicine  siM'ves  tlie  medical  and  dental  j)ro- 
fessions  in  the  following  ways: 

I .NFOK.MATiox  Skh  VICE.  This  service  is 
usually  by  tedephone,  such  as  an  addi-ess  of 
a doctor,  medical  school,  or  checkiiifr  on  refer- 
ence in  an  index,  etc. 

IxEEEKEXCE  SERVICE.  This  .sei'vice  includes 
selectin'*'  fi'om  the  Library  collections  the 
material  needed  for  infoi'ination  on  soim* 
subject,  or  for  the  preparation  of  a paper,  or 
for  the  reportin'*'  of  an  interestiii”'  case.  For 
this  s(*rvice  it  is  not  necessary  to  furnish  the 
Library  with  any  reference's,  only  to  indicate 
the  subject. 

liim.iooRAi’Hic  Service.  This  service  in- 
cludes the  compilation  of  l)iblio'>raphies  for 
any  phase  of  a subject  or  for  any  period 
of  years.  I>it)lio‘*raphies  of  some  interestiiii*' 
or  rare  subjects  are  kejit  on  tile  and  are 
brought  uj)  to  date  from  time  to  time  as  the 
need  arises. 

SpECiAE  I.VTEREST  SERVICE.  Fpoii  re(|uest 
of  a member  all  current  periodicals  as  they 
are  received  are  checked  for  articles  in  what- 
ever field  he  may  be  intere.sted,  and  is  noti- 
fied when  an  article  on  <jiven  subject  is  ]mb- 
lished. 

The  above  .services  i>iven  in  this  Library 
are  worthy  of  mention,  since  this  is  a field 
omitted  in  many  of  the  larjjer  libraries,  the 
readers  bein«'  required  to  <rather  all  their  own 
I'e  ferences. 

It  should  be  also  noted  that  material  is 
bein'*;  .sent  free  of  char'>e  to  all  members  re- 
sidin'*; outside  New  Castle  County. 

All  material  not  included  in  the  Library 
collections  can  be  obtained  throusjh  interli- 
bi'ary  loan  from  other  libraries.  Such  mate- 
rial can  be  secured  either  in  orijrinal  or  photo- 
static co|)y,  dependin'*'  on  the  member's 
jirefeience.  Such  material,  where  the  cost  of 
the  photostatic  cojiy  is  less  than  $1.00,  or  is 
material  published  in  the  current  year,  can 
not  be  secured  in  the  original  form.  All 
])hotostatic  cojiies  Ix'come  the  jiroiierty  of  the 
I'csjx'ctive  memlx'i's. 

The  Librai'y  is  ojicned  to  all  physicians, 
dentists,  residents,  and  interns,  but  only 


memlx'i's  of  the  .\cademy  aie  allowed  to  take 
material  out  of  the  Library. 

Libraiy  hours:  Daily  10  a.m.  to  b p.m. ; 
closed  Saturdays  and  Sundays.  Open  on 
eveninjis  of  meetiii'is;  consult  the  librarian 
for  exact  evenin<r  hours.  Telephone  2-2413. 


DELAWARE  ACADEMY  OF 
GENERAL  PRACTICE 

.\ll  physicians  are  invited  to  attend  the 
First  .Vnnual  Scientific  Session,  Saturday, 
December  (i,  19b2,  at  the  Delaware  Academy 
of  .Medicine,  Loverinji!:  Avenue  at  I'nion 
Street,  \Vilmin'*'ton.  There  is  no  re<risl ration 
fee. 

Frcxira.m 

9:00  a.m.  (ienei'al  .\ssembly  for  the  Trans- 
action of  Delaware  .\cademy  Husiness. 

10:30  a.m.  ().  Spur<*:eon  Fn<ilish,  M.  1)., 
Professor  of  Psychiatry,  Temple  Fnivei'sity — 
“The  Relation  of  (iood  Parental  Care  to  the 
Prevention  of  P.sychosomatic  lllne.ss." 

12:00  N(xm-  Luncheon.  Subscrijition  $1.00. 

1:30  p.m.  Louis  Krause,  i\L  1).,  Profes.sor 
of  .Medicine,  I’niversity  of  .Maryland — “Med- 
icine and  the  Bible.” 

2:4b  p.m.  dulius  Pomeranze,  .M.  I).,  Clini- 
cal Assistant  in  Medicine,  New  York  iVIedical 
Colleii'c  — “Diafinosis  and  Treatment  of 
Atherosclerosis.  ” 

4:00  p.m.  Philip  Thorek,  .M.  1).,  Clinical 
.\ssistant  Professor  of  Sur<*;ery,  I’nivei'sity  of 
Illinois,  College  of  Medicine — “The  Acute 
Abdomen.'' 

b:lb  p.m.  Film,  “Tele-Clinic  of  the  19b2 
Scientific  Se.ssion  of  the  A.  A.  (L  P. '’  Cour- 
tesy of  WvETIl,  I.Xt'ORI'ORATEl). 

7 :00  ]).m.  Cocktails  and  Annual  Banquet, 
Kent  .Manor  Inn.  Subscription  $lb.00  jier 
couple. 

(iuest  Speaker — R.  B.  Robins,  .M.  I).,  Pres- 
idi'id  of  the  A.  .\.  ( 1.  P. 

Installation  of  Ofl'icers  for  19b3. 

Special  program  planned  for  your  ladies. 


There  were  92  jier  cent  more  fatal  accidents 
on  icy  roads  last  year  than  in  19b0. 


Three  out  of  four  motor  vehicles  involved  in 
19bl  accidents  were  ])assen<rer  cars. 
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Aubray  C.  Smoot,  ]\I.  D. 

Dr.  Aubray  C.  Smoot,  of  Georgetown,  died 
suddenly  on  August  16,  1952,  following  a 
heart  attack. 

Dr.  Smoot,  a practicing  physician  in 
Georgetown  since  1930,  was  the  son  of  the 
late  Rev.  Trust  on  C.  Smoot  and  Fannie  Grif- 
fith Smoot.  lie  was  born  in  Felton  in  1898 
while  his  father  was  serving  as  pastor  of  the 
^Methodist  Clmrch  there. 

After  graduating  from  Western  ^Maryland 
College  where  he  received  his  bachelor's  de- 
gree, Dr.  Smoot  taught  in  the  prep  school 
there  for  several  years.  He  majored  in 
pharmacy  in  the  Philadelphia  College  of 
Pharmacy,  then  entered  the  University  of 
^Maryland  Medical  School,  graduating  with  an 
M.D.  degree  in  1928. 

For  two  years  before  coming  to  George- 
town, he  was  associated  with  Dr.  Julius 
Friendenwald,  a Baltimore  stomach  special- 
ist. A member  of  Xanticoke  Lodge  172,  F&M 
of  Federalsburg,  Md.,  and  of  Hope  Chapter 
7,  Royal  Arch  Masons,  of  Georgetown,  Dr. 
Smoot  was  an  active  member  of  Wesley  Meth- 
odist Church  in  Georgetown  and  was  a mem- 
ber of  Sussex  Post  8,  American  Legion. 

A AVorld  War  I veteran,  Dr.  Smoot  was 
president  of  the  Georgetown  Special  School 
District  for  three  years  and  was  physician 
of  the  Sussex  Comity  Prison  since  1934.  One 
of  the  oldest  members  of  the  Indian  River 
Yacht  Club,  Dr.  Smoot  was  commodore  for 
the  club  for  the  1949-50  year.  He  was  a 
former  member  of  the  Georgetown  Kiwanis 
Club. 

He  is  survived  by  his  wife,  the  former  Elea- 
nor A^irginia  Norris;  two  sons.  Dr.  Aubray 
C.  Smoot,  Jr.,  an  intern  in  the  Delaware  Hos- 
pital in  AA^ilmington,  and  Lt.  (jg)  AVilliam 
Norris  Smoot,  aboard  the  aircraft  carrier 
LASS  Princeton  in  the  Pacific;  two  brothers. 
Dr.  Alerrill  C.  Smoot  of  Hagerstowm,  Md., 
and  Ralph  Smoot  of  Fordyce,  Ark. 

Funeral  services  were  held  on  August  19, 
1952,  with  burial  at  Denton,  Aid. 


How  Many  Voted  Recently? 

Australia  96  ]ier  cent 

Belgium  90  per  cent 

Italy  89  per  cent 

Great  Britain 82  per  cent 

Sweden  80  per  cent 

France  75  per  cent 

Canada  74  per  cent 

Israel  72  per  cent 

Japan  70  per  cent 

United  States 51  per  cent 


Now  Will  You  Vote? 

New  A'ork,  October  2 (INS) — The  Greek’s 
had  a word  for  it ! 

The  word  was  ‘ ‘ idiotes,  ’ ’ meaning  citizens 
who  did  not  take  part  in  public  voting.  The 
English  “Idiot”  stems  from  it. 


THE  ONIA'  AALAA'  TO  HAA^E 
GOVERNAIENT  BA'  THE  PEOPLE 

Is  to  Have 

VOTING  BA'  THE  PEOPLE  ! 


BOOK  REVIEWS 

Bacitracin — A Review  and  Digest  of  the 
Literature  Uii  to  and  Including  January,  1952. 
Cloth.  Pp.  127.  New  York;  Research  Division, 

S.  B.  Penick  & Company,  1952. 

The  purpose  of  this  book  is  to  make  avail- 
able for  use  by  the  pharmaceutical  industry 
a review  of  the  data  which  have  accumulated 
on  the  clinical  usefulness  of  bacitracin  and 
to  direct  attention  to  the  wide  potential  of 
this  drug  based  upon  its  known  simergistic 
action  with  other  antibiotics. 

The  wide  publicity  and  distribution  of  the 
generally  accepted  antibiotics  has  given  little 
incentive  to  the  physician  to  investigate  the 
outstanding  effectiveness  of  bacitracin  in 
pyogenic  skin  infections,  open  wounds,  eye 
infections,  nasal  infections,  acute  and  chronic 
amebiasis,  dysentery,  and  widespread  system- 
ic staphylococcic  and  certain  streptococcic 
and  pneumococci  infections. 

A complete  bibliography  is  given. 
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Clinical  Heart  Disease.  By  Samuel  A.  Le- 
vine, .M.I)..  Clinical  Professoi’  of  Medicine, 

Harvai’cl  Medical  School.  4th  edition.  P)3. 

550,  with  192  figures.  Cloth.  Price  .$7.75 

Philadelphia:  \V.  H.  Saunders  Company  1951. 

Without  losing  tlie  charm  of  previous  edi- 
tions, this  excellent  text  has  been  brought  up 
to  date.  Anticoagulants,  advances  in  the  eval- 
uation and  treatment  of  congenital  heart  dis- 
ease, and  the  role  of  cardiac  surgery  are  giv- 
en pr()j)er  emphasis.  Almost  two  hundred 
pages  are  devoted  to  a complete  revision  of 
the  discussion  of  electrocardiography,  includ- 
ing unipolar  and  precordial  leads.  Finally, 
a few  ])ages  are  devotetl  to  i)honocardiog- 
raphy. 

As  important  as  are  the  advances  in  tech- 
nical knowledge,  these  are  perhaps  over- 
shadowed by  the  pensonal  observations  and 
practical  teachings  of  the  author.  The  chap- 
ters on  rheumatic  fever,  angina  jiectoris  and 
coronary  thrombosis,  and  hyjiertensive  heart 
disease  and  arteriosclerosis  merit  the  atten- 
tion of  all  jiliysicians. 

Since  the  work  is  ba.sed  upon  the  author's 
life-long  observations,  together  with  those  of 
his  many  friends  who  are  leaders  in  the  field 
of  cardiology,  a bibliography  is  neither  neces- 
.sary  nor  desirable. 

The  publishers  are  to  be  commended  upon 
the  continued  excellence  of  their  art. 


Principles  of  Refraction.  By  Sylvester  Judd 
Beach,  M.D.,  Chief  Ophthalmologist,  Portland 
(Maine)  City  HosiJital;  Past  President,  Amer- 
ican Oi)hthalmological  Society.  Pp.  158.  Cloth. 
Pi’ice,  $4.00  St.  Louis:  C.  V.  Mosbv  Companv, 
1952. 

Knowing  the  interest  and  enthusiasm  Dr. 
Beach  has  had  in  refraction  it  has  been  a 
j)leasure  to  read  his  book.  His  novel  way  of 
l>re.senting  his  ideas  makes  the  reading  fas- 
cinating and  illuminating.  Who  else.  Dr. 
Bancaster  a.sks  in  his  introduction,  would 
have  thought  of  illustrating  and  driving  home 
the  problems  of  image  formation  of  cylindri- 
cal lenses  and  the  way  astigmatic  eyes  see 
things  by  the  homely  example  of  a glass  of 
water  for  a cylinder  and  the  window  bars  as 
test  objects  ? 

llefraction  as  ixiinted  out  by  Beach  is  the 
deflection  from  its  path  of  a ray  of  light  on 
pa.ssing  from  a medium  like  air  to  one  of 


liifi’erent  density  such  as  glass.  Since  we  are 
able  to  fit  lenses  to  remedy  the  deviation  of 
the  optical  .system  of  the  eye  from  standard, 
the  name  refraction  has  been  made  to  include 
the  examination  of  eyes  for  glas.ses. 

Ocular  Neurosis,  the  final  chapter,  with  case 
histories  and  actual  treatments,  is  a valu- 
able contribution  toward  understanding  and 
treating  psycho.somatic  patients  wlio  come 
with  eye  complaints. 

Dr.  Beach  has  the  ability  to  convey  his 
thoughts  to  others  and  in  plain  and  under- 
.standing  language  makes  the  subject  matter 
clear. 


Diagnostic  Bacteriology.  By  Lsabelle  G. 

Schaub,  A.B.,  and  M.  Kathleen  Foley,  .M.A. 

Fourth  Edition.  Cloth.  Pp.  356.  Price,  $4.50. 

St.  Louis:  C.  V.  Mosby  Company,  1952. 

This  is  an  up-to-date  ])resentation  of  prae- 
tical  methods  for  the  isolation  and  identifi- 
cation of  ])athogenic  bacteria.  With  the  de- 
velopment of  antibiotics  and  antibacterial 
chemotherapeutic  agents,  it  is  imperative  for 
the  physician  to  know  what  type  of  organism 
he  is  dealing  with  before  the  proper  drug  is 
selected. 

The  book  discusses  Bacteriological  Methods 
and  Diagnosis,  Determination  of  the  Sensi- 
tivity of  Bacteria  to  Antibiotics,  Serologic 
Diagno.sis,  ]\ledia.  Stains  and  Staining  Tech- 
nic pies,  Heagents  and  Tests.  A complete  sub- 
ject index  ends  the  book. 

It  may  be  used  in  liberal  arts  colleges  and 
universities  as  a text  in  undergraduate 
courses  in  medical  bacteriology,  in  the  highly 
specialized  courses  offered  by  the  vanous 
schools  training  laboratory  technicians,  and  at 
Ihe  graduate  level  in  professional  .schools. 

This  book  is  iirinted  on  good  paiier,  with 
easily  read  type. 


.Medical  Aspects  of  Civil  Defense.  Siionsored 
by  the  Council  on  National  Emergency  Med- 
ical Service  of  the  A.M..A.  Pajier.  Pp.  130. 
Price  25  cents.  Chicago;  .A.M..A.,  1952. 

These  ten  articles  which  have  appeared  in 
.I.A..M.A.,  have  now  been  reproduced  in  book- 
let form.  These  articles  are  of  genuine  in- 
terest to  the  medical  i)rofe.ssion  and  the  gen- 
eral public,  and  we  arc,  therefore,  intere.sted 
in  publicizing  its  availability  as  widely  as 
])ossible. 
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THERAPEUTIC  GOALS  IN  THE 
NEPHROTIC  SYNDROME* 

IjEE  K.  Park,  ]\I.  D.** 

I’pton,  N.  Y. 

With  the  development  of  clinical  methods 
for  physiolos>'ical  evaluation  of  disease  status 
there  has  come  into  existence  an  embarrassing- 
ly rich  store  of  j)rocedures  from  which  the 
l)hysician  must  make  a choice.  In  a disease 
elu'oinc  in  nature  but  subject  to  a multiplici- 
ty of  complications,  this  choice  may  be  not 
only  difficult  but  of  considerable  importance 
to  the  future  welfare  of  the  ])atient.  A few 
years  ago  treatment  for  a nei)hrotic  patient 
was  chiefly  expectant  together  with  some 
dietary  sui)ervision.  Today  this  passive  ap- 
])roach  has  frecpiently  l)een  superseded  by 
repeated  flurries  of  active  therapy  .sometimes 
without  any  overall  plan  of  attack.  It  is  my 
belief  that  better  results  will  be  obtained  if 
in  each  instance  the  physician  will  determine 
his  immediate  objective  together  with  the 
criteria  which  will  determine  when  and  if 
that  goal  has  been  attained.  This  immediate 
objective  should  then  be  reviewed  in  light  of 
the  total  treatment  plan  so  that  the  i)hysician 
will  be  })repared  for  any  and  all  eventualities. 

Sinee  edema  is  usually  the  manifestation 
of  the  disease  which  drives  the  i)atient  to 
seek  medical  assistance,  we  may  begin  our  dis- 
cussion with  this  topic.  Time  will  not  permit 
any  review  of  the  i)o.ssil)le  causative  factors 
in  nephrotic  edema  beyond  the  general  state- 
ment that  in  these  patients  there  is,  among 
other  factors  present,  a decrea.sed  plasma 
oncotic  i)re.s.sure  by  virtue  of  a severe  hypoal- 
buminemia  and  there  is  an  a]>pareut  loss  of 
control  limiting  the  reabsorption  of  sodium 
by  the  kidney  tubule.  ^Measures  to  reduce  the 
edema  are  aimed  usually  at  increasing  the 
])lasma  oncotic  ])re.ssure  and  increasing  the 
renal  excretion  of  sodium.  Is  the  elimination 

**Chairman.  Medical  Department.  Physician-in-Chief, 
Hospital.  Brookhaven  National  Laboratory. 

•Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  9,  1952. 


of  edema  per  se  a necessary  prelude  to 
longevity  or  recovery  in  these  patients?  From 
extensive  observation  over  a number  of  yeai's 
it  is  my  belief  the  answer  to  this  (piestiou  is 
no.  Categorical  proof  cannot  be  adduced  to 
support  this  .statement  but  clinical  observa- 
tion accomj)anied  by  a battery  of  i)hysio- 
logical  and  biochemical  tests  strongly  suggests 
that  edema  i>er  se  has  no  influence  on  the 
course  of  the  disease  either  malevolent  or 
beneficent.  This  is  not  to  .say  we  .should  not 
strive  for  elimination  of  edema  under  certain 
circumstances  but  merely  that  under  most 
conditions  failure  to  remove  edema  or  sue- 
ce.ss  in  eliminating  it  is  not  nece.ssarily  a step 
toward  absolute  recovery. 

When  fluid  gathers  in  the  chest  to  an  ex- 
tent that  it  severely  interferes  with  respira- 
tion or  embarrasses  the  heart  it  must  be  re- 
duced in  this  locale  for  j)reservation  of  life. 
Extensive  i>eripheral  edema  and  ascites  on 
the  other  hand  usually  carries  no  signifi- 
cant threat  to  life  and  thus  does  not  always 
re(iuire  our  fii'st  efforts.  However,  there  may 
be  comi)elling  social  reasons,  nearly  as  valid, 
for  elimination  of  edema  in  a patient.  The 
problem  of  nursing  care  may  bulk  enormous 
becau.se  of  ma.ssive  edema ; the  patient  may 
be  the  breadwinner  of  the  family  and  the 
continued  existence  of  the  family  grou])  may 
be  dependent  upon  his  efforts;  the  preserva- 
tion of  the  home  may  recpiire  the  patient's 
active  particii)ation  in  fannly  life,  as  for  the 
mother;  the  costs  of  prolonged  hospitaliza- 
tion may  be  threatening  to  demoli.sh  the  eco- 
nomic foundations  of  the  family.  All  of  the.se 
reasons  may  be  good  and  sufficient  cause  for 
efforts  to  eliminate  the  edema.  Whatever  the 
reason  for  si)ecific  thera]>y,  the  physician 
should  be  aware  that  thusfar  the  accepted 
methods  of  edema  control  in  general  leave 
the  cause  of  the  disease  untouched,  and  al- 
though the  physical  appearance  of  the  patient 
may  have  been  altered  in  a mo.st  dramatic 
fashion  the  ])roblem  of  recovery  from  the 
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(lisi‘:isi‘  process  icmaiiis.  Tliis  fact  lias  lu*- 
cuine  ohsciuvd  hecaust*  with  lecovciy  tlu*  pa- 
tiont  does  indeed  lose  his  eilenia  as  he  loses 
othei’  evidenees  of  the  disease.  Hut  the 
diuresis,  far  from  heinjr  the  iueitiiiji:  event  in 
startiiifi  reeovery,  is  merely  one  apjiarent 
manifestation  of  reeovery  and  can  oeeur  ae- 
tually  tinder  eonditions  in  whieh  a more  .seri- 
ous state  of  the  disease  may  e.xist  followinfj; 
it  than  before  it.  One  must  appreeiate  this 
fael  or  evaluation  of  his  therapeiitie  efforts 
may  well  lead  him  into  disaiipointments  that 
are  unneeessary. 

A second  area  where  a wealth  of  materials 
is  available  for  therapy  is  in  the  control  of 
infection.  First  we  had  the  sulfa  dru<>:s,  then 
lienieillin  and  now  a "reat  variety  of  anti- 
biotic afients  stock  the  shelves  of  all  our 
])harmacies.  Infection  to  a neiihrotic  jiatient 
is  always  serious.  It  may  result  in  death  with 
bacteremia  or  the  immediate  complication 
may  resolve  only  to  be  followed  by  a sharp 
reduction  in  renal  function.  Not  all  antibi- 
otics have  the  same  de<>:ree  of  usefulness  in 
these  patients.  The  dan«;ers  of  the  sulfa  drujrs, 
first  toward  the  hemopoietic  system  and  sec- 
ond, toward  the  kidney  are  known  to  all  of 
you  and  I shall  say  little  about  them  e.xcejit 
that  we  must  be  circums])cct  in  their  use  in 
the.se  iiatients.  Penicillin  in  its  almost  com- 
plete absence  of  to.xic  effects  stands  alone 
amon<j  the  antibiotics.  It  can  be  u.sed  with 
safety  at  all  times  and  for  all  dosafjes.  Peni- 
cillin, however,  has  a restricted  bacterial 
s|>ectrum  and  today  many  of  the  orjianisms 
causiii":  infection  are  of  a species  not  su.scep- 
tible  to  ])enicillin  so  other  antibiotics  must 
be  us(“d.  Aureomycin  affects  a wide  i-ange  of 
oifianisms  but  aureomycin  freipiently  causes 
nausea,  vomitin<i  and  diarrhea.  These  mani- 
festations of  to.xicity  of  the  dru<;  for  the 
<>ast I'o-intestiiial  tract  may  result  in  severe 
complications  for  a jirecariously  balanced  jia- 
tient  with  the  nejihrotic  syndrome.  Vomitinjr 
and  diarrhea  are  freipiently  dreaded  visitors 
to  the  nephrotic  individual  and  by  them.selves 
may  cause  such  severe  imbalance  as  to  result 
in  death.  Streptomycin  may  cause  a sharp  re- 
duction in  ri'iial  function,  a property  1 have 
not  .seen  in  the  other  antibiotics.  Despite  cer- 
tain contia  indications  situations  may  arise 
when  a calculated  lisk  is  necessary  and  ad- 


vi.sable.  When  such  is  the  case  the  physician 
must  shoulder  his  resjionsibility  and  so  direct 
the  mana<rement  of  his  patient  that  warnin»:.s 
of  untowai'd  effects  will  be  immediately  ap- 
pai'cnt  to  him.  Fifteen  years  afro  the  more 
serious  of  these  comiilicatinfj  infections  were 
neaily  always  cau.sed  by  the  pneumococcus. 
Duriiifr  the  past  five  years  imeiimococcal  in- 
fections have  become  a rarity  in  my  clinic 
while  infections  due  to  F.  C’oli,  Pi'oteus  vul- 
•raris  and  similar  oifranisms  have  increased 
correspondinfjly.  This  means  that  a variety 
of  antibiotic  a<;ents  must  be  kept  at  hand 
ready  for  u.se  at  all  times  to  secure  the  most 
effective  result  in  the  shortest  po.ssible  time. 

The  spectre  of  starvation  is  a constant  com- 
panion of  the  nephrotic  patient.  These  indi- 
viduals are  depleted  in  body  protein,  caiiri- 
cious  in  ajijietite,  afflicted  with  repeated 
nau.sea  and  in  some  instances  vomitiiifr.  Kf- 
forts  to  lestore  iilasma  and  body  proteins  to 
noiinal  by  feeding  hifrh  jirotein  or  hifrh  car- 
bohydrate diets  have  been  consistently  un- 
succe.ssful.  Arbitrary  chaiifies  in  the  diet  de- 
siuned  to  furnish  a presumed  better  mixture 
to  the  patient  are  usually  followed  by  loss  of 
apjietite  and  extensive  food  refusals.  It  is 
more  important  to  maintain  the  caloric  in- 
take of  the  patient  than  to  maintain  any 
•jiven  distribution  of  foodstuffs  between  jiro- 
tein,  carbohydrate  and  fat.  When  the  jisycho- 
lofrical  desire  for  food  can  be  stimulated,  the 
patient  will  as  a rule  take  a satisfactorily  dis- 
tributed diet  and  the  maintenance  of  caloric 
(‘(piilibrium  is  more  easily  attained.  Force 
feediii”:  of  any  kind  will  not  force  synthesis 
of  cell  jirotein  and  may  by  exacerbation  of 
nausea  lead  to  the  leverse.  Our  dietary  <>:oal 
then  .should  be  to  maintain  caloric  eiiuilib- 
rium  by  feedinii:  natural  foods  with  a rich 
and  varieirated  vitamin  su])plement  and  to 
meet  in.sofar  as  possible  food  whims,  dislikes 
and  cravings  of  the  patient. 

The  [isyche  of  the  patient  must  not  be  over- 
looked. He  must  be  <iiven  all  possible  help  in 
ad.justin”:  his  life  to  the  limitations  impo.sed 
by  his  di.sease  and  he  must  be  a.ssisted  con- 
tinually in  developing;  a way  of  livin';  which 
is  compounded  of  a rea.sonable  hojie  for  the 
future  with  a reco*;nition  of  the  present  limits 
of  thera|)cutic  effect  ivene.ss.  This  mainte- 
nance of  a will  to  live  must  be  encouraged  in- 
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clividiially  and  the  successful  approach  will 
be  as  varied  as  the  personalities  of  the  ])a- 
tients  involved  and  their  families.  Within  this 
limited  framework  a great  deal  can  be  ac- 
complished. 

To  me  the  most  important  and  the  one  over- 
riding requirement  in  the  treatment  of  the 
disease  is  a maintenance  of  .satisfactory  kid- 
ney function  at  all  times.  Although  there  are 
many  situations  in  which  the  capacity  of  the 
kidney  to  respond  rapidly  to  the  therapeutic 
assistance  is  markedly  limited,  this  should 
not  serve  as  an  excuse  for  not  carrying  out 
supportive  therapy,  as  in  some  instances 
evaluation  of  the  situation  may  be  faulty  and 
intensive  sujiportive  therapy  may  permit  a 
patient  another  opportunity  for  recovery  or 
for  satisfactory  jirolongation  of  life.  Except 
in  the  most  desperate  of  self  limited  complica- 
tions, all  therapy  should  be  interdicted  which 
may  have  a deleterious  effect  on  the  kidney. 
This  does  not  mean  that  one  cannot  use  a 
treatment  such  as  a very  low  protein  diet 
which  may  be  accompanied  by  a lower  level 
of  kidney  function  because  of  decreased  de- 
mands, yet  it  does  mean  that  maintenance  of 
kidney  function  at  its  maximum  cajiacity  is 
not  always  the  best  course  to  follow  even 
when  renal  function  is  reduced.  When  severe 
acidosis  develops  it  should  be  vigorously  com- 
batted and  every  effort  should  be  made  to 
prevent  excessive  reduction  in  blood  carbon 
dioxide  content.  Some  measure  of  renal  func- 
tion must  be  carried  out  at  intervals  to  permit 
evaluation  of  the  regimen  on  which  the  pa- 
tient has  been  placed.  I have  found  the  urea 
clearanee  test  the  most  useful  procedure  for 
this  })urpose.  Any  clearance  test  may,  of 
course,  be  used  but  technically  the  inulin, 
])ara-amino  hippurate  and  similar  clearances 
are  much  more  difficult  and  expensive  than 
is  the  urea  clearance  test.  Observations  of  the 
urinary  sediment,  urinary  protein  and  urin- 
ary specific  gravity  corrected  for  proteinuria, 
are  useful  adjuncts  but  cannot  serve  the  same 
I)urpo.se  as  clearance  tests  repeated  over  in- 
tervals of  time. 

Some  of  the  more  ]iopular  present  treat- 
ments I have  not  yet  discussed  because  they 
do  not  fall  into  a single  category  of  disease 
control.  The  administration  of  coneentrated 
plasma  or  salt  poor  albumin  is  such  a treat- 


ment. When  this  therapy  is  carried  out  we 
are  endeavoring  at  one  time  to  increase  the 
plasma  oncotic  pre.ssure,  relieve  edema  and 
provide  a measure  of  ])rotein  nutrition.  In  an 
extensive  series  of  cooperative  observations 
with  the  American  Red  Cross  at  the  end  of 
the  war  it  was  our  finding  in  common  with 
all  participants  that  administration  of  salt 
poor  albumin  in  adequate  amounts  results  in 
a significant  diuresis  in  one  out  of  two  tries 
statistically.  That  is,  in  any  series  of  i>atients 
so  treated  about  one  half  of  the  patients  will 
diurese  after  a single  course  of  albumin,  and 
following  repeated  administration  of  albumin 
to  a single  patient  a diuresis  will  occur  in 
about  half  the  cour.ses.  There  is  no  evidence 
that  this  procedure  in  any  way  provoked  a 
recovery  in  patients  so  treated  and  it  is  my 
belief  that  in  our  patients  so  treated  there 
may  have  occurred  at  least  transitory  set- 
backs toward  ultimate  recovery  even  though 
symptomatic  relief  was  obtained.  The  exces- 
sive proteinuria  resulting  from  this  treat- 
ment is,  I believe,  potentially  harmful,  though 
in  each  patient  certain,  as  yet  unknown,  con- 
ditions are  nece.ssary  to  permit  this  to  become 
evident.  The  gradual  abandonment  of  this 
treatment  is  further  testimony  to  its  ef- 
fectiveness in  establishing  permanent  im- 
provement. When,  however,  one  is  confronted 
with  a marked  reduction  in  blood  volume,  ad- 
ministration of  iilasma  or  albumin  may  be 
an  important  first  step  in  overcoming  this  de- 
ficiency until  whole  blood  is  available. 

During  the  past  three  years  there  has  ac- 
cumulated a good  deal  of  data  on  the  effects 
of  ACTll  when  given  to  nephrotic  patients. 
The  one  effect  which  has  been  repeatedly  em- 
phasized has  been  the  loss  of  edema.  The  in- 
cidence of  diuresis  following  ACTll  admini- 
stration appears  to  be  greater  than  that  which 
followed  salt  poor  albumin  administration. 
Following  one  course  of  ACTll  the  incidence 
of  diuresis  has  been  placed  as  high  as  82  per- 
cent of  patients  by  Rapoport,  Baniett  and 
co-workers.  Riley  in  an  equally  carefully 
.studied  group  had  just  under  2 3 of  his  pa- 
tients respond  with  a diuresis.  The  effects  of 
ACTll  on  renal  function  have  not  been  clear- 
ly established.  Some  studies  suggest  an  in- 
crease in  renal  clearances  following  diuresis 
whereas  others  show  no  significant  change.  It 
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is  ol)vious  that  no  sinjrle  response  in  renal 
I'unetion  follows  ACT  11  administration.  There 
is  likewise  a variety  of  data  on  the  effects  of 
ACTll  on  the  level  of  the  plasma  proteins. 
In  several  series  of  patients  apparent  re- 
covery has  occurred  in  some  few  while  others 
have  continued  dowidiill  to  death.  Sufficient 
time  has  not  elapsed  since  the  work  with 
ACTll  hefran  for  a real  evaluation  of  its 
place  in  the  therapy  of  the  nei>hrotic  syn- 
drome. .Most  reports  have  emphasized  its  di- 
uretic effects  hut  even  in  the  more  optimistic 
of  these  the  incidence  of  edema  free  ])atients 
is  not  lai'fter  than  we  have  obtained  usin<;  the 
more  cla.ssical  dietary  i)rocedui'es  but  recpiir- 
in»:  .somewhat  fjreater  time  intei'vals  to  effect 
the  therapeutic  result.  A<rain,  recovery  sta- 
tistics from  ACTll  treated  patients  are  not 
sifriiificantly  <>:reater  at  this  time  than  has 
been  our  e.\i)eiience  over  the  same  time  in- 
terval in  i)atients  not  receivin*r  At'TlI.  The 
drama  of  diuresis  must  not  be  permitted  to 
ob.scure  the  statistics  on  final  recovery  which 
is  always  our  ultimate  jjoal.  While  it  ai>pears 
ACTll  may  be  iiseful  in  treatinjr  the  disea.se 
in  some  circumstances,  we  should  endeavor, 
whenever  it  is  used,  to  make  such  observa- 
tions on  its  effects  as  will  help  to  clarify  the 
indications  for  its  use. 

In  the  treatment  of  the  ne])hrotie  syndrome 
our  ultimate  therapeutic  ,<toal  should  be  com- 
l)lete  recovery;  it  can  and  does  occur.  When 
a patient  comes  under  therapy  all  efforts 
should  be  made  to  protect  the  kidney  against 
fiu'ther  insult,  to  aid  and  abet  its  recovery 
in  evei’y  way.  We  should  strive  to  reach 
caloric  eciuilibrium  and  to  maintain  it,  that 
the  i)atient's  nutrition  may  be  imi)roved.  We 
should  j)rotect  the  patient  ajjainst  the  effects 
of  infection  to  the  best  of  our  abilities.  We 
should  encoura<ie  the  patient  in  his  stru"«;le 
to  recover.  When  indicated  for  specific  rea- 
.sons  we  should  remove  edema  or  endeavor  to 
cau.se  a diuresis.  The  reason  for  each  ])roce- 
dure  in  treatment  .should  be  clear,  so  that 
reachin*;  a limited  fjoal  will  not  bemuse  us 
to  the  e.xtent  of  failinsj  to  achieve  the  ultimate 
fioal  of  recovery. 

Discussio.n 

Dr.  H.  W.  Frei.k’k,  Wilmin"ton:  T think 

that  it  is  most  ai)j)ropriate  for  Dr.  Farr  to 
sufrgest  a re-evaluation  of  our  basic  ?oals  in 


treating  nephrosis.  However,  some  of  his 
statements  rai.se  some  interesting  considera- 
tions. I wonder  if  there  is  not  some  of  the 
same  type  of  problem  found  in  the  api)roach 
to  this  di.sease  as  there  is  in  diabetes,  where 
.some  feel  that  blood  sugar  levels  are  of  rela- 
tively little  importance  in  treating  the  ]>a- 
tients.  Apparently  the  final  answer  is  not 
available  in  either  ca.se,  although  it  seems  to 
me  that  the  closer  a ])atient  can  be  kept  to 
the  normal  state,  the  better  off  he  is,  whether 
it  is  in  the  treatment  of  diabetes  or  nephrosis. 

1 wonder,  if  as  Dr.  Farr  infeiN  in  his  state- 
ment, the  edema  per  se  has  no  influence  on 
the  course  of  the  di.sease,  whether  this  means 
that  the  well-being  of  the  patient  is  not  im- 
l>roved  when  he  is  edema-free — not  only  in 
terms  of  his  subjective  feeling,  but  in  his  nu- 
tritional status  and  blood  chemistries?  I.sn't 
the  edema  associated  with  a disturbed  meta- 
bolic .state,  impaired  intestinal  i>rotein  ab- 
■sorption,  as  well  as  to  (piality  and  volume  of 
the  e.xtracellular  fluid? 

^letcalf,  Kelsey  and  Janeway  .suggest 
that  there  is  an  imj)roved  glomerular  filtra- 
tion rate  and  increased  effective  tubular  mass 
in  i>atients  made  edema-free,  either  as  a re- 
sult of  spontaneous  diuresis,  or  the  iise  of 
ACTH.  Are  these  above  factors  not  thera- 
l)eutic  goals? 

Since  Dr.  Farr  has  rai.sed  the  (piestion  of 
the  underlying  di.sea.se  ])roces.s  in  the  neph- 
rotic state,  I wonder  if  he  would  be  willing 
to  elaborate  further  about  his  idea  of  its 
etiology.  Is  it  of  immunogenic  origin?  If 
so,  may  not  ACTH  serve  some  effect  on  the 
underlying  i>roce.ss  and  therefore  be  worth- 
while to  use? 

Is  there  any  place  for  the  use  of  II\'  in 
the  disea.se — probably  based  on  interference 
with  basic  immunological  reactions? 

Finally,  while  Dr.  Farr  is  apparently  not 
])articularly  concerned  with  reducing  the 
edema.  j)er  se,  it  would,  nevertheless  be  in- 
tere.sting  to  hear  him  comment  about  the  re- 
sults Fo.x  has  obtained  with  the  use  of  his 
sodium  and  potassium  solutions  in  this  di.s- 
ea.se. 

Dr.  K.  F.  Fantazier,  Wilmington:  I wish 
to  thank  Dr.  Farr  for  a mo.st  interesting  dis- 
cu.ssion  of  a perle.xing  problem. 

Again  I wish  to  em{)ha.size  the  general  care 
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of  these  patients  to  maintain  their  general 
well  being. 

With  the  advent  of  ACTIi,  I think  it 
brings  up  a number  of  interesting  problems. 
I gue.ss  the  answers  to  the  iise  of  ACTH  are 
not  known  yet,  but  it  is  my  under.standing 
when  children  are  treated  with  ACTII  and 
ACTII  is  withdrawn  after  five  or  six  days, 
there  is  (piite  a diuresis  in  the  average  ])a- 
tient  treated,  and  also  during  this  time  that 
there  is  a hyi)oadrenal  function.  In  otlier 
words,  all  aspects  of  the  adrenal  are  su])- 
])re.ssed,  maybe  likening  this  to  what  you  find 
in  the  newborn,  where  there  is  diuresis  and 
loss  of  weight  in  the  first  few  days  and  again 
thei'e  is  hypofunction  of  the  adrenal. 

I would  like  Dr.  Farr  to  comment  on  tlie 
hormonal  etiology  of  this  disease,  again  as  to 
the  general  edema  loss  on  these  patients,  how 
the  ACTH  affects  the  hormones,  and  whether 
there  is  such  great  disturbance  of  the  potas- 
sium and  sodium  balance. 

Dr.  L.  B.  Flinn,  Wilmington:  I am  sure 
Dr.  Farr  is  going  to  need  a little  extra  time 
to  answer  all  the  questions  already  put  to  him. 

We  remember  so  well  Dr.  Farr's  aid  to  us 
during  the  years  he  sj)ent  here  in  W^ilmington 
at  the  duPont  Institute,  particularly  with 
regard  to  his  help  and  advice  on  this  very 
subject  and  in  caring  for  patients  which  were 
here  during  his  sojourn  at  the  In.stitute.  He 
has  always  been  helj)ful,  he  has  always  been 
stimulating,  and  he  has  talked  to  many,  many 
groups  here  in  Wilmington. 

He  has  em])ha.sized  the  necessity  for  in- 
dividualizing all  of  these  cases,  which  is  true 
in  so  many  disease.s — so  many  metabolic  dis- 
eases— and  too  freciuently  that  fact  is  lost 
sight  of. 

The  change  in  varying  types  of  treatment 
over  the  years  I will  not  recite,  except  to  say 
that  a lot  has  happened  .since  cases  were  treat- 
ed some  years  ago  with  the  then  orthodox 
methods  to  the  ACTH  technique  during  the 
recent  times.  Perhaps  some  of  the  recent 
cases  now  recover  becau.se  the  antibiotics  of 
today  allow  such  patients  to  live  long  enough 
to  have  a spontaneous  remi.ssion.  The  certain 
trends  in  the  present-day  treatment  and  in 
the  experimental  field  have  interested  us,  par- 
ticularly lately. 

It  has  long  been  a que.stion  as  to  whether 


this  disease  is  due  to  kidney  trouble  or  due 
to  some  general  metabolic  condition.  No  one 
knows  definitely,  even  now.  IMany  individ- 
uals have  given  throid  extract,  which  may 
or  may  not  be  of  value. 

Becently,  as  has  been  suggested  hei'e  this 
afternoon,  the  electrolytic  situation  has  at- 
tracted attention,  particularly  in  regard  to 
the  .sodium  .situation. 

Dr.  Fox,  as  you  know,  raised  the  (luestion 
that  maybe  the  sodium  chloihde  s])ace  isn't 
where  it  was  previously  supposed  to  have 
been.  IMaybe  there  is  chloiitle  in  the  cell,  in 
place  of  some  of  the  sodium.  i\laybe  the.se 
l)atients  really  need  .sodium,  although  mo.st  of 
them  heretofore  have  been  kept  on  a low  .sod- 
ium chloride  diet  and  in  therapy. 

Dr.  Farr  has  found  from  the  radioactive 
sodium  investigation  that  there  is  a reduction 
in  the  intracellular  sodium.  Giving  such  in- 
dividuals .sodium  seems  to  be  advantageous 
and,  curiously  enough,  to  produce  diure.sis. 
And,  frequently,  not  always,  when  such  a 
thorough  diuresis  is  produced,  something 
seems  to  happen — perhai>s  other  than  in  the 
kidneys — but  through  the  whole  body  mechan- 
ism whereby  the  individual  may  have  a long 
remission  or  maybe  a ]>ermanent  one. 

ACTH  does  apparently  do  .something  be- 
sides raising  the  level  of  the  renal  cortical 
action  in  these  cases. 

Dr.  Farr  has  pointed  out  that  certainly  not 
all  cases  of  nephrotics  can  be  considered  as 
being,  or  the  trouble  as  being,  due  solely  to 
a hypoactivity  of  the  adrenal  cortex.  Never- 
theless, there  is  a diuresis  in  many  such  cases 
and  ACTH  retains  .sodium.  Haybe  I will  ask 
Dr.  Farr,  does  the  sodium  which  is  retained 
from  the  ACTH  go  back  to  the  cell,  relea.se 
chloride,  ])erhaps,  and  thereby  a diure.sis  of 
sodium  chloride  ? 

However,  whatever  the  mechanism,  it  has 
been  of  great  interest.  The  cases  reported 
by  Dr.  Fox  and  more  recently  by  Porter, 
Farr,  Neubauer  and  others,  of  a number  of 
l)atients  treated  by  mouth  with  sodium  and 
potassium  acetate  have  diuresed,  and  along 
with  it,  clinically,  have  become  markedly  im- 
proved, not,  as  far  as  I can  ascertain,  in 
every  case,  but  in  a .sur])risingly  large  num- 
ber of  cases. 

Dr.  II.  II.  Stroud,  Wilmington:  Since  ob- 
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st'Tvers  I'or  many  yoais  iiolic-ed  remission  I're- 
(luently  followed  infeetion — measles,  dengue, 
and  so  on  and  heeanse  measles  lias  been  in- 
ilneeil  in  jiatients,  with  varying  results — some 
good-  1 womlei- if  Dr.  Farr  feels  that  measles 
or  dengue  oi'  some  other  short  disease  is  ever 
woi-th  while  in  the  teatment  (d‘  the  disease'? 

Dk.  I-'auk  : 1 am  afraid  if  I tried  to  an- 

swer all  these  (jiiestions  in  detail  we  would  be 
here  for  a considerable  length  of  time.  How- 
ever, 1 will  do  the  best  1 can  to  give  a brief 
eomment  on  the  interesting  and  complex  prob- 
lems which  have  been  raised. 

h'irst,  in  ri'gard  to  deerea.ses  in  renal  fnne- 
tion  following  depletion  of  total  body  .sod- 
ium, it  was  shown  by  .Me('anee  and  his  as- 
sociates about  20  years  ago  that  normal  in- 
dividuals .severely  depleted  in  body  .sodium 
stores  exhibited  a decrease  in  urea  clearance. 
In  neiihrotic  jiatients  also  deiileted  of  sod- 
ium by  vomiting,  diarrhea  and  similar 
mechanisms,  there  appears  to  occur  a reduc- 
tion in  extra-cellnlar  fluid  volume  and  a re- 
duction in  sodium  concentration  in  this  fluid, 
ruder  these  conditions  a reduction  in  urea 
clearance  is  found  in  association  with  the 
electrolyte  disturbance.  Therapy  with  sod- 
ium to  restore  the  noi'inal  electrolyte  rela- 
tions finds  the  kidney  responding  with  alac- 
rity to  resume  that  level  of  function  noted 
])rior  to  the  disturbance.  This  is  a general 
])henomenon  in  which  ne])hrotic  ])atients  ])ar- 
tici])ate. 

However,  in  the  nei)hrotic  patient  there  are 
special  conditions  which  may  make  these  re- 
lationships ob.scure.  There  is  the  ])resence 
of  edema  which  may  still  be  present  despite 
exaggerated  hyi)o-osmolarity  of  a degree  sim- 
ihu’  to  that  which  would  be  ob.served  in  more 
normal  individuals  if  the  salt  lo.ss  were  not 
usually  accomplished  acutely  through  the 
mechanism  of  water  loss. 

In  the  ne])hrotic  patient  it  is  freciuently 
observed  that  the  .serum  .sodium  may  be  re- 
duced below  the  usual  normal  figure.  Ad- 
ministration of  sodium  when  this  is  the  case 
and  not  acute  sodium  depletion,  does  not  re- 
sult in  an  increase  in  .sodium  concentration, 
but  merely  an  increase  in  edema. 

Recently,  through  the  u.se  of  radioactive 
sodium,  we  have  ob.served  that  in  these  pa- 
tients it  is  i)o.ssible  to  have  a depletion  of 


presumably  intracellular  sodium  without  re- 
duction of  sodium  concentration  in  extracel- 
lular fluid  and  without  iTHluction  in  extra- 
cellular fluid  volume.  When  this  presumed 
depletion  of  inti'acellular  sodium  progresses 
to  a point  where  cell  sodium  is  very,  very 
low,  there  occur  .sotnatic  changes  in  the  pa- 
tient. He  complains  of  severe  cramplike 
pains;  localized  tetany  is  fi'ecpieid  ; convul- 
sions may  occur ; acidosis  becomes  extensive 
and  renal  function  falls  precipitously  to  very 
low  values  of  the  urea  clearance — 3 to  4 per- 
cent normal.  Administration  of  sodium  in 
large  amounts  causes  a reversal  of  the.se 
changes  without  increa.se  in  body  weight. 
The  urea  clearance  over  a period  of  weeks 
returns  to  its  previous  value.  This  seems  to 
be  a different  type  of  .sodium  depletion  than 
the  one  described  above  and  is  still  in  the 
proce.ss  of  elucidation  at  Hrookhaven  by  Dr. 
dames  L.  (iamble,  dr. 

Second,  in  reganl  to  using  high  or  low 
j)i‘otein  diets,  1 can  give  no  definitive  rules. 
Following  ex[)erimental  .studies,  we  have 
thought  from  time  to  time  that  precise  dietary 
])arameters  could  be  desci-ibed  but  in  each 
instance  further  experience  has  demonstrated 
that  the  description  was  inadequate. 

In  general,  it  is  my  belief  that  it  is  more 
important  to  keep  the  patient  eating  than  to 
delimit  what  he  may  eat.  That  is,  in  the  long 
run,  caloric  e<iuilibrium  is  the  most  import- 
ant dietary  goal.  It  has  been  repeatedly  dem- 
onstrated that  a high  i>rotein  intake  alone 
will  not  force  .synthesis  of  ti.ssue  and  plasma 
protein.  During  the  i>ast  few  years,  halting- 
ly, imcertainly,  and  with  great  caution  we 
have  also  obtained  surprising  evidence  that 
even  under  very  low  protein  intakes  with  a 
constant  number  of  calories,  depletion  of  body 
protein  does  not  continue  to  an  unlimited  de- 
gree, but  that  introgen  e<iuilibrium  is  at- 
tained. Patients  on  very  low  i)rotein  intakes 
— foui‘  to  six  grams  a day  for  a four  year 
old  child — show  apathy  and  listlessness  to  an 
extreme  degree  but  ])lasma  i)roteins  remain 
constant  and  renal  function  may  slow  or  stop 
in  its  relentless  downhill  course. 

Again,  the  most  important  fact  which 
seems  to  be  emerging  from  these  ob.seiwations 
is  that  consi.steney  and  constancy  of  intake 
are  the  factors  to  watch  most  closely. 
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I liave  touched  on  the  (jnestion  of  dietary 
protein  and  its  influence  on  the  damaged  kid- 
ney. In  some  patients  in  whom  there  is  a 
consistent  downhill  course  in  renal  function 
over  a period  of  months,  we  have  changed 
their  diet  to  a low  protein  intake  in  an  ef- 
fort to  conserve  the  kidney.  This  procedure 
stems  from  experimental  work  which  has  dem- 
on.st rated  that  in  high  protein  intakes,  ani- 
mals with  severely  damaged  kidneys  will  suf- 
fer progT'essive  destruction  of  the  remaining 
renal  parenchyma  and  that  similarly  ])repared 
animals  i>laced  on  low  protein  intakes  re- 
cover in  a high  percentage  of  instances.  If 
kidney  function  can  be  preserved,  it  is  easy 
later  to  restore  the  nutrition  to  a normal 
status. 

On  the  other  hand,  maintenance  of  nutri- 
tion without  ju'eservation  of  renal  function 
is  valueless.  Six  months  on  a low  protein  in- 
take will  give  an  adetprate  rest  to  the  kidney 
and  if  the  procedure  will  be  effective,  results 
should  be  evident  within  this  i)eriod. 

I did  not  mention  exposure  of  these  pa- 
tients to  disseases  such  as  measles  and  dengue 
partly  because  of  time  and  pailly  because  of 
inability  at  this  moment  to  evaluate  these 
procedures  fully.  Since  in  the  general  man- 
agement of  these  patients,  a great  deal  of  ef- 
fort is  expended  in  attempts  to  protect  them 
from  infection  it  is  only  reasonable  to  de- 
mand clearcut  indications  as  to  the  values 
and  hazards  of  such  procedures  before  will- 
fully exposing  these  patients  to  an  infectious 
disease. 

Nitrogen  mustard  has  been  r;sed  by  Cor- 
coran and  his  associates  at  the  Cleveland 
Clinic  and  by  Chassis,  Golding  and  their  as- 
sociates at  Bellevue.  Nitrogen  mustard  is  a 
very  toxic  compound  and  must  be  used  with 
great  skill  to  avoid  hazardous  complications. 
Functional  studies  on  patients  so  treated  have 
revealed  improvements  in  clearances  and 
maximal  tubular  excretory  capacity  follow- 
ing nitrogen  mustard  therapy,  but  a great 
deal  more  information  is  necessary  before  it 
can  be  used  as  general  therapy.  The  results 
to  date  have  been  suggestively  encouraging 
and  where  means  are  at  hand  for  careful  ob- 
seiwation  and  control  of  patients,  nitrogen 
mustard  should  be  one  compound  to  consider 
for  u.se. 


Adrenocorticotroi)in  (ACTll)  may  be  a 
useful  adjunct  in  the  treatment  of  this  dis- 
ease. The  elimination  of  edema  at  times  is 
a necessity  and  at  times  is  a desirability  in 
the  management  of  a patient.  To  achieve 
this  specific  goal  ACTll  may  be  of  worth.  1 
hold  no  1)1  ief  for  maintaining  a patient  in 
the  edematous  state ; 1 do,  however,  empha- 
size the  point  that  no  clearcut  relation  has 
been  demonstrated  between  i)ersistent  edema 
and  increasing  renal  failure  and,  however 
gratifying  elimination  of  swelling  may  be,  it 
is  not  usually  a step  which  is  life-saving. 
Freeing  of  a patient  from  the  burden  of 
edema  is  no  guarantee  of  recovery,  nor  is  it 
a step  which  permits  any  relaxation  in  ef- 
forts to  aid  the  patient  to  a spontaneous  re- 
covery. 

Although  sodium  potassium  and  water  may 
be  distributed  in  unusual  fashions  in  these 
patients  and  although  we  have  been  endeavor- 
ing to  study  the  distribution  of  these  sub- 
.stances  in  nephrotic  patients,  we  have  not  yet 
obtained  evidence  for  a disturbance  in  po- 
ta.ssium  distribution  such  as  was  suggested 
by  our  sodium  data.  The  pota.ssium  disturb- 
ance may  well  exist  for  we  know  sodium  can- 
not be  removed  from  body  fluid  without  a 
host  of  changes  following  in  the  electrolyte 
and  water  composition.  Electrolytes  must  be 
considered  as  a whole,  although  we  may  study 
them  se])arately  because  it  is  technically 
necessary  so  to  do. 

The  administration  or  alkalinizing  salts  as 
recently  advocated  by  Fox  stems  largely 
from  Osman’s  papers  in  1927.  It  is  my  un- 
derstanding of  Fox's  pa])ers  that  a condition 
of  acido.sis  is  indication  for  such  treatment. 
I have  seldom  observed  acidosis  in  the  ab- 
sence of  renal  failure  or  other  obvious  cause 
for  the  imbalance  and  have  not  administered 
sodium  and  ])otassium  salts  to  provoke  diures- 
es.  This  procedure  is  not  without  hazard  as 
one  serious  complication  may  be  cerebral 
edema  with  coma  and  ultimate  loss  of  func- 
tion of  the  higher  centers  as  occurred  in  a 
patient  recently  brought  to  my  attention.  I 
believe  there  exist  equally  effective  methods 
for  routine  delivery  of  edema  with  consider- 
able loss  hazard. 

All  discussors  have  brought  up  the  fjues- 
tion  of  hormone  etiology  in  this  disease.  It  is 
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tnu'  that  SOUK*  inanilostal ions  of  tlie  illness 
sujtiiest  adrenal  insul'l'ieieney  whieh  iniftht  he 
seized  upon  by  some  as  the  indieation  lor 
eortieotropin  therapy.  P>ut  there  also  have 
been  de.sei'ihed  thyroid  disturhanees  and 
some  have  advoeated  treatment  with  testoste- 
rone. The  studies  on  aidi-diuretie  std)slanee 
in  (he  blood  and  urine  suj><iests  a pituitary 
disturhanee  whieh  is  likewise  suiriiested  to  me 
by  .some  of  the  disorders  in  idtro«>en  metabol- 
ism seen  in  this  diesase.  ( tnset  of  the  illness 
may  he*  sudden  and  reeovei\v  ecpially  abrupt. 
Response  to  parathormone  and  i)itressin  in 
proper  dosa^te  is  diuresis  as  with  eoi'tieotrop- 
in.  If  a hormonal  etiology  he  the  eoi'reet  one, 
it  would  appear  reasonable  to  me  that  the  pri- 
mary distui'banee  might  be  considered  to  re- 
side in  the  pituitary. 

The  fact  that  each  of  the  above  described 
hormonal  disturbances  may  be  absent  in  any 
one  patient  during  vigorous  phases  of  the 
disease  when  the  total  illness  is  slightly  abat- 
ed, if  at  all,  compels  me  in  ]>art  to  this  se- 
lection. The  final  answer  will,  1 am  sure, 
emerge  eventually  from  the  careful  and  ex- 
tensive work  which  is  being  done  now  in 
various  clinics,  and  until  all  the  evidence  is 
in,  however  attractive  a hormonal  or  an 
antibody  or  a nutritional  deficiency  explana- 
tion may  ai>i)ear  to  a ])erson,  we  must  keep 
oui'  minds  o])en  and  alert  and  oui‘  ])rocedures 
and  ap])roach  flexible  so  that  all  measures 
of  aid  to  the  patient  will  be  used  and  i)roi)- 
erly  so. 
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SURGICAL  METHODS  AND  RESULTS 
IN  THE  MANAGEMENT  OF 
INTRACTABLE  ESOPHAGEAL 
ACHALASIA* 

IIekhert  R.  1 I.vwthoknk,  5\1.  I).** 
Philadelphia,  Pa. 
and 

II.  {'i.iXTox  D.wis,  5\1.  1). 

•Miami,  Fla. 

Achalasia,  iiiegae.sophagus,  cardiospasm, 
and  itliopathic  dilatation  of  the  esophagus 
are  the  more  common  terms  ajiplied  to  a con- 
dition in  which  the  cardiac  sjihincter  does 
not  relax  effectively  during  deglutition.  This 
functional  disturbance  may  remain  sub- 
clinical  in  many  instances.  Patients  learn  to 
ad.just  their  eating  habits  and  get  along  sur- 
prisingly well;  yet,  most  ca.ses  .seek  medical 
aid  .sooner  or  later  becau.se  of  difficulty  in 
swallowing.  The  results  of  conservative 
therapy  are  usually  gratifying.  Surgical 
treatment  is  refiuired  in  a small  but  signifi- 
cant percentage  of  iiatients  when  dilatations, 
psychotherapy,  antispasmotics  and  special 
diets  fail  to  bring  relief.  It  is  the  jiurpo.se  of 
this  pajier  to  di.scuss  the  surgical  methods  and 
their  results  with  special  reference  to 
esoj)hagogastrostomy  and  e.sophagocardiomy- 
otomy  in  a iiersonal,  well-followed  series. 

P.vTHOLonic- Physiology 

I’nfortunately,  too  little  is  understood  of 
the  pathologic-|)hysiology  involved.  The  con- 
dition may  lu*  the  result  of  incoordination  be- 
tween the  nerve  supply  of  the  e.sojihageal 
wall  and  the  cardioesophageal  junction.  Hurst 
advanced  the  theory  that  relaxation  did  not 
occur  when  the  peristaltic  movement  from 
above  reaehed  the  lowermost  end  of  the 
esoi)hagus  and  therefore  the  obstruction  to 
the  passage  of  contents  was  not  due  to  spasm. 
Piipjiel  in  a recent  extensive  study  of  csojiha- 
geal  motility  concluded  that  a disturbed  peri- 
stalsis or  even  total  motor  jiaralysis  may  be 
jiresent  and  that  the  entire  esophagus  may 

•Read  before  the  Medical  Society  of  Delaware.  Wil- 
mington, October  10.  1951. 
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be  involved  in  the  functional  derangement 
rather  than  the  lowermost  end  as  suggested 
by  many. 

Esophageal  i)eristalsis  is  dependent  upon 
the  nerve  plexus  on  the  surface  of  the  organ, 
and  movements  do  not  occur  when  the  nerve 
supply  is  removed.  Each  primary  peristaltic 
wave  is  preceded  by  a wave  of  inhibition  (law 
of  the  inte.stine)  so  that  the  mu.scularis  is  re- 
laxed just  prior  to  the  on-coming  wave.  The 
primary  peristaltic  wave  begins  with  a con- 
traction of  the  pharynx;  similar  secondary 
waves,  .stimulated  by  esophageal  distention, 
arise  at  the  level  of  the  aortic  arch  in  patients 
in  whom  the  primary  wave  fails  to  carry  the 
bolus  of  food.  In  achalasia  the  primary  wave 
stoi)s  above  the  level  of  the  aortic  arch  and 
thus  the  esophageal  content  may  regurgitate 
to  the  cricopharyngeus  muscle.  No  secondary 
waves  are  seen.  Small  purposeless,  segmental 
contractions  do  occur,  but  they  are  ineffective 
in  propulsion. 

The  cardiac  sphincter  is  not  a definite 
anatomical  muscle  but  rather  the  continuity 
of  esophageal  and  gastric  muscularis.  A jn-es- 
sure  of  5-7  mm.  of  water  from  above  will  nor- 
mally cause  the  sphincter  to  open,  whereas 
50  mm.  of  waiter  ])ressure  are  required  from 
the  cardiac  side.  Considerably  greater  pres- 
.sures  fail  to  bring  about  relaxation  in 
achalasia. 

Stimulation  of  the  normal  pharynx  results 
in  relaxation  of  the  cardia.  Absence  of  the 
gag  reflex  or  pharyngeal  anesthesia,  usually 
due  to  functional  derangement  of  the  medul- 
lary centers  of  the  ninth  and  tenth  cranial 
nerves,  may  be  associated  with  spasm  of  the 
cardia.  Vagotomy  in  animals  cau.ses  increa.sed 
tone  of  the  cardiac  sphincter  and  dilatation 
of  the  eso])hagus.  In  humans,  stimulation  of 
the  vagus  nerve  causes  cardiospasm  in  some 
persons  and  relaxation  in  others  which  sug- 
gests that  the  nerve  carries  both  motor  and 
inhibitory  fibers  to  the  cardia.  Knight  has 
demonstrated  that  the  cardiospasm  jiicture 
in  the  vagotomized  animal  can  be  prevented 
by  a sympathectomy;  how'ever,  Mitchell,  after 
a carefid  anatomical  study,  concluded  that 
complete  sympathetic  denervation  of  the 
cardia  recpnres  a much  more  extensive  opera- 
tion than  is  practical  in  the  human  patient. 
Following  the  operation  for  hypertension 


with  complete  sympathetic  denervation,  no 
definite  evidence  of  change  in  e.sophageal 
function  was  noted  by  Grimson.  Ochsner  and 
DeBakey  concluded  that  their  experience 
with  sympathectomy  for  achalasia  was  un- 
satisfactory. No  case  of  achala.sia  has  resulted 
from  vagotomy  as  i)racticed  by  some  surgeons 
for  duodenal  ulcer,  yet  recent  studies  suggest 
increa.sed  sphincter  tone  in  .some  cases. 

Whether  the  usual  mechanism  of  clo.sui'e  of 
the  sphincter  is  related  to  gastric  acidity,  to 
intragastric  pressure  or  filling,  or  to  some 
other  factor  is  unknown.  A .strong  stimulation 
of  the  abdominal  viscera  experimentally  in- 
duces reflex  cardiospasm  through  sympa- 
thetic afferent  pathways.  Similar  spasm  may 
be  invoked  by  intrinsic  pathology  such  as 
esophagitis,  foreign  body,  diverticula,  car- 
cinoma, peptic  ulcer  and  trauma.  Possible  ex- 
trinsic .stimuli,  caused  by  disease  elsewhere 
in  the  ga.strointestinal  tract,  are  mo.st  notably, 
peptic  ulcer  in  the  stomach,  or  duodenum, 
and  disease  in  the  biliary  tree. 

The  functional  narrowing  of  the  cardio- 
esophageal  junction  is  the  usual  anatomic 
change,  followed  by  gradual  lengthening  and 
dilatation  of  the  i)roximal  esophagus,  especial- 
ly to  the  right  side,  for  there  the  expanding 
organ  meets  the  least  resistance  in  the  i)os- 
terior  mediastinum.  Various  gross  appear- 
ances probably  rei)resent  different  degrees 
in  the  course  of  the  disease.  The  fusiform 
ty])e  may  i>rogress  to  the  widened  flask  shape. 
A sigmoidal  configuration  with  lengthening 
and  redundancy  is  indicative  of  long  stand- 
ing achalasia. 

The  esophageal  muscularis  is  often  thick- 
ened above  the  narrowed  segment,  possibly 
on  a work  hypertrophy  or  inflammatory 
basis.  At  oireration  no  sign  of  adhesions  is 
seen  and  gross  evidence  of  inflammation  or 
constricting  agents  in  the  hiatal  area  are 
absent.  Extrinsic  pressure  by  the  diaphragm, 
by  adjacent  organs  or  by  a vascrrlar  ring  does 
not  occur. 

Stagnation  of  food  and  occasionally  repeat- 
ed dilatations  may  lead  to  varying  degrees 
of  inflammatory  change  wdth  superficial  or 
dee])  ulcei‘ation,  even  perforatioir.  The  re- 
sulting grarrulation  tissue  may  bleed  profuse- 
ly. Because  of  the  inci’eased  intraesophageal 
pressure  due  to  the  ever  present  liquid  food 
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coluinn  !iii(l  ill  [iiirt  t(i  straining  eri'oi'ts,  it  is 
not  raiv  to  st*e  a itiilsioii-typo  iliveiticiiluin 
dt“volo|).  Achalasia  paticMits,  when  in  the  re- 
cuiiihant  position,  and  especially  when  asleep, 
are  in  constant  daiifrer  of  re<iur«iitation  and 
aspiration  pneuiiionia.  Pleural  effusion,  lun<? 
aliseess  and  liroiiehiectasis  may  result.  In  the 
iutraetalile  patient  chronic  .semi-starvation 
soon  iiroduces  severe  nutritional  deficiencies, 
inchulin^  avitaiiiinosis,  particularly  of  the 
water  soluble  fjroup. 

Patholo<>ic  changes  in  or  an  absence  of  the 
myenteric  plexus  of  Auerbach  have  been  I'e- 
jioited  in  a number  of  cases,  but  whether  or 
not  these  chan<ies  are  iirimary  or  secondary 
remains  a question.  Similar  myenteric  ner- 
vous chancres  are  noted  in  1 1 irschprunfj’s 
disease  or  mefiacolon,  and  indeed,  both  con- 
commitant  me<jacolon  and  e.soiiluifjeal  acha- 
lasia have  been  recorded,  su<>:»e.stin>>-  a com- 
mon, jio.ssibly  confjenital,  origin.  Plummer- 
\’incent  syndrome  is  another  example  of 
achalasia  where  the  inferior  constrictor  of 
the  pharynx  is  involved  in  anemic,  middle 
aged  women. 

Sicxs  A XI)  Symptoms 

The  signs  and  symptoms  of  achalasia  of 
the  esojihagus  are  chiefly  dysphagia,  regurgi- 
tation and  substernal  di.scomfort  after  meals. 
Warm  and  liquid  foods  are  better  tolerated 
than  cold  and  solid  ones.  Excessive  amounts 
of  water  are  usually  consumed  in  an  attempt 
to  literally  wash  the  food  down.  i\lany  ])a- 
tients  develop  an  almo.st  voluntary  control 
of  the  esophagus  in  that  they  learn  to  regur- 
gitate the  gullet  content  at  will  to  obtain  re- 
lief from  i)osti)randial  discomfort.  With  the 
intractable  group  of  patients  weight  loss  and 
anemia  are  almo.st  universal. 

Among  the  exciting  factors  already  men- 
tioned, i).sychic  trauma  cholelithiasis,  ])cptic 
rdeer,  and  pregnancy  existed  in  four  in- 
stances in  our  series.  .Males  outnumbereil  the 
females,  yet  others  have  shown  a ])reponder- 
ance  of  females.  Thi'ce  patients  were  negroes. 
In  this  series  the  on.set  of  sym])tom.s  began 
in  the  third  or  fourth  decade  of  life  with  the 
exception  of  one  case  whose  symptoms  dated 
back  to  early  childhood. 

Tkeatmext 

The  majority  of  i)atients  with  achalasia, 
unaccompanied  by  extreme  dilatation  and 


stasis,  respond  .satisfactorily  to  con.servative 
therapy  which  consists  of  a bland  diet,  skill- 
ful aclvice  and  suggestion  on  the  part  of  the 
physician,  amyl  nitiite,  and  bougie  dilata- 
tions. Hecau.se  of  inti-actability  to  medical 
theiapy  ami  instrumentation,  ten  to  fifteen 
l)cicent  of  tbe.se  patients  .seek  suigical  relief. 
Accoi'ding  to  .Maingot,  surgery  is  indicated  as 
follows:  1)  When  owing  to  the  great  si/x* 
and  sagging  of  the  flask-shaped  esophagus, 
dilatation  under  direct  vision  is  a hazardous 
undertaking  or  is  not  feasible;  2)  When  the 
l)atient  has  failed  to  respond  to  one  or  more 
courses  of  treatment  with  a hydrostatic 
bougie;  3)  In  infancy  and  childhood  as  young 
j)atients  cooperate  j)oorly  and  fretpiently  do 
not  respond  to  instrumentation,  whereas  op- 
erative treatment  is  strikingly  succe.ssful ; 4) 
In  all  tho.se  cases  where  the  diagnosis  is  in 
doubt  because  of  the  i)o.ssibility  of  tumor  in 
the  cardia  or  lower  end  of  the  esophagus. 

Surgical  procedures  designed  to  enlarge 
the  cardio-esophageal  junction  are  not  new. 
Using  the  transabdominal  api)roach,  Mikulicz 
pei'formed  dilatations  as  early  as  1900 
through  a gastrotomy  at  first,  and  later  by 
invaginating  the  anterior  gastric  wall  through 
the  esophageal  orifice.  Wendel  in  1910  inci.sed 
the  narrowed  segment,  the  adjacent  cardia 
and  closed  the  opening  transvei’sely.  This 
method  is  I’ecommended  by  Sweet,  and  is  re- 
ferred to  as  cardioplasty.  (iirard  in  1915 
modified  the  jjrocedure  by  leaving  the  muco.sa 
intact.  Heller  ])roposed  esophagocardiomy- 
otomy  in  1913,  advocating  both  an  anterior 
and  a i)osterior  myotomy  incision.  The  use 
of  the  single  anterior  incision  only,  has  been 
])opularized  by  Maingot  and  (iarin. 

The  original  Ileyrovsky  esoi)hagogastro- 
stomy,  a side  to  side  anastroniosis  between 
the  cardia  and  the  esophagu.s.  was  soon  modi- 
fied by  (Irondahl  after  the  method  of  the  Fin- 
ney i)yloropla.sty  becau.se  of  the  awkward 
spur  at  the  gastroe.so])hageal  orifice.  Com- 
plete resection  of  the  lower  esoj)hagus  and 
cardia  was  advocated  by  Kumi)el  and  Pri- 
bram. With  the  acidity  factor  in  mind  Wan- 
gensteen has  suggested  wider  resection  of  the 
gastiic  segment.  The  .surgical  j)rocedure  most 
widely  u.sed  in  this  country  during  the  past 
decade  has  been  the  (irondahl  e.sophagogas- 
trostomy,  while  the  modified  Heller  operation 
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or  esophagoeardiomyotomy  has  ])eeii  the 
choice  in  Britain. 

Results 

In  reviewing  the  literature  to  assess  the 
residts  of  these  methods  of  surgical  treatment 
a great  deal  of  confusion  has  arisen.  Many  of 
the  patients  were  inade(iuately  followed. 
Early  attemjjts  at  esophageal  surgeiy  were 
accompanied  by  a high  mortality,  while  at 
the  present  time  these  procedures  are  rarely 
followed  by  death.  Recent  advances  in  preop- 
erative i>repa  ration,  chemotherapy,  antibi- 
otics, anesthesia,  and  blood  replacement  have 
changed  the  overall  pictirre  and  they  make 
for  an  unfair  comparison. 

There  are  too  few  series  in  the  literature 
where  the  same  group  has  tried  and  followed 
two  or  more  different  techni(iues,  to  allow  an 
unbiased  opinion.  Asymptomatic  post-oi)era- 
tive  patients  are  important  in  evalirating  re- 
sidts,  birt  this  is  subjective  evidence.  Cases 
should  be  followed  for  at  least  six  months, 
preferably  two  years  or  more.  Follow-up 
studies  should  ideally  inclirde  periodic  barium 
X-ray  studies  aird  where  possible,  esophag- 
oscopy.  If  a patient  has  a return  of  symptoms 
or  if  he  re(iuires  firrther  dilatations  after  srrr- 
gery,  he  should  be  classified  with  the  un- 
satisfactory group,  even  though  he  is  im- 
l)i'oved  by  the  added  instrumentation.  Sim- 
ilarly, if  a patient  requires  further  related 
surgery  he  should  also  be  listed  as  unsatis- 
factory. With  these  thoughts  in  mind  several 
of  the  more  recent  series  showing  experience 
with  one  or  more  of  the  techniques  are  tabu- 
lated in  Table  2. 

Both  Womack  and  Wangensteen  have  had 
considerable  experience  with  the  resection 
technique  in  achalasia.  Although  we  have  not 
employed  this  procedure,  we  wish  in  retro- 
spect that  it  had  been  used  in  one  case  of  the 
sigmoidal  configuration,  associated  with  a 
high  gastric  acidity  and  a duodenal  ulcer. 
This  patient  and  two  other’s,  who  were  op- 
erated upon  by  the  Grondahl  esophagogas- 
trostomy  method,  have  returned  with  recur- 
rent symptoms  and  have  in  subsequent  years 
required  further  dilatatioirs.  One  ease  re- 
quired firrther  extensive  surgery  which  was 
performed  elsewhere.  All  of  the  nine  cases 
with  the  Heller  operation  have  remained  free 
of  symptoms  to  date,  although  one  was  read- 


mitted because  of  hematemasis,  a continuous 
complaint  for  more  than  20  years.  This  58 
year  old  colored  male  had  Ireen  admitted  two 
years  before  with  complaints  of  difficidty 
with  swallowing,  shortness  of  breath,  a twelve 
pound  weight  loss,  bloody  vomiting  and  pain 
after  meals.  Twenty-five  years  before  this  ad- 
mi.ssion  he  had  been  treated  medically  for  a 
peirtic  idcer.  Eight  years  lu'eviou.sly  he  had 
])een  X-rayed  for  the  cause  of  hemateme.sis 
and  the  severe  degree  of  achalasia  was  dis- 
covered. Conservative  therapy,  including 
dilatations,  had  failed  to  bring  relief. 
Esophagoscopy  revealed  severe  inflammation 
with  the  presence  of  bleeding  granulation  tis- 
sue. It  would  appear  from  this  case  that  the 
Heller  operation  was  successful  in  ameliorat- 
ing the  symptoms  but  it  failed  to  improve  the 
long  standing  esophagitis.  Further  surgery 
directed  at  lowering  the  gastric  acidity  is  not 
being  considered  at  the  present  time,  because 
the  patient  resi>onded  so  well  to  an  ulcer  irro- 
gram  and  because  his  total  gastric  acidity  is 
less  than  20  clinical  units. 

Discussion 

An  evaluation  of  two  or  more  related  surgi- 
cal procedures  with  follow-up  studies  by  the 
same  surgeon,  esophagologist,  radiologist  and 
internist  would  appear  valuable.  A sincere  in- 
terest in  this  problem  has  been  rewarded  by 
the  fourteen  patients  with  intractable  achala- 
sia referred  to  us  during  the  past  seven  years 
and  it  has  afforded  the  unusual  ojiportunity 
of  comparing  the  Grondahl  and  Heller  opera- 
tions first  hand  in  a significant  number  of 
cases.  That  these  two  groui)s  are  reasonably 
comparable  as  to  age  and  duration  of  di.sea.se 
is  shown  in  Table  3.  All  patients  in  this  series 
were  studied  before  surgery  by  the  esophag- 
oscopist,  both  before  and  after  surgery  by  the 
radiologist.  Whenever  possible  a close  contact 
has  been  kept  Iretween  the  surgeon,  the  psysi- 
cian  and  the  patient.  Although  on  occasion 
this  has  been  difficult  as  in  a case  from  the 
Dominican  Reinrblic,  yet  we  hear  from  him 
twice  a year  and  recently  have  received  X-ray 
films  representing  a two  year  follow-up. 

Like  IMaingot,  we  prefer  the  transab- 
dominal approach,  usually  through  a high 
midline  incision ; however,  on  several  occa- 
sions the  thoracic  or  combined  route  has  been 
employed  in  our  series.  Even  though  the 
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traiistlioraeic  exposure  has  many  (lesiral)le 

I'eatures,  it  is  unneeessary  in  most  inslanees. 

• 

Tlie  immediate  results  of  esopluifioiias- 
trostomy  aiT  •rratifyin‘1,  hut  unfortunately 
the  late  results  are  occasionally  (lisapi)oint- 
in^.  A new  tyi)e  of  dys])hafiia  develops  due  to 
kiid<in<;  at  the  cardioesopha<ieal  junction  or 
conti-action  at  the  stoma  ( Harrc'tt  & h'rank- 
lin).  It  was  interestin<j  to  observe  that  in  the 
three  cases  with  poor  results  in  our  series 
tested  hy  esoidiaf^ofiasti’ostomy  the  lai’<rest 
hou<iie  or  dilator  would  easily  ]>ass  into  the 
stomach.  This  suf>f>ests  a functional  basis 
rather  than  an  or"anic  sti-icture  as  the  cause 
of  failure.  Complete  interiTiplion  of  the 
smooth  muscle  as  practiced  in  the  Heller  op- 
eration should,  therefore,  he  followed  hy  a 
lower  incidence  of  functional  contraction 
than  those  ])rocedures  which  restore  complete 
encirclement  hy  the  masculai’is  layers. 

The  most  serious  cause  of  ti'ouhle,  accord- 
ini>’  to  Barrett  and  Franklin,  is  the  postopera- 
tive oecui'i'ence  of  pei)tic  esophagitis  whieh 
may  follow  any  procedure  that  destroys  the 
normal  achitecture  in  the  re»:ion  of  the 
sphincter.  The  acute  an»le  at  which  the 
e.sophasius  joins  the  stomach  has  been  ])oint- 
ed  out  as  an  important  factor  in  preventing 
i-egurgitation  into  the  esophagus.  This  rela- 
tionship is  least  disturbed  hy  the  llellei'  op- 
eration. Our  ])ostoi)erative  X-ray  studies  in 
the  recumbent  position  have  shown  that  re- 
flux barium  passes  U])ward  into  the  esophagus 
with  the  e.sophagogastrostomy  technic,  where- 
as little  if  any  is  found  to  regurgitate  with 
the  esophagocardiomyotomy  operation. 

In  summary  then,  a ti'ial  of  dilatations  and 
medical  therapy  is  indicated  in  view  of  the 
good  resnlts  obtained  in  the  majoi'ity  of  cases. 
Associated  visceral  pathology  may  he  fonnd 
to  he  an  aggravating  influence  in  a surpi'ising 
numher  of  ca.ses.  Surgery  should  he  reserved 
for  tho.se  patients  who  do  not  respond  to  con- 
cervative  treatment  and  the  stnall  group  in 
whom  malignancy  cannot  he  I'lded  out.  Our 
exp(“i'ienee  with  fourteen  patients  with  in- 
ti-actahle  achalasia,  treated  eithei-  hy  esopha- 
gogastrostomy  or  hy  esoi)hagocardiomyotomy. 
has  clearly  demonstrated  to  us  that  the  kite* 
results  with  the  latter  techiuc  are  su])erior. 


1 )istT'ssiox 

1)k.  IIahoedS.  Rafai,,  ( Wii.mincton)  : 

We  are  indebted  to  the  speaker  for  his  ex- 
cellent presentation.  lvsi)ecially  valuable  is 
the  careful  analysis  and  comparison  of  residts 
of  the  two  most  popular  surgical  technics  aj)- 
plied  to  the  treatment  of  advancetl  achalasia. 
As  he  pointed  out  the  data  here  pi-esented 
has  been  accumulated  hy  one  team  and  as 
such  is  especially  valuable. 

In  order  to  discuss  this  papei’  in  the  light 
of  local  expeiience  1 have  been  privileged  to 
diaw  on  the  ex])crience  of  other  surgeons 
other  than  my.self.  1 am  indebted  for  their 
gi'acious  permission  to  consult  the  records  of 
their  cases.  Though  1 have  heard  of  at  least 
six  cases  1 have  had  written  evidence  of  the 
distant  post-operative  course  in  only  three. 
However,  the  verbal  and  somewhat  vague  re- 
l)orts  of  the  lemaiiung  three  are  very  similar 
to  the  others. 

All  patients  subjected  to  definitive  surgery 
had  esophago-gastrostomy.  There  were  no 
hospital  deaths.  All  weie  relieved  of  dysjdia- 
gia  and  vomiting.  There  were  no  significant 
post-operative  complications.  All  hut  one 
were  done  through  the  trans-thoracic  route. 
None  re(|uired  further  surgery  for  alchalasia. 
All  these  patients  were  satisfied  with  the  re- 
snlts  of  surgery.  Of  the  three  i)atients  for 
whom  there  were  written  records  two  lost 
weight.  These,  however,  were  obese  to  begin 
with  and  the  main  indication  for  surgery  in 
one  was  the  m*cessity  foi’  dilatations  about 
once  weekly  and  in  the  other  for  severe  pain 
with  a gieatly  dilated  esophagus.  The  other 
l)atient  had  a dramatic  weight  gain  of  about 
thirty  pounds. 

It  re(iuii'es  moi'c  than  the  casual  (piestion 
“How  do  you  feel”  to  elicit  the  true  ])icture 
in  .some  of  these  cases.  Relief  of  dysphagia 
makes  them  so  gi-ateful  that  they  do  not  real- 
ize that  they  are  not  as  well  as  they  think. 

•Ml  three  carefully  followed  |)atients  have 
d(‘velop(‘d  ulcer  syndromes  since  o|)eration. 
relieved  hy  alkalis,  diet,  and  in  one  Bant  bine. 
All  three  have  had  demonstrable  anastamotie 
nlcei's.  All  three  suffer  from  acid  n‘gurgita- 
tion  on  bending  over.  One  has  mild  heartburn 
relieved  by  sini|)le  measures.  One,  two  years 
after  surgery,  reepured  a formal  ulcer  i-egime 
for  relief  of  ei)igastric  discomfort  and  heart- 
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burn.  One  had  rather  severe  melena  from 
slow  bleeding  from  his  anastamotie  ulcer. 

All  in  all,  we  may  summarize  by  saying 
that  the  patients  were  much  more  satisfied 
with  the  results  of  their  operation  than  were 
their  surgeons. 

The  evidence  presented  by  the  speaker 
strongly  suggests  that  esophago-cardiomy- 
otomy  has  definite  advantages  over  e.sophago- 
ga.strostomy.  Since  local  experience  with 
esophago-gastrostomy  has  been  unsatisfactory 
I have  decided  to  try  esophago-cardiomy- 
otomy  on  the  next  case.  It  appears  that  the 
latter  has  the  additional  advantage  of  being 
teclmically  simpler  althoiigh  great  care  must 
be  taken  not  to  pierce  the  mucosa.  Also  the 
mediastinum,  ui>per  abdomen,  and  pleura  are 
not  expo.sed  to  contamination. 

A colleague  has  suggested  a maneuver 
which,  theoretically  at  least,  should  be  help- 
ful in  esophago-cardiomyotomy.  If  a tube  of 
Miller- Abbott  type  were  passed  to  the  cardiac 
and  inflated,  it  would  serve  as  a darning  egg 
against  which  to  incise  the  muscularis.  After 
incision  of  the  muscularis,  injection  of  dye 
through  the  oi)en  lumen  of  the  tube  would 
reveal  even  minute  i^erforations. 

Before  closing,  I would  like  to  mention  two 
other  cases.  A 77  year  old  woman,  weigh- 
ing 73  pounds,  was  admitted  with  marked 
fibrosis  already  present.  A preliminary  Jane- 
way gastrostomy  was  performed  and  the 
esophago-gastrostomy  four  months  later  after 
her  state  of  nutrition  had  been  restored  to 
normal.  I have  no  written  detailed  record  of 
her  subsequent  course  but  I have  been  told 
that  she  did  “alright”  (quite).  Patients 
should  be  persuaded,  if  possible,  to  accept 
surgery  before  reaching  such  a precarious 
state. 

One  other  case  had  emergency  jejunostomy, 
under  local  anesthesia,  for  feeding  ])urposes. 
This  proved  of  no  avail  and  he  died  several 
days  later.  This  ease  is  a grim  reminder  of 
our  obligation  to  treat  patients  before  they 
are  moribund. 

In  conclusion,  I want  to  thank  the  speaker 
for  his  most  helpful  and  enlightening 
presentation. 

Dr.  W.  M.  Pierson,  (Wilmington)  T The 
treatment  of  achalasia  has  become  revolu- 
tionized  in  the  past  two  years.  Not  too  Iftng 


ago  it  was  looked  upon  as  a sort  of  “No-man’s 
Land.” 

As  pointed  out  by  the  si)eakei's,  there  are 
various  reasons  for  that,  including  ana.sthesia, 
]>reoperative  ])i'eparation,  chemotherapy,  an- 
tibiotics, and  so  forth,  in  addition  to  general 
improvement  in  techniciue.  The  role  of  in- 
cision versus  anastomosis  has  also  reversed 
itself,  in  that  where  a very  few  years  ago 
anastomo-sis  might  have  taken  a leading  role, 
it  now  has  a minor  one.  Desjiite  the  enthusi- 
astic reports  of  ana.stomosis  of  pediatricians 
in  treating  achalasia,  the  fact  remained  that 
the  intractable  cases  treated  by  dilatation  was 
a failure  and  so  recognized — and  it  has  al- 
ways been  the  hope  that  surgery  would  be 
developed  to  take  care  of  these  cases.  Esopha- 
gogastrostomy  is,  however,  indicated  in  all 
cases  of  obstruction  of  the  eso])hagus  and  in 
the.se  cases  even  of  intractable  achalasia, 
many  are  detei'mined  by  X-ray.  It  is  neces- 
sary to  rule  out  the  presence  of  organic 
disease,  such  as  carcinoma  or  ulcer. 

1 would  like  to  add  one  more  thing.  I like 
the  new  term  that  Dr.  Davis  gave  you  on 
achalasia,  in  coining  the  terminal  segment  of 
the  word  “esoidiagus”  phagosus:  that  seems 
to  fit  the  picture  pretty  well. 

There  is  still  considerable  confusion  as  to 
the  pathology  that  is  found  at  operation,  and 
I was  very  much  amazed  to  hear  that  Wagen- 
stein  and  Pilsner  and  several  others  had  di- 
vergent opinion  on  that  score.  There  is  ac- 
tually no  pathology  found  other  than  narrow- 
ing of  the  lower  end  of  the  esophagus.  The 
tissue  has  the  same  structure,  cardioesopha- 
geal  orifice,  unless  there  is  a peptic  esopha- 
gitis present.  Then  a fibrosis  occurs.  In  the 
true  cardiospasm  as  I have  seen  it  there  is 
no  change,  other  than  the  change  in  the  cir- 
cidar  muscles  at  the  esophageal  junction.  The 
wall  is  greatly  thickened,  of  course. 

Of  course,  there  is  at  present  a considerable 
divergence  of  opinion  as  to  cause  and  treat- 
ment. The  cause  may  very  well  be  a pai*alysis 
of  the  entire  esophageal  wall. 

A great  deal  has  been  said  and  written  in 
the  past  about  some  physiological  disturb- 
ances at  the  cardio-esophageal  junction. 

Now,  as  to  treatment,  there  have  been  many 
different  procedures  employed.  AVe,  as  Dr. 
Davis  showed,  were  at  first  enthusiastic  about 
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esoi>liaf;ofiastrostoiny ; as  we  followed  the 
eases  throujih,  however,  there  were  reeur- 
reiiees  of  symptoms,  l)lee(liii‘>:  and  i)ain  and, 
mueh  to  our  sur]>rise  in  several  instanees  it 
appeared  as  thoufjh  ohstruetion  had  reeurred, 
that  is.  meehanieal  ohstruetion  had  reeurred. 
It  was  a matter  of  the  size.  We  therefore  were 
anxious  to  try  another  proeedure.  Esophafro- 
eardiomyotomy  is  an  ea.sy  proeedure.  It  is 
hein^:  done  ti'ansahdominally.  It  is  a proee- 
dure that  is  very  similar  to  the  Hamstedt  op- 
eration for  hylorie  stenosis,  and  one  must  he 
eareful  not  to  puneture  the  mueo.sa.  Vet,  if 
that  does  oeeur,  a small,  fine  .stiteh  may  be 
employed  foi'  elosure  without  dan<;er.  Now 
there  are  more  and  more  elinies  reportin'": 
favorably  on  this  Heller  i)roeedure,  or  the 
“modified  Heller  i)roeedure”  as  we  call  it. 
Now  1 believe  it  is  probably  the  operation  of 
choice. 

There  are  an  awful  lot  of  these  i)atients 
that  do  not  retiuire  sur'jery,  and  Dr.  Pierson 
would  be  able  to  cai’e  for  i)robably  90  i>er 
cent  of  them  with  dilatation  and  continued 
obsevation.  So  that  we  do  not  recommend, 
of  course,  oi)ei'ation  in  all  cases;  only  the 
fi’roup  of  patients  that  don’t  respond  to  the 
dilatation  over  a ])eriod  of  time  and  who 
don't  maintain  «()od  health. 

Dr.  Davis:  1 would  just  like  to  jHiint  out 
a}i:ain  that  the  mortality  in  this  <>roup  shown 
on  the  slide,  of  114  cases,  was  less  than  1%. 
Hut  in  the  <>:roup  that  we  handled,  those  with 
intractable  achalasia,  two  of  the  cases  had 
had  a hi.story  of  ])erfoi-ation  from  bougie 
dilatation.  1 think  in  South  America  there 
was  a I'cport  recently — and,  incidentally, 
achalasia  of  the  esopha<>us  is  exti'cmely  com- 
mon down  there — they  are  now  doinii  surfiery, 
oi  advocatin'!  sui-j!cry,  in  San  Palos,  in  all 
cases  because  of  the  number  of  cases  that  have 
had  complications  from  endoscopy  even  in  the 
most  expert  hands.  The  two  ])atients  in  our 
experience  had  the  .siune  results  from  en- 
doscopy. 1 think  the  endo.scopists  would  ad- 
mit that  this  must  always  be  done  by  .some- 
one extremely  ex])crienced,  and  even  so,  there 
is  a certain  inherent  danger. 

Dr.  Waiifiensteen  has  recently  imported  in 
Annals  Of  Snrffcrif,  the  last  issue,  his  experi- 
ence, and  has  come  out  for  his  ojieration  of  re- 


section of  the  lower  esophajius  and  most  of 
the  stomach,  and  for  the  Heller  operation. 

On  the  (piestion  of  fibrosis  that  1 think  was 
bi'oufiht  up,  that  can  be  confirmed  by  com- 
l)re.ssin<!  the  stomach  after  the  operation,  in 
which  ca.se  it  will  balloon  out  if  it  has  not 
])een  perforated.  If  there  is  a iierforation  and 
it  is  repaired  by  a silk  suture,  the  area  should 
be  drained.  We  have  not  seen  too  much  of  that, 
but  1 think  jio.ssibly  one  of  the  causes  of  that 
could  be  that  many  of  these  patients  have  un- 
der<!one  a course  of  dilatation  with  stretch- 
iii}!,  and  perhaps  there  was  a little  teariiif!  of 
the  musculature,  and  that  fibrosis  jirobably 
could  be  .secondary  to  the  in.strumentation, 
and,  after  all,  successful  in.strumentation  de- 
Iiends  on  stretchinj!  those  mu.scles  down  there, 
so  I think  the  fibrosis  mentioned  could  be  as 
a result  of  dilatations. 

1 want  to  thank  all  the  discussers  for  their 
discussion  and  the  oiiportunity  of  coinin'! 
down  here. 


THE  ROLE  OF  THE  GENERAL  PRACTI- 
TIONER IN  COUNSELLING  BEFORE 
AND  AFTER  MARRIAGE* 

().  SnuRUEox  Enclish,  M.  D.,** 
Philadelphia,  Pa. 

1 was  ])leased  that  your  society  has  .seen  fit 
to  have  .some  discu.ssion  of  counselliiif!  before 
marriage;  that  is,  iiresumably,  counselliii'! 
for  the  “hai)py"  marriage. 

A hapiiy  marria*!e  is  a very  definite 
theraiieutic  measure.  Perhajis,  better  stated, 
it  is  a very  important  phase  of  jireventive 
medicine.  Why?  Hecau.se,  the  individual 
draws  his  first  strength  from  his  own  imme- 
diate family.  The  more  wisely  a child  is  fed, 
is  trained  and  <!uided  and  taught,  the  more 
likely  he  is  to  <!row  into  a happy  creative  per- 
son. And  it  is  the  serene  and  hapiiy  mother 
and  the  stroiif!  and  wise  father  who  together 
can  best  accomplish  these  things. 

The  child  learns  a "leat  deal  about 
harmony  and  cooperation  from  his  tamily, 
and  as  he  learns  he  i!ains  a certain  strength 
to  f!o  out  into  life.  In  the  late  teens,  when  he 
must  leave  home,  he  continues  to  need 
strenf!th  and  helj);  not  only  to  keep  up  his 

•Read  before  the  Medical  Society  of  Delaware.  Wil- 
mington. October  10.  1951. 

••Professor  of  Psychiatry.  Temple  University  Medical 
School. 
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sense  of  well-being,  get  his  work  done,  be  a 
good  citizen,  but  to  keep  his  body  })hysio- 
logically  in  order. 

It  it  is  true  that  nearly  one-third  to  one- 
halt  ot  the  problems  that  come  to  the  phy- 
sician these  days  are  ot  emotional  origin,  or 
there  is  an  emotional  factor  in  them,  then 
marriage  counselling,  to  maintain  a haj)py 
marriage,  is  a continuation  ot  the  strengthen- 
ing effects  ot  the  home. 

For  marriage  constitutes  the  second  home. 
It  is  supposed  to  bring  security  and  happi- 
ness to  both  man  and  woman,  and  help  to 
keep  them  healthy.  Therefore,  it  marriages 
are  not  successfi;!,  we  cannot  have  happy 
and  healthy  people. 

Can  an  unhappy  marriage  make  i)eople 
sick?  Yes,  I think  it  can.  I think  it  definitely 
makes  people  emotionally  ill,  and  second- 
arily, physically  sick,  with  those  kinds  ot  ill- 
nesses that  we  call  psychosomatic. 

Someone  has  asked  if  an  individual  could 
go  “crazy”  living  ten  years  with  the  wrong- 
woman  or  wrong  man.  I think,  as  I look  back 
over  my  practice,  the  answer  would  be  “Yes; 
occasionally.”  Ten  years  of  very  unhappy 
living  with  a wrong  person,  in  a vulnerable 
individual,  could  actually  cau.se  sickne.ss,  and 
does  produce  a great  many  psychosomatic 
disorders.  So,  it  seems  important  that  the 
general  practitioner  does  his  share  in  counsel- 
ling people  and  practice  this  kind  of  preven- 
tive medicine. 

Now,  the  i)lace  for  counselling  for  the  gen- 
eral i)ractitioner  generally,  is  before  mar- 
riage, when  i)eople  come  for  blood  tests  or 
])hysical  checkups.  These  people  constitute  a 
fairly  large  number — a much  larger  number 
than  those  who  come  primarily  to  say,  “I  am 
going  to  be  married  and  I wish  you  would 
talk  to  me  about  how  I can  make  a good  and 
harmonious  marriage.”  I believe  that  many 
of  the.se  ])atients  who  come  for  blood  tests  or 
for  physical  examinations,  are  hoping,  or 
looking  for,  the  doctor  to  say  something  wise 
and  helpful  about  making  a good  marriage. 
And  there  is  much  for  the  physician  to  say ! 

I am  not  contending  that  people  are  not 
coming  in  increasing  numbers  to  the  doctor 
for  pre-marital  counselling.  They  are.  But  I 
think  if  we  only  teach  those  who  ask  for  pre- 
marital counselling,  we  are  missing  a great 


opportunity.  However,  uidess  the  general 
practitioner  is  aware  ot  a certain  amount  of 
constraint  in  his  i>atient  and  is  alert  to  this 
particular  phase  ot  medical  practice,  his  pa- 
tient will  not  ask  the  (piestions  he  thought  of 
asking,  or  he  wants  to  ask,  but  will  take  his 
blood  te.st  and  physical  examination  and  be 
on  his  way,  his  (jue.stions  and  desire  for  infor- 
mation unanswered. 

Ot  course,  there  comes  the  matter  ot 
“time.”  One  ot  the  I'equisites  for  being  a 
good  marriage  coun.sellor  is  to  have  enough 
time.  And,  I suppose  nobody  does.  But,  one 
ju.st  has  to  find  time,  these  days,  for  the 
things  he  is  interested  in.  Therefore,  I feel 
that  the  i>hy.sician  who  wants  to  be  a good 
marriage  counsellor  must  find  the  time  to 
talk  to  the  ])atient  who  comes  for  a blood  test 
or  j)hysical  examination.  And,  fiudhermore  he 
should  have  a prepared  “ai>proach”  to  it. 

There  are  several  ways  in  which  this  can 
be  done.  For  instance,  if  a patient  is  in  your 
office  for  a ])hysical  examination,  you  might 
ask  him  some  questions  about  himself.  A ques- 
tion about  how  long  he  has  been  engaged, 
l)retty  (luickly  leads  to  questions  like  this : 
“Do  you  have  any  misgivings  as  to  whether 
your  marriage  is  going  to  be  a happy  one?” 
“Have  you  ever  thought  about  the  figures 
of  divorce  and  seiiaration,  and  wondered 
whether  you  will  have  any  difficulty  in  mak- 
ing your  marriage  a happy  one?”  Or,  “Do 
you  feel  sure  you  know  what  goes  into  a 
happy  marriage?” 

This  ofteii  provides  an  opening  for  the  in- 
dividual who  has  questions  or  misgivings  — 
and,  if  he  has  not  already  given  it  thought, 
he  may  immediately  a.sk,  “I  don't  know.  Doc- 
tor ; what  do  you  have  in  mind  ? ’ ’ 

That,  of  course,  brings  up  the  question  of 
what  are  the  “norms”  in  marriage  eoun.sel- 
ling?  I believe  there  are  a few  i)recepts  that 
make  uj)  a happy  marriage  that  the  general 
practitioner  .should  have  in  mind  when  coun- 
selling. They  might  be  as  follows: 

(1)  Every  individual  .shoidd  realize  both 
before  his  marriage,  and  during  it,  that  he 
must  give  more  than  fifty  per  cent  of  the 
good  will,  love,  understanding  and  apprecia- 
tion that  goes  into  a happy  marriage.  If  he 
does  not ; it  he  is  not  prepared  to  give  more 
than  fifty  per  cent,  there  will  be  no  reservoir 
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of  good  will,  of  good  ineinories  or  of  good 
thinking  about  his  partner.  Theivfore,  the 
dietuni  ‘'Marriage  is  a fifty-fifty  business," 
is  a good  one.  If  everyone  abided  by  it  there 
would  be  many  more  hap])y  marriages.  But 
remend)er,  I .said,  that  each  person  must  do 
more  than  fifty  |>er  rent,  in  order  for  there 
to  be  a "reservoir"  — because  a resei’ve  is 
very  im])ortant.  For  instance,  su|)po.se  a wife 
or  husband  has  a bad  day.  Then,  one  of  them 
has  to  come  forth  and  give  more  than  fifty 
per  cent  of  the  tolei'ance,  understanding,  love 
and  ap|)ivciat ion.  Now,  feeling  bad  can  last 
for  more  than  a ilay.  People  often  have  low 
l)criods  of  a week,  two  weeks  or  even  a month. 
One  of  the  partnei's  must  be  willing  to  give 
even  eighty  per  cent  or  ninety  i)ei-  cent,  and 
be  extraoi'dinarily  understanding  lather 
than  complaining  and  responding  by  bcdng 
disagreeal)le  and  uidiappy. 

(2)  Parenthood,  which  is  usually  an  even- 
tuality, should  be  at  least  a fifty-fifty  propo- 
sition too.  (’hildren  do  come  along,  and  young 
l>eople  i)rc])aring  for  marriage,  should  be 
taught  that  parenthood  is  a difficult  job 
made  eaiser  if  both  are  willing  to  share  re- 
sponsibility in  raising  their  children. 

In  unhappy  marriages  it  is  usually  found 
that  the  wife  does  everything  for  the  children 
while  the  husband  feels  there  is  no  responsi- 
bility on  his  part,  excejit  to  ])rovide  money. 
He  says,  "1  make  the  money;  you  take  care 
of  the  kids.  1 work  hard — 1 don't  want  to  be 
bothered — 1 want  to  have  the  children  (piiet 
and  out  of  sight,  and  out  of  mind.’’  lie  leaves 
all  the  decisions  to  his  wife.  When  she  asks, 
what  to  do  about  school,  or  clothes  he  .says, 
"Do  what  you  like;  1 wish  you  wouldn't 
bother  me  about  those  things.’’  11  is  wife  be- 
comes overburdened  and  unha])py  and  the 
marriage  comes  under  a strain.  She  is  an- 
noyed with  her  husband  and  becomes  com- 
plaining about  it  and  they  just  don't  get  to- 
gether. Sharing  the  burden  would  make  it 
easier,  and  if  life  isn't  too  bal'd  it  is  ajit  to  be 
hapjiier. 

(3)  Sexual  adjustment  should  bt*  thougbt 
about  and  talked  about  before  going  into  mar- 
riage. And  a jihysician  can  do  a great  deal 
about  helping  a cou])le  through  this  difficult 
jihase. 

1 was  standing  one  time  before  a co-ed 


group  of  college  students  in  a large  auditori- 
um. We  were  talking  about  hajipy  marriages 
and  1 said,  "You  know,  only  a few  of  you 
in  this  room  will  have  an  excellent  sexual  ad- 
justment. ^'ou  should  be  happy  if  you  have 
a good  sexual  adjustment.  And,  if  you  are 
going  to  have  it,  it  will  come  about  this  way 
— you,  as  the  husband,  will  be  jiatient  and 
understanding  and  i-estrain  yourself  in  your 
sexual  desires;  and  .vou,  as  the  wife,  will  try 
to  be  understanding  of  your  husband  and 
step  up  your  sexual  activity.  Then  you  may 
approach  a good  sexual  relationship,  with 
each  trying  to  do  something  constructive  to 
meet  the  make-up  of  the  other.  But  any  young 
couple  who  enters  into  marriage  not  knowing 
a great  many  things  about  the  opjmsite  .sex 
is  going  to  have  a great  strain  juit  upon  their 
.sexual  adjustment.  It  is  going  to  be  bad. 
P>oth  parties  are  going  to  be  disappointetl 
in  it." 

So,  a coujile  facing  marriage  need  to  be 
helped  with  .some  discu.ssion  of  sexual  mat- 
ters, and  to  have  .some  of  the.se  things  jiointed 
out  to  them  in  an  authoritative  manner  by 
a physician.  It  prevents  disillusion  and  it 
hel])s  them  to  be  jiatient  and  work  at  getting 
a healthful  adjustment. 

(4)  Another  important  point  to  make  in 
pre-marital  counselling  is  that  a ha|ipy  mar- 
riage does  not  take  place  spontaneously.  Alt 
ha])py  marriages  have  to  be  worked  out.  The 
man  thinks,  “‘(lee,  1 am  marrying  a lovely 
gill;  she  is  going  to  make  me  happy  from 
now  till  doomsday.’’  The  girl  thinks,  "I  am 
mariying  a wonderful  fellow;  1 am  going  to 
be  the  happiest  girl  in  the  whole  world.’’  .V 
week  or  two  j)a.s.ses  and  already  there  is  dis- 
illusionment. Why? 

Because  people  must  be  willing  to  adjust 
as  they  go  along  and  not  attempt,  every  day, 
to  draw  complete  happine.ss  from  the  mar- 
riage. After  all,  a marriage  is  no  better  than 
the  two  jieoiile  who  are  going  into  it,  and 
no  one  is  iierfect. 

The.se  then  are  a few  of  the  concejits  that 
are  impoitant  to  bring  up  and  discu.s,s — to 
make  sun*  that  those  going  into  marriage  un- 
derstand them  and  think  about  them. 

It  is  very  imiiortant  for  the  general  iirac- 
titioner  to  undei'stand  and  think  about  mar- 
riage counselling,  because  a great  many  ]ieo- 
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pie  would  rather  be  counselled  by  their  owu 
doctor  than  go  to  a i^sychiatrist.  Every  psy- 
chiatrist does  couiiselliug  but  it  might  well 
be  done  by  the  general  practitioner,  if  he 
takes  interest  and  time  to  equip  himself. 
Here  is  the  opportunity  to  give  your  patients 
the  advice  that  they  want.  And  they  would 
far  rather  have  it  come  from  you.  They  know 
you,  and  respect  you.  In  .some  ways  you  have 
a better  rejnitation  than  the  psychiatrists 
have.  You  are  “good  and  wholesome,” — you 
are  “the  family  doctor.”  You  are  not  “one 
of  those  phychiatrists  that  go  around  looking- 
for  complexes  and  accusing  people  of  vari- 
ous and  sundry  things,” — as  so  often  phy- 
chiatrists are  accused  of  doing. 

Perhaps  many  of  you  have  not,  uj)  to  this 
moment,  taken  too  much  interest  in  marriage 
counselling  and  would  like  some  sugge.stions 
as  to  how  to  become  prepared.  There  are  a 
few  books  that  serve  well  as  an  introduction. 
A physician  doing  marriage  counselling 
should  have  read  Dr.  Kin.sey’s  book  “Sexual 
Behavior  in  the  Human  Male.”  W.  B.  Saun- 
ders Co.,  publishers.  A condensation  called 
“About  the  Kinsey  Report”  publi.shed  as  a 
Signet  Special  is  available  wherever  books 
are  sold  or  on  the  newstand.  The  first  chapter 
of  that  book  has  the  best  summary  I know 
of  some  of  the  imi)ortant  factors  that  Kinsey 
discovered.  It  is  a sort  of  “short  course”  on 
Kinsey's  findings. 

Another  book  to  read  and  which  you  will 
recommend  frequently,  is,  “the  Happy 
Family,”  by  John  Levy  and  Ruth  IMonroe, 
published  by  Knopf.  It  offers  constructive 
ideas  to  anyone  looking  for  solutions  or  an- 
swers to  what  a ha]jpy  marriage  might  be. 
“The  Succe.ssful  Marriage,”  edited  by  Fish- 
bein  and  Burgess  and  published  by  Double- 
day, is  another  helpful  book.  Clifford  Adams’ 
“How  to  Pick  a Mate” — published  by  Dut- 
ton, is  also  very  good. 

A book  for  older  married  couples  that  I 
think  makes  very  good  reading  is  called 
“Aging  Successfully,”  by  George  Lawton, 
published  by  Columbia  University  Press.  It 
is  effective  for  those  whose  viewpoint  needs 
broadening.  For  unhappy  marriages  often 
come  from  a narrow  viewpoint.  A limited 
mental  horizon  and  too  much  self-centered- 
ness often  adds  to  marital  unhappiness,  par- 


ticularly in  middle  age.  The  book  “Aging 
Successfully”  might  be  good  for  tho.se  reach- 
ing middle  life. 

In  marriage  counselling  a physician  must 
have  the  ability  to  talk  to  people  about  love 
— because,  of  course,  one  of  the  basic  reasons 
for  marriage  failure  is  that  the  peoi)le  con- 
cerned have  ceased  to  love  each  other.  For 
instance,  a woman  now  about  forty-two,  had 
married  a man  she  said  was  a fine  man,  but 
the  marriage  had  come  to  such  a i)oint  that 
she  was  very  unhappy,  did  not  sleep  well, 
was  tense  and  dei)ressed.  She  was  not  think- 
ing of  divorce  at  all,  but  was  defeated  and 
unha])py  about  the  way  the  marriage  was  go- 
ing. She  had  come  to  .see  a lot  of  things  about 
her  husband,  she  said,  that  were  wrong.  For 
instance,  .she  wanted  to  go  to  one  of  the  eve- 
iiing  courses  in  one  of  the  local  high  schools, 
to  broaden  her  outlook  and  she  wanted  her 
husband  to  go  with  her.  He  refused.  Now,  he 
may  have  been  a foolish  man,  because,  not 
oidy  .should  he  have  done  it  for  his  own  edifi- 
cation, but,  he  should  have  realized  that  if  he 
did  not  meet  his  wife  half-way  in  some  of  the 
things  she  wanted  he  would  have  an  unhappy 
wife  and  an  unhappy  marriage.  If  he  had 
put  even  one-fourth  of  his  time  into  making 
his  wife  hap])y  that  he  ])ut  into  making  his 
business  succe.ssful,  he  might  have  had  a 
happy  home  and  his  wife  would  not  have  had 
to  seek  her  doctor's  counsel. 

However,  we  found  this  to  be  true  about 
the  woman.  8he  had  come  to  the  point  where 
her  mind  was  almost  comjJetely  involved 
with  the  things  her  husband  was  not  doing 
for  her,  and  she  had  lost  sight  completely  of 
the  things  he  was  doing  for  her.  She  could  no 
longer  be  positive,  and  said  .she  was  “out  of 
love.”  The  truth  was  she  no  longer  loved  her 
husband  and  her  love  had  turned  to  hate 
through  fiTLstration  and  disappointment. 
While  she  kept  insisting  they  .still  were  in 
love  with  each  other,  in  reality  they  were  not. 
She  was  very  much  dissatisfied  with  him. 
The  situation  needed  a great  deal  of  \inder- 
standing  about  love  to  correct  it.  The  patient 
had  to  be  able  to  become  more  positive  and 
see  the  good  things  about  her  husband.  She 
needed  to  reach  down  within  herself  and 
bring  out  more  of  love  and  reject  her  hate 
and  dissatisfaction.  Further,  she  had  to  learn 
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to  liolp  her  liushaiul  share  his  life  witli  her 
and  do  some  thin<;s  tliey  both  would  enjoy. 
For  when  a husbaml  and  wife  become  dis- 
satisfied, they  can  no  longer  talk  to  each 
other. 

Maiiiage  eounsellin»:  is  always  mueh  easier 
if  you  can  j>et  the  parties  together  and  solicit 
cooperation  between  them.  Fnhappy  mar- 
I'iages  will  rarely  correct  them.selves.  They 
need  an  umi)ire,  a referee,  someone  to  con- 
structively enter  into  the  picture  and  see  what 
good  is  left  of  the  marriage  and  help  i)ut  it 
back  together.  This  is  an  important  fuction 
for  the  marriage  counsellor  and  is  one  of  the 
reasons  why  he  must  have  a liking  for  j)eo- 
])le,  an  ability  to  .see  their  better  sides,  and 
be  able  to  urge  them  to  work  together  to  try 
to  reconstruct  some  of  the  love  they  presum- 
ably had  when  they  started. 

It  is,  in  reality,  an  educational  process  and 
a great  many  genei'al  i)ractitioners  fail  to 
recognize  this.  Education  ])lays  a relatively 
small  part  in  their  active  pi'actice.  If  the  gen- 
eral practitioner  is  to  do  more  marriage  couns- 
elling and  help  i>eople  in  this  way,  he  will  have 
to  take  on  an  “educational’’  role,  lie  must 
orientate  him.self  in  the  knowledge  of  what 
makes  a happy  marriage.  He  must  know  how 
to  discuss  sexual  adjustment,  how  to  deal 
with  ideas  that  can  help  these  limited  ])eoi)le 
to  widen  their  horizon.  And  above  all,  he 
should  cultivate  within  himself  a kind  of  an 
“ai)proach’’  — a fund  of  infoianation,  with 
which  to  stimulate  those  .seeking  hel])  to  see 
new  i)ossibilities  in  a marriage  that  has 
turned  fi-om  love  to  hate. 

51arriage  is  an  institution  created  to  foster 
love.  And  how  often  love  goes  out  of  marriage 
because  of  unnecessary  frustration  and  dis- 
ai)pointment ! The  wise  counsellor  knows  this 
and  helps  his  patients  to  see  the  reality  of 
what  mai'i'iage  is  going  to  be,  and  to  avoid 
those  disillusionments.  Aftei’  mari'iage,  when 
disillusionment  and  angei-  have  cau.sed  hurt 
then  the  marriage  counselloi’  must  step  in  as 
the  arbitrator  and  j)eacemaker.  lie  can  revive 
l)atience,  tolerance,  love  and  understanding 
and  teach  the  imi)ortance  of  mutual  a])proval. 

One  more  ])oint  needs  em])hasis.  There  is 
no  use  in  a husband  or  wife  disai)proving,  or 
trying  to  change  his  ])aitner  l)y  disapproval. 
This  constant  saying,  “I  don’t  like  what  you 


do.  ^'ou  are  a terrible  per.son.  Why  don’t  you 
be  better,”  is  poor  techniiiue.  Constant  eom- 
])laint  rarely  if  ever  ehanges  a child  or  a hus- 
band, oi'  a wife.  It  is  a bad  api)roach  that  ac- 
complishes nothing.  A hu.sband  or  wife  can 
be  shown  how  to  see  the  better  side  of  his 
spou.se,  become  jjositive  in  his  ap])roach  and 
woik  towai’d  putting  himself  in  a position 
where  he  can  ai)peal  to,  or  recpiest  his  part- 
ner, to  change  his  or  her  ways.  For  instance, 
take  the  case  of  the  42-year-old  woman  who 
was  rather  an  unha])py  person.  The  marriage 
counsellor  had  to  help  her  become,  in  her  luis- 
band’s  eye,  a bettei’  and  a more  lovable  per- 
son to  live  with.  After  she  had  created  that 
impression,  she  could  then  say  to  him,  “I’m 
SUIT*  now  that  you  love  me.  Will  you  do  .some- 
thing to  make  me  hapi)y?  So  that  we  can 
share  something  together,  will  you  go  with 
me  to  the  evening  cla.s.ses?  It  will  make  me 
hai>pier  to  do  this  with  you.”  I venture  to 
say  the  man  was  hapi)y  to  do  it. 

I )i.scrs.siox 

Dr.  Verna  Stevens- Vorxu : (Wilming- 

ton): l)i-.  English  is  to  be  congratulated  on 
his  excellent  presentation  of  a very  timely 
subject.  I feel  sure  the  ]).sychiatrie  ])hysician 
must  be  deeply  impi-es.sed  with  the  importance 
of  a satisfactory  marital  adjustment.  In  the 
home  that  is  well  adjusted,  in  so  far  as  a 
.satisfactory  marital  relationship  is  concerned, 
your  children  are  being  nurtured  in  charac- 
ter, in  unself ishne.ss  and  in  a sense  of  re- 
sponsibility, from  infancy.  On  this  broad  base 
of  character  is  built  .satisfactory  marriage. 

The  res])on.sibility  of  a trusted  j)hysician  is 
of  the  greatest  impoitance  in  making  himself 
easily  available  for  (piestioning  by  jrersons, 
either  premaritally  or  postmaritally. 

Thei-e  is  much  sexual  maladju.stment  in 
women,  based  on  many  factors.  An  analysis 
of  the.se  factors  may  well  come  within  the  role 
of  a physician.  The  time  is  lipe  for  the  phy- 
sician to  brush  off  restiaint  and  realize  that 
he  must  make  himself  available  to  i)er.sons 
who  need  this  help. 

We  aie  very  grateful  to  you.  Dr.  English, 
for  having  called  our  attention  to  this  very 
impoitant  subject. 

Dr.  11.  T.  MctiriRE  (New  Fastle)  : I think 
that  it  is  a ti'ibute  to  the  changing  attitude  of 
our  thiid<ing,  following  the  very  erudite  ad- 
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dress  of  our  retiring  President  this  morning, 
to  have  philosojihic  subjects.  And  if  1 might 
borrow  a sentence  from  your  address  this 
morning — that  the  family  unit  is  the  keystone 
of  the  arch  of  our  democracy,  since  a family 
is  in  essence  the  unit  around  which  our  com- 
munities are  built — it  follows  necessarily  that 
a hapiiy  marriage  in  a well-constructed  and 
integi’ated  relationship  is  of  inestimable 
value. 

The  physician  and  ]>articularly  the  general 
practitioner  has  a very  severe  responsibility 
in  this  problem.  Both  pre-marital  and  post- 
marital  counselling  is  inherent  in  his  prac- 
tice. There  is  an  appeal  for  it  and  a need  for 
it,  and  in  my  opinion  we  have  not  met  the 
problem  with  the  force  and  the  strength  and 
the  attitude  that  we  .should,  because,  as  Dr. 
English  has  very  aptly  pointed  out,  the  psy- 
chiatihsts  are  often  shunned  and  for  reasons 
of  which  the  psychiatrist  is  aware,  and  so  are 
we. 

I heard  a fellow  facetiously  remark  one 
time  that  everybody  who  is  married  has  a 
problem.  But  no  problem  is  going  to  be  solved 
by  not  facing  it.  Persons  look  at  their  mar- 
riage and  what  they  see  they  don't  like  and 
it  nauseates  them — they  get  sick  inside  and 
out.  Here  it  is  that  I think  sometimes  the  phy- 
sician misses  the  boat.  He  has  the  resjionsibili- 
ty  of  recognizing  the  religious,  the  moral  and 
the  ethical  attitudes  of  the  individual  he  is 
counselling. 

There  is  freijuently  a tendency  on  the  part 
of  the  counsellor  to  project  his  ideas  in  con- 
flict with  the  ideas  of  the  individual  who  has 
certain  moral,  ethical  and  .spiritual  values 
that  he  cherishes.  These  should  never  be  in 
conflict.  That  is  an  absolute  essential. 

With  respect  to  the  sexual  phases,  I think 
Dr.  English  will  agree  that  when  there  is 
good  moral,  spiritual  and  emotional  adapta- 
tion and  integration,  that  the  sexual  phase 
of  marriage  will  eventually  integrate  itself 
properly. 

And  that  of  course  emphasizes  another  im- 
Iiortant  feature  of  marriage  in  that  it  is  not 
mainly  a physical  union  because  of  the  great 
percentage  of  personal  relationships  in  which 
sexual  manifestation  and  relations  are  purely 
coincidental — although  morally  and  ethically 
and  spiritually  marriage  was  intended  and  is 


intended  and  does  provide  the  means  of  pro- 
creation. One  can  not  decry  the  importance 
and  necessity  of  proper  intersexual  relation- 
shij),  but  it  can’t  begin  there:  it  has  to  start 
with  the  proper  emotional,  spiritual  and 
moral  attitude.  Then,  with  that  being  true, 
the  sexual  plnuses  and  understandings  will 
follow.  Of  course,  there  again,  jihysical  ab- 
normalities and  things  of  that  sort  should  be 
corrected. 

I,  as  a general  practitioner,  see  the  results 
many  times,  and  I am  sure  you  all  do,  too,  of 
jioorly  integrated  marriages,  imor  prepara- 
tion for  marriage,  and  marriages  as  an  escape 
from  unhap])y  homes,  or  marriages  as  a solu- 
tion to  other  problems,  and  those  all  to  hasty 
marriages  — emotional  ujiheavals  that  result 
from  such  marriages — all  these  things  result 
in  unhappy  marriage. 

It  is  indeed  timely  that  a subject  of  this 
character  should  be  incorporated  in  our  iiro- 
gram,  because  we  all  need  stimulation  in  this 
direction.  As  recently  as  last  night  I saw  four 
people,  in  my  small  practice,  people  who  were 
physically  ill  because  of  poorly  integrated 
marriages,  and  the  marriages  were  begun  on 
a wrong  score. 

The  thing  that  I think  is  most  important, 
and  a great  deal  of  it  was  emphasized  in  our 
good  President's  address  this  morning,  is  that 
we  get  a proper  attitude  of  humility,  toler- 
ance and  relationship  of  spiritual  values  in 
ourselves,  first,  because  many  times  the  in- 
tegrators have  to  be  integrated  and  the  pro- 
jector reprojected  before  he  can  pass  it  on 
with  the  proper  attitude,  because  the  phy- 
sician with  the  wrong  attitude  in  conflict 
with  the  patient  or  the  individual  he  is  at- 
tempting to  counsel  will  do  more  harm  than 
good. 

And,  finally,  to  sum  this  up,  remember, 
that  we  are  only  a very  small  and  infinitites- 
simal  iiart  of  the  whole  scheme  of  things,  but 
we  do  have  the  respect  of  the  people  that 
come  to  us  for  advice,  and  the  casual,  incor- 
rect, or  the  assumed  pious  attitude,  or  the  ar- 
rogant, belligerant  attitude  will  do  inestima- 
ble harm. 

We  are  indebted  to  you.  Dr.  English,  for 
a very  excellent  discussion  and  I am  happy 
the  ])rogram  committee  incorporated  such  a 
feature  as  this  on  the  program. 
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Dh.  51.  A.  Taki'.miaxz  ( Fanihur.st ) : I also 
enjoyed  iny  friend  Dr.  Kiifrlish's  diseiission 
on  a very  important  matter:  eounsellin^,  i)re- 
maritally  and  i)ostmaritalIy. 

It  is  a very  redieulous  situation  llii()U<;li- 
out  the  eounti-y  when  you  i'(*alize  that  one 
doesn't  "o  into  partnership  in  ])usine.s.s  with- 
out prei)arin<;  himself  in  the  field  of  his  en- 
deavor, yet  the  most  imi)oitant  ])artnei-shii)  in 
our  life  is  mariia'i'e.  How  many  of  our  youny; 
men  and  women  ai'e  prei)ared  to  assume  the 
responsibilities  of  sueh  a ])artnershii) ? 

.■Uayhe  the  time  of  the  riuil  family  physieian 
has  j)assed.  Maybe  it  is  over.  But  I think  it  is 
time  to  I'ejuvenate  the  idea  of  the  family  phy- 
sieian, who  knew  all  about  the  children,  their 
l)ositive  and  neijative  traits  of  j)ei'.sonality, 
their  make-up,  and  all  such.  They  could  <rive 
wholesome  advice.  No  jrsychiatrist  can  >iive 
an  indiviilual  who  is  utterly  strange  to  him 
within  the  time  of  one  interview  the  advice 
that  a family  physician  could  if  he  knew 
.somethin":  about  the  family  ori<rii\  and  the 
background  of  the  children  who  have  ^rown 
and  become  responsible  individuals. 

So  from  my  viewpoint,  insofar  as  I see 
the  conse(piences  of  maladjustment  in  marital 
life,  1 see  very  little  that  we  can  do  to  pre- 
vent catastrophes  of  daily  life,  i)articularly 
in  the  middle  a«:o  period.  It  is  really  sad 
when  a man  comes  to  you  who  has  been  mar- 
I'ied  for  twenty-some  yeai's  and  has  lived  with 
his  wife  in  harmony,  <;ood  or  bad,  where  he 
has  now  reached  a point  where  he  can  not 
tolerate  the  existence  of  that  individual  under 
the  same  roof  with  him.  That  is  a .serious 
thin";. 

Now,  we  know  that  evolutionary  changes 
have  .somethiiifr  to  do  with  that  attitude.  For 
the  jjsychiatrist  to  attempt  to  brin<i  these  two 
tostether  would  recpiire  i)roloni>:ed  psychiatric 
interviews  and  treatment  of  both  ])arties.  Yet 
we  know,  also,  that  if  these  men  or  if  that 
man  had  been  ])repared  before  he  entered 
marital  bonds  he  woubl  not  have  had  the  dif- 
ficulty. He  would  have  known  what  to  expect 
from  such  a partnership,  and  .so  I would  say 
the  lack  of  such  knowledfre  is  the  main  cause 
of  marital  disturbances  in  older  ])eople. 

1 am  of  the  opinion,  and  I hope  Dr.  Kn<r- 
lish  will  a<rree  with  me.  that  aIthou"h  the  ]>re- 
marital  ])hysical  examinations  have  some  im- 


portance aiul  .some  role  to  i)lay,  that  that,  in 
my  jud»:ment  is  not  after  all  as  important  as 
pre-marital  counselling:.  I think  no  one  should 
entei'  into  the  bonds  of  matrimony  unless  he 
has  a <lelinite  understanding  of  his  own  per- 
sonality, of  his  own  make-up,  and  also  to 
know  that  he  is  fioinjr  to  marry  someone  who 
also  has  piu'sonality,  who  is  also  an  entity  ))er 
se,  and  not  someone  whom  he  can  remodel  to 
his  likin<r,  but  that  is  what  most  of  the  men 
enteriii":  into  marital  life  expect  to  do — to  re- 
mould an  individual,  a personalitv.  an  entity, 
to  their  likin<i,  for<;ettin»:  that  she  also,  in  her 
own  mind  expects  to  do  that  veiy  thin*>:. 
Theie  is  a challen<re  between  both  of  them 
and  the  end  i-esult  is  the  number  of  divorces 
we  have  today. 

1 also  a«rree  with  Dr.  McHuire,  that  in  ad- 
dition to  all  our  knowledsre  we  .should  con- 
sider that  there  is  a moral  and  si)iritual  issue 
connected  with  an  individual's  enteriii":  into 
the  marital  bond.  It  would  be  very  wi.se  that 
there  is  a consultation  between  the  ]>astor  of 
the  individuals  who  are  attemptin';  to  enter 
into  this  i)artnership  and  the  family  phy- 
sician. 

The  last  thint;  I can  say  is  that  there  are 
some  types  of  ca.ses  that  the  <;eneral  i>racti- 
tioner  should  not  attempt  to  handle  by  him- 
self, because  of  lack  of  his  experience  and 
knowledge.  He  should  not  hesitate  to  refer 
the  case  to  one  who  po.ssibly  has  a little  more 
knowledge  and  experience  in  that  field. 

I think  if  we  do  all  of  this  we  certainly  can 
])revent  many,  many  unfortunate,  .sad  cases 
of  let's  say,  alcoholism,  divorce,  economic  dis- 
tress, and  everything  that  goes  with  failure  of 
the  individual  in  marital  life. 

Dh.  Fx(ii.isii : I think  that  the  discu.ssants 
have  brought  out  important  ])oints,  and  I 
want  to  thank  them,  very  much.  I would  just 
make  one  more,  myself,  and  that  is  that  ex- 
tending further  the  concei)t  that  marriage 
counselling  is  a very  important  ]>reventivc 
medical  function,  I am  wondering  if  ])hy- 
sicians  could  not  be  one  of  the  sponsoi-s  or 
lend  a ceitain  iin])etus  to  making  this  more 
of  a community  affair.  There  should  be  in 
every  community  a ])lace,  a forum,  where  the 
family  could  and  .should  be  di.scu.ssed.  I think 
l)robably  a most  desirable  accomjdishment 
would  b(>  to  have  an  edueational  institution 
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in  the  community  that  would  give  peoi)le  a 
chance  to  study  the  family,  hear  about  the 
family  and  have  speakers  to  discuss  the  fami- 
ly. Here,  young  people  could  learn  something 
about  the  family  and  family  life  in  a per- 
fectly open  and  free  manner,  sponsored  by 
education,  by  religious  organizations  and  by 
the  iMedical  Society.  I am  hoping,  and  I feel 
fairly  sure,  that  communities  are  going  to 
and  must  take  this  ui>  in  order  that  all  young 
people  learn  more  about  this.  The  need  is 
great  because  even  if  physicians  do  more 
marriage  counselling,  we  are  still  not  going  to 
be  able  to  meet  the  needs  of  all  the  i)eople. 
And  I think  in  line  with  the  things  said  in 
discussion,  many  questions  might  be  answered 
if  there  was  a community  organization  that 
dealt  with  the  family,  its  problems,  and  func- 
tioned all  year  'round  for  anyone  who  needed 
help  or  information  to  understand  more 
about  happy  and  healthy  family  living. 


FIVE  WAYS  TO  KNOCK  OUT  TB 

Earl  L’bell* 

New  York,  N.  Y. 

Somewhere  in  a poverty-stricken  corner  of 
the  world,  a child  at  this  instant  is  coughing 
his  life  away  with  tuberculosis.  In  an  era  of 
advanced  medical  science,  it  woidd  seem  that 
his  death  is  a heartlessly  unnecessary  event. 
But  he  will  die,  as  will  millions  of  adults 
this  year  and  every  year. 

Even  in  these  relatively 
wealthy  United  States,  near- 
ly 30,000  children  and  adults 
will  die  of  tuberculosis  in 
1952.  At  least  five  per  cent 
of  these  dead  will  be  children 
under  15  years  of  age.  The 
rest  will  be  mostly  those  in 
the  lU'ime  of  life  looking  for- 
ward to  their  most 

TB,  regardless  of  what  anybody  tells  you, 
is  the  No.  1 infectious  killer  in  this  country. 

Yet  science  knows  more  about  tuberculo- 
sis than  perhaps  any  other  germ  disease.  In 
fact,  physicians  have  successful  ways  to  treat 
it.  But  the  disease  marches  grimly  on.  What 
then  is  needed  to  conquer  TB? 

There  are  five  weapons  which  aimed  to- 

“Science  writer,  New  York  Herald  Tribune. 


gether  at  TB  can  make  it  a rare  disease  on 
earth.  A cure  is  only  one  of  the  guns.  A 
cure  will  not  eliminate  an  infectious  disease. 
Penicillin,  which  cures  syphilis,  has  not 
eliminated  that  disease.  These  are  the  guns 
that  should  be  leveled  against  TB : 

1.  The  elimination  of  poverty.  Poverty  is 
the  ally  of  tuberculosis.  Slum  areas  are  foci 
for  infection.  From  these  centers  TB  sends 
out  tentacles  to  other  parts  of  cities  where 
jioverty  is  not  a problem.  Eliminate  poverty, 
and  you  are  well  on  the  way  to  the  elimina- 
tion of  TB. 

2.  The  development  of  a .superior  vaccine. 
A vaccine  is  really  a “Big  Bertha”  against 
an  infectious  disease.  By  stimulating  the 
immunity-producing  mechanism  of  the  body 
a vaccine  could  protect  a human  being  against 
massive  invasions  of  germs.  A good  vaccine 
— coupled  with  a vaccination  program  as 
strong  as  that  for  smallpox — would  make 
tuberculosis  as  rare  as  pox. 

At  present  the  best  vaccine  is  known  as 
BCG — the  Bacillus  of  Calmette  and  Guerin. 
It  is  a derivative  of  TB  germs.  It  does  not 
give  protection  in  every  case  nor  does  it  pro- 
tect permanently.  Hence  it  is  recommended 
only  for  special  uses. 

3.  The  development  of  more  effective 
therapy — of  a “cure.”  This  gun  is  so  far 
the  most  highly  developed.  Three  approaches 
to  the  treatment  of  TB  give  victims  the  best 
chance  to  get  well  that  they  have  had  in  years. 
Bed  le.st,  surgery,  and  the  anti-TB  drugs  are 
curing  more  people  than  ever  before.  But 
treatment  alone  will  not  rid  the  nation  of 
TB. 

4.  A method  for  uncovering  ‘ ‘ silent ' ' cases 
cheaply,  easily,  and  quickly — those  early 
cases  with  no  apparent  symptoms  as  yet. 
X-ray  pictures,  which  are  now  being  taken  by 
the  millions,  are  so  far  the  best  method  for 
discovering  cases  among  the  general  public. 
51ass  X-rays  are  trying  to  uncover  some  150,- 
000  persons  who  may  not  yet  know  they  have 
the  disease  and  who  with  the  250,000  report- 
ed cases  bring  the  nation's  case  load  to  400,- 
000.  A blood  test  to  aid  diagnosis  is  under 
investigation. 

5.  More  hospital  beds.  Perhaps  this  is 
the  saddest  lack  of  all,  because  all  you  need 
for  a hospital  is  money  and  people — and  the 
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iicition  li;is  plenty  of  hotli.  Tlie  effect  of  lios- 
j)ital  shoitiifres  is  cleai'.  .Many  ])atients  who 
sliuuld  he  hospitalized  are  left  to  roam  and 
pass  their  infection  on  to  others;  sometimes 
leave  the  lios|)ital  before  tlieir  disease  is  com- 
])letely  arrested. 

There  you  have  them,  the  five  bi<;  <juns  tliat 
need  to  he  leveled  at  tuhei'culosis.  The  im- 
portant thin<>'  is  to  aim  them  at  once  and  score 
the  bull's-eye  that  will  make  TH  a rare  dis- 
ease. 

.Money  is  needed  to  carry  out  the  re.searcli 
for  a better  vaccine,  for  more  effective 
therapy,  and  for  methods  for  discovering' 
cases.  .Money  is  needed  for  educating'  the 
public  to  the  necessity  for  new  and  better 
hospitals  and  foi'  the  elimination  of  slums. 

Pait  of  the  money  to  carry  on  these  pro- 
•i'lams  is  I'aised  each  year  in  the  ('hri.stmas 
Seal  Sale.  The  3,000  associations  affiliated 
with  the  National  Tuberculosis  A.ssociation 
raise  around  $20,000,000  a year  for  preven- 
tion, control,  education,  and  research  ])ro- 
gi-ams.  ( tut  of  its  annual  hudjjet  of  ap])roxi- 
mately  $1,530,000,  the  national  office  allo- 
cates routihly  one-sixth  for  research  i)uri)oses. 

The  ('hristmas  Seal  cami)ai‘>n  can't  raise 
the  money  to  take  care  of  the  patients;  it 
can  oidy  hoj)e  to  raise  enouo'h  to  be  able  to 
train  the  five  l)i»-  t>uns  of  Tl>  control  on  the 
ri”ht  targets. 


SUSSEX  PHYSICIANS' 
TELEPHONE  EXCHANGE 

Since  .\u“ust  1,  1952,  a physicians'  tele- 
phone exchange  has  been  in  oi)eration  by  the 
Su.ssex  County  .Medical  Society.  Twenty-two 
I)hysicians  of  Sussex  County  will  have  their 
calls  taken  care  of  by  the  three  hospitals  in 
the  county.  Physicians  |)articipatin^  will 
notify  the  hos|)ital  nearest  to  them  when  they 
are  away  fiom  their  office,  where  they  can 
he  located,  and  the  switchboards  of  the  three 
hospitals  in  Su.ssex  County  will  take  car**  of 
calls  foi'  the  physicians  during  their  absence. 
It  is  ho|)ed  that  this  will  improve  the  .service 
heinu:  rendered  by  tin*  physicians,  and  an  ef- 
fort will  b(*  made  to  have  each  town  cover***! 


at  all  tim**s.  In  case  of  emer<jencies,  it  is 
planned  later  t*t  inau<rurate  an  emerjiency 
s**rvice  whei'eby  physicians  **an  be  l*)**ate*l  loi* 
emeififency  calls  when  the  usual  family  phy- 
sician is  n*)t  available.  Hach  il*)ct*)r  ])artici- 
patiny:  will  in.sert  in  the  telephone  book  after 
his  name  the  information  that,  if  there  is  n*) 
answer  to  his  teleph*)ne,  the  h*)spital  cl*)sest 
t*)  him  he  calle*l  f*>r  informati*m  refrardiiifr 
his  absen*-**  and  time  of  return. 

The  ])hysicians  paiticipatin<r  are  as  follows; 

Xantic*)ke  .Mem*)rial  Hospital,  Seaford,  will 


take  cai-e  of  calls  for — 

Dr.  (iraylock  C.  .\oble Creenwoo*! 

Dr.  \V.  P.  Kllis  Laurel 

Dr.  Charhvs  ^I.  .M*)yer  Laurel 

Dr.  Ariudd  II.  Williams  Laurel 

Dr.  dames  L.  iMai-vil  Laurel 

Dr.  Robert  L.  Dickey  Laurel 

Dr.  R.  II.  Beckert  Bri*lweville 

Dr.  dohn  Lynch  Seaf*)rd 

Dr.  Leland  Fox  Seaford 

Dr.  Ervin  Stambaugh  Lewes 


iMilfoi'd  [Memorial  Hospital,  [Milford,  will 


take  care  of  calls  for — 

Dr.  Thomas  J.  Tobin  Milton 

Dr.  G.  [M.  VanValkenburgh,  Ge*)rget*)wn 

Dr.  Samuel  [Marshall  [Milford 

Dr.  Lawrence  Fitchett  .Milford 

Dr.  O.  A.  dames .Milford 

Dr.  Ka*len  Tierney Milf*)rd 

Dr.  dames  B.  Homan  Mil  lord 


Beebe  H*)spital,  Lewes,  will  take  care  of 
calls  tor — 

Dr.  dohn  .Minand  ( :***)rget*)wn 

Dr.  Daniel  Paul,  dr Ge*)rget*)wn 

Dr.  Robert  Klingel  Reh*)both 

Dr.  Ervin  Stambaugh  Reludmth 

Dr.  Virgil  Hudson  Millsb*)ro 

Dr.  dames  Beebe,  dr Lewes 

Dr.  damt*s  E.  Marvil  Lewes 
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Worth  Exploring 


The  success  that  has  attended  the  Maryland 
l)lan  for  medical  care  of  the  medically  in- 
digent has  attracted  national  attention.  Now 
from  ^Maryland  comes  a new  approach  to  the 
lirohlem  of  medical  care  of  the  lower-income 
gronj)  that  may  turn  out  to  be  worth  exjilor- 
ing.  Till  details  are  available  no  opinion  can 
be  expre.ssed.  The  preliminary  story,  as  given 
in  the  Baltimore  Sun  of  October  27,  1952, 
I'ollows : 


The  Baltimore  City  Medical  Society  has 
appointed  a committee  to  study  a local  phy- 


r L a [ s + 

sician's  proposal  of  a way  for  doctors  to  scale 
their  fees  in  accordance  with  the  patient’s 
income. 

The  jiliysician,  Dr.  J.  Wesley  Edel,  has 
worked  out  the  plan  for  a “medical  fee  co- 
operative," to  be  “organized,  regulated  and 
subscribed  to  by  both  physicians  and  pa- 
tients.” 

The  aims  are  to  make  ])rivate  medical  care 
le.ss  burdensome  to  lower-income  grouiis  and 
to  eliminate  any  iiossibility  of  socialized 
medicine. 

The  patient's  fee  would  be  based  on  his 
income  and  number  of  dependents. 

These  two  factors  would  be  worked  out  on 
a scale  or  chart — a “discount  calculator” — 
showing  the  i)ercentage  of  deduction  for  each 
fee  at  each  classification  level. 

Patients  desiring  the  discount  advantage 
would  fill  out  a financial-statement  form  ob- 
tained from  their  ])hysician,  have  it  notarized, 
and  send  it  to  the  secretary  of  the  co- 
operative. 

Me  would  then  receive  a member.ship  card 
stating  his  classification.  The  card  would  be 
good  at  the  office  of  any  jiliysician  member 
of  the  co-operative. 

The  co-operative  would  be  a non-profit  or- 
ganization, with  dues  of  $5  per  year  for  phy- 
sician members  and  $1  per  year  for  patients. 
This  could  defray  costs  of  operation,  printing 
and  mailing. 

The  scope  of  the  plan  would  include  only 
fees  involved  in  private  medical  practice  — 
l)hysicians  and  surgeons. 

The  co-operative  would  be  set  uji  under  the 
sponsorship  and  supervision  of  the  Baltimore 
City  i\ledical  Society,  and  initially  the  presi- 
dent of  the  society  would  appoint  representa- 
tive iihysicians  and  laymen  as  directors. 
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BOOK  REVIEWS 

Textl)ook  of  Kefi’action.  15y  Edwin  Forlies 
Tail,  M.D..  Associate  Professor  of  Oi)hthalmol- 
ogy.  Temple  Univei’sity  School  of  Medicine. 
Pg.  418,  with  H.'l  illustrations.  Cloth.  Price, 
•SH.OO.  Philadeljihia:  \V.  H.  Saunders  Company, 
19,51. 

Tlii.s  hook  is  a |)ractical  treatise  on  clini- 
cal rerraetion,  ami  ])re-su])|)oses  a eonsider- 
ahle  knowledge  of  optics  and  j)hysioIogy  on 
the  part  of  the  reader.  A large  part  of  the 
hook  deals  with  muscle  i)hysiology,  mu.sele 
ahnorinalities,  and  orthoptics,  ])ossihly  he- 
yond  the  ]>oiid  which  might  he  expected  to 
he  found  in  a textbook  of  refraction.  The 
matei'ial  is,  on  the  whole,  accurate  and  covers 
all  i)ha.ses  and  methods  of  ])i-actical  clinical 
refi-action.  The  aiithoi'  helieves  that  cyclo- 
))legia  has  a place  in  refraction,  hut  should 
he  individualized,  since  he  helieves  that  many, 
if  not  most,  individuals  over  35  years  of  age 
can  h(‘  refi'acted  adcTpiately,  if  not  better, 
without  cyeloplegia.  The  arrangements  of 
the  chapters,  which  is  calculated  to  touch  on 
every  phase  of  the  subject  briefly  before  get- 
ting down  to  the  real  fundamentals  of  refrac- 
tion, makes  for  some  rei)etition  and  increase 
in  the  size  of  the  work.  The  author  concludes 
with  an  excellent  outline  of  a system  of  re- 
fraction, and  methods  of  examination,  which 
effectively  summarizes  the  i)receding  mate- 
rial, as  well  as  the  individual  Tiiethods  pre- 
ferred by  the  author.  The  hook  is,  in  general, 
well  writtei\,  the  format  clear,  and  the  il- 
lustrations and  tables,  in  genei'al,  well  chosen. 


The  Origin  Of  Life  And  The  Evolution  Of 
Living  Things.  By  Olan  R.  Hyndman,  M.D., 
Associate  Professor  of  N'euro-Surgery,  Uni- 
versity of  Colorado.  Cloth.  Pp.  (148.  Price, 
.$8.75.  Philosophical  Library,  Xew  York;  1952. 

The  author  undertakes  to  present  his 
theory  of  evolution  of  life  and  he  ])ostulates 
that  the  origin  of  living  substance  is  on  an 
energy-transformation  basis,  lie  suggests  a 
strong  belief  in  the  environmental  influence 
on  adaptation  and  the  hereditary  develop- 


ment of  form  from  a micro.scopio  hit  of 
chromatin. 

Since  the  chromatin  governs  the  cell  cyto- 
|)lasm  in  every  detail,  any  reaction  of  the  lat- 
ter must,  of  neeessity,  .stimulate  the  chroma- 
tin. The  chromatin  responds  to  maintain  in- 
tegrity of  the  cytoplasm  and  differentiates  to 
maintain  and  perpetuate  the  integrity  of  the 
changing  cytoplasm.  The  chromatin  always 
responds  to  chemical  changes  in  the  cyto- 
I)lasm. 

The  centiosome  in  the  nucleus  of  a cell  is 
compo.sed  of  an  integer  or  intergers  (genes) 
whose  function  during  the  evolution  of  the 
cell,  becomes  delegated  to  the  coordination  of 
cell  cleavage  only  when  such  a cell  has  rip- 
ened. 

The  theory  of  specific  environments  of 
origin  in  respect  to  parasites  and  saprophytes 
is  .shown  to  he  an  integral  ])art  of  the  main 
theory. 

This  hook  minutely  reviews  the  various 
theories  of  evolution,  the  field  of  genetics,  and 
the  knowns  and  the  unknowns  related  to 
lieredity  and  emhryogenesis.  The  author 
philosophizes  extensively  throughout  the  text 
and  attempts  to  prove  his  theories  by  ])re- 
senting  a great  deal  of  i)ertinent  historical 
hackgiountl.  The  lengthy  ex[)lanations  and 
constant  rei)ctitions  are  confusing  when  one 
considei's  the  nature  of  the  subject  matter 
which  is,  at  its  best,  based  on  imagination, 
theory,  theology,  ])robability,  jjrophesy,  and 
hoi  inones,  rather  than  on  scientifically  i)roven 
objective  data.  The  multiplicity  of  headings 
and  subheadings  within  the  various  .sections 
and  chapters  of  the  book  adds  to  the  confu- 
sion. 

This  is  not  a text  b(M)k  on  evolution  but  a 
pivsentation  of  a new  theory.  It  contains  a 
great  deal  of  interesting  material  which 
should  be  found  valuable  by  .students  of 
genetics  and  lovei-s  of  i)hil<).so])hical  discus- 
sions as  to  the  evolution  of  life  and  man’s 
purpose  in  the  universe. 
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LABORATORY  TESTS  IN  THE 
STUDY  OF  ATHEROSCLEROSIS 

Otakar  J.  Poli.ak,  M.  1).,* 

Dover,  Del. 

Diseoveiy  of  a diaono.stic  test  for  athero- 
.sclerosis  would  be  as  welcome  as  the  develoj)- 
ment  of  a reliable  test  for  cancer. 

At  present,  the  patient  is  commonly  inves- 
tifi'ated  for  atherosclerosis  after  he  has  de- 
veIoi)ed  manifestations  of  the  di.sea.se,  such 
as  myocardial  infarction.  Prior  to  the  a])- 
I>earance  of  signs  and  symi)toms  of  the  dis- 
ease physicians  usually  assume  that  any  ])er- 
son  over  foity  years  of  age  has  some  degree 
of  vascular  damage  but  few  doctors  go  to  the 
trouble  to  ascertain  the  presence,  extent,  de- 
gree, and  localization  of  vascular  alterations. 

It  might  be  well  to  distinguish  between  the 
asymptomatic  existence  of  atherosclerotic 
pla(|ues,  the  so-called  (ifherogetiesis,  and  the 
active  atheroclerotic  disease  with  its  various 
signs  and  symptoms,  shortly  sj)oken  of  as 
atherosclerosis. 

After  a i>atient  has  had  an  ei)isode  of  myo- 
cai'dial  infarction  or  a cerebro-vascular  acci- 
dent, or  after  he  has  develoi)ed  intermittent 
claudication,  the  investigation  for  and  diag- 
nosis of  atherosclerosis  is  comparatively  easy. 
Multiple  idiysical  aids  are  available  for  the 
study  of  such  ])atients.  A test  indicative  of 
the  pre.sence  and  degree  of  atherogenesis 
would  be  of  great  value.  The  results  of  pe- 
riodically i)erformed  tests  could  be  utilized  to 
l)rognosticate  the  develo})ment  and  the  course 
of  atherosclerosis,  such  as  the  occurrence  and 
recurrence  of  coronary  occlusion. 

l\Iultiple  attempts  were  made  to  find  a suit- 
able test.  Since  cholesterol  has  been  demon- 
•strated  in  human  atherosclerotic  lesions  and 
since  atherogenesis  may  be  induced  by  choles- 
tei'ol  feeding  to  many  animals,  most  of  the 
tests  recommended  till  now  revolve  around 

♦Pathologist,  Kent  General  Hospital,  Dover;  Milford 
Memorial  Hospital,  Milford;  Beebe  Hospital  and  Clinic, 
Lewes,  Delaware. 


the  assay  of  blood  cholesterol.  Let  us  I'eview 
and  evaluate  the  available  methods. 

1.  Blood  Cholestkrols 

^lany  scientists  used  to  believe,  and  some 
still  believe,  that  a temporary  or  permanent 
increase  in  blood  chole.sterol  is  i'esj)onsible  for 
atherogene.sis.  Some  facts  are  known  today : 
Persons  with  familial  hypercholesteremia 
or  with  blood  chole.sterol  elevation  incidental 
to  disease  (hyi)othyroidism,  lipid  nephrosis, 
etc.)  are  more  likely  to  develop  atherogenesis 
and  atherosclero.sis  than  per.sons  whose  hemo- 
cholesterol  is  noimal.  There  is  a certain  ])ar- 
allelism  between  the  height  of  hypercholes- 
teremia and  degree  of  vascular  alterations, 
in  these  people.  However,  persons  with 
normal  blood  cholesterol  can  and  do  develop 
atherogenesis  and  even  atherosclerosis,  and 
]>atients  with  the  active  disease  have  often 
blood  cholesterols  which  are  well  within 
normal  limits.  Patients  with  coronary  ath- 
erosclerosis have  higher  blood  cholesterols 
than  patients  with  atherosclerosis  of  other 
vessels,  for  example,  of  the  cerebral  arteries. 
After  myocardial  infarction  due  to  obliterat- 
ing atherosclerosis  of  a coronary  artery  the 
blood  cholesterol  level  first  dro])s  and  later 
rises.  Therefore,  statistics  on  blood  assays 
in  patients  with  atherosclerosis  have  little 
value  unless  accompanied  by  detailed  infor- 
mation as  to  the  ]jredominant  site  of  vascular 
lesions  and  as  to  the  time  which  elapsed  be- 
tween the  on.set  of  cliidcal  manife.stations  and 
blood  letting.  Various  methods  of  chole,sterol 
determination  yield  different  re.sults.  Even 
the  same  method  might  not  give  identical  re- 
sults when  employed  by  several  technicians. 
Various  institutions  acce])t  different  values  as 
“normal.”  Therefore,  all  I'eports  should  re- 
fer to  the  method  used  and  state  the  range  of 
values  considered  to  be  normal. 

Some  students  think  that  either  free  choles- 
terol or  the  e.sterified  chole.sterol  is  more  sig- 
nificant than  the  siun  of  both,  that  is  the 
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total  clioloslcM-ol.  This  lias  not  hwii  estah- 
lishod  as  a fact.  The  mean  averafre  blood 
cholesteiol  level  of  a series  of  jiatients  with 
atherosclerosis,  namely  with  coronaiy  disease, 
is  si>>:nificantly  higher  than  the  mean  average 
level  of  a comparable  .series  of  jier.sons  who 
are  apparently  free  of  vascular  alterations. 
There  is  a large  overlap  of  the  normal  and 
ahnonnal  range.  Thus,  the  blood  cholesterol 
assay  in  a single  individual  is  of  limited  val- 
ue. Still,  such  assay  should  he  jiarl  of  our 
loutine  examination  : While  a nonnal  result 

has  little  significance,  hypei'cholesteremia 
has  a cei'tain  prognostic  significance,  espe- 
cially in  ;i  young  i)erson. 

2.  ('llOLKSTKHOI,  ToI.KHA.NTK 

Ivepeatedly,  attempts  wei'e  made  to  develop 

a cholesterol  toleiance  test  patteiaied  after 
the  widely  i»i-acticed  glucose  tolerance  tests.  In 
some  j)rocediires,  the  oral  administration  of 
doses  up  to  2 drams  were  recommended. 
Hv(“n  this  amount  is  insufficient  to  influence 
the  blood  cholesterol  level.  And  this  is  an 
excessive  amount  for  it  corresponds  to  a meal 
consisting  of  two  eggs,  eight  pats  of  butter, 
four  (juarts  of  milk  and  one  pound  of  fat 
meat.  In  .some  tests,  cholesterol  was  replaced 
by  a high  fat — high  cholesterol  meal.  Notwith- 
standing isolated  reports  to  the  contrary,  the 
majority  of  inve.stigators  agree  that  the  short- 
term cholesterol  tolerance  tests  have  no  value. 
Intiavenous  injection  of  cholesterol  might  en- 
danger the  blood  vessels.  Such  cholesterol  ad- 
ministration does  not  shed  light  on  the  in- 
dividual's ability  to  metabolize  cholesterol. 

3.  ( ’llOUE.STKROLVSIS  AND  ( ’l  lOI.KSTKKOl. 

SaTI’KATIOX 

The  |)ossihility  that  each  blood  serum  has 
an  individual  ability  to  hold  cholesterol  in 
colloidal  suspension  prompted  the  .search  for 
|)ert incut  tests.  Several  modifications  of  the 
eholestei'olysis  test  are  known.  The  basis  of 
such  tests  is  the  assay  of  cholestei'ol  in  blood 
samples  hefort*  and  after  addition  of  a 
weighed  amount  of  cholesterol,  and  hefoie  and 
after  ineiihation.  In  the  saturation  test, 
cholesterol  is  added  to  one  portion  of  a .seium 
samj)le  and  a.s.sayed  in  the  filtrate,  after  in- 
cubation. Normally,  there  should  he  an  in- 
erea.sed  amount  of  cholesterol  in  such  |ii'ei)- 
aiation  in  com|>arison  to  an  untreated  ])or- 
tion  of  the  serum  .sam|)le.  The  fallacy  of 


these  tests  lies  in  the  fact  that  cholesterol  is 
as  insoluble  in  blood  serum  as  it  is  in  water. 
The  results  are  worthless. 

4.  ( 'iiohESTEKon-niosi'Hoi.ii’ii)  Ratio 

The  eoncei»t  that  hypercholesterolemia 
alone  is  of  etiologic  importance  in  athero- 
genesis  became  untenable  when  it  was  dis- 
closed that  many  i)atients  with  athero.sclerosis 
have  normal  hemoeholesterols.  A new  concept 
became  popular,  namely  that  the  (pialitative 
state  of  blood  cholestei'ol  is  more  imjiortant 
than  its  (piantitative  increase.  It  was  jmstu- 
lated  that  phospholijiids  and  albumin  are  nat. 
ural  stabilizers  of  colloidal  .serum  cholesterol. 

.Many  inve.stigators  prorate  the  amounts  of 
cholesterol  ;ind  jihospholipids.  We  can  de- 
termine free  and  combined  cholesterol  which 
when  added  give  us  the  total  cholesterol  value; 
we  can  determine  lecithin,  cephalin  and 
sphingomyelin  which  make  up  the  total  phos- 
pholipids. We  thus  can  jilace  either  of  the 
seven  values  (five  components  and  two  total 
values)  in  the  numerator  or  denominator. 
We  can  cxjire.ss  the  values  in  milligram  per 
10(1  ml.  of  blood  (mg.%)  or  in  millimols  |)cr 
liter,  that  is  in  millie([uivalents  (niH(p)  Of 
all  po.ssihle  indices,  four  became  popular: 
TC/LP  mg'/,  T(’/LP  ml'ki,  LIVTC  iiiImi, 
and  LP/PC  mH(|.  (CTC,  total  cholesterol; 
free  cholesterol ; LP,  lipid  phosphorus,  us- 
ually calculated  as  lecithin.)  Any  ratio  of 
two  variables  I'epresents  an  arbitrary  value. 
Such  I'atio  can  remain  normal  although  both 
components  may  he  altered  in  one  of  two  di- 
rections. The  index  can  he  aluiormal  with  a 
shift  of  either  oi'  both  components.  While  the 
hemocholesterol  of  each  individual  is  faii'ly 
constant  ovei-  a period  of  time,  the  phospho- 
lipid level  fluctuates  considerably  from  day 
to  day.  If  we  mentioned  that  different  meth- 
ods of  cholesterol  assay  give  different  results 
it  is  only  fair  to  |)oint  to  even  greater  var- 
iations in  the  results  obtained  with  various 
methods  for  phosi)holipid  deteiniination. 

Alpha  toxin  of  (’lostridium  wcdchii  contains 
a ])owerful  lecithinase.  If  the  toxin  is  added 
to  serum  the  lattei-  will  become  turbid  within 
two  hours.  The  degree  of  turbidity  can  be 
measured.  The  s|)eed  at  which  cloudiness  oc- 
curs !•(•  fleets  the  molar  cholesterol-])hospho- 
lipid  ratio.  The  final  degree  of  turbidity  cor- 
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ies})onds  to  tlie  total  amount  of  cholesterol 
in  the  serum. 

In  experimental  animals,  namely  in  cock- 
erels, there  is  o'ood  coiTelation  between  the 
TCyPL  ratio  and  the  degree  of  atherogene- 
sis.  The  same  is  not  true  of  human  beings. 
Usually,  cholesterol,  phospholipids,  and  fatty 
acids  go  ])arallel.  IMany  j)atients  with  athero- 
sclerosis have  normal  blood  chole.sterol  and 
also  normal  i)hospholipid.  Others  have  in- 
creased blood  cholesterol  and  increased  plios- 
])holipids  as  well,  and  conseiiuently  they  have 
a normal  ratio.  Ai>parently,  in  these  pa- 
tients, the  phos])holipids  failed  to  provide  the 
theoretically  i)ostulated  ])rotection  through 
chole.sterol  .stabilization.  The  assay  of  both 
lipids  and  the  reliance  on  one  or  the  other 
iiulex  becomes  a matter  of  belief  that  such 
index  is  of  i)rognostic  or  diagnostic  value. 
This  conviction  is  not  shared  by  the  writer. 
What  has  been  saitl  about  the  increase  of 
blood  cholesterol  in  ])atients  with  atheroscler- 
osis holds  true  for  the  lowering  of  the  total 
cholesterol/total  phospholipid  ratio:  While 

these  blood  chemical  shifts  are  fairly  char- 
acteristic for  large  series  of  patients  they 
may  or  may  not  be  j)resent  in  the  individual 
patient. 

5.  Lipocram 

The  simultaneous  a.ssay  of  all  lipid  frac- 
tions is  spoken  of  as  the  lipogram.  It  has 
long  been  known  that  cholesterol  is  not  the 
oidy  lipid  ])re.sent  in  atheixpsclerotic  lesions. 
It  also  has  been  known  that  ])atients  with  hy- 
])ercholesteremia  commoidy  have  hyperlip- 
emia. Some  investigators  began  to  follow  be- 
sides the  free,  combined  and  total  cholesterols 
the  levels  of  i)hospholi])ids,  fatty  acids,  neu- 
tral fat,  and  total  lipids.  Experimental  ath- 
erogenesis  can  be  induced  by  feeding  rab- 
bits and  other  species  i>ure  cholesterol,  but 
it  cannot  be  i)rodueed  by  feeding  of  other 
])ure  lijjids.  Cholesterol  when  fed  susi)ended 
in  vegetable  oil  is  more  rapidly  resorbed  than 
if  fed  in  i>owdered  form.  Although  the  in- 
troduction of  vegetable  oil  enhances  the  de- 
velopment of  hypercholesteremia  and  ath- 
erogenesis  we  can  not  label  the  oil  as  athero- 
genetic.  In  man  there  is  considerable,  and 
often  un])redictable,  variation  of  mo.st  of  the 
blood  lipid  fractions.  This  is  true  of  repeat- 
ed fasting  blood  lipid  values  and  even  more 


so  of  i)ostprandial  levels.  Therefore,  the 
piactical  significance  of  the  lipogram  is  lim- 
ited, for  the  time  being  at  least. 

(i.  Chylomicron  Index  and  Curve 
Chylomicrons  aie  macromolecular  bodies 
larger  than  ().5  micron  and  visible  in  dark 
field  preparation  by  1900  fold  magnification. 
They  contain  largely  fat.  The  ])resence  of 
cholesterol  within  the.se  bodies  is  disputed. 
Since  macromolecular  substances  other  than 
chole.sterol  (for  examjile,  cellulose,  .sodium 
stearate,  etc.)  were  successfully  applied  by 
the  intravascular  route  to  produce  altera- 
tions not  dissimilar  to  early  atherogenesis, 
chylomicrons  were  implicated  in  the  etiology 
of  atherogenesis  and  atherosclerosis.  With 
aging  there  is  a tendency  to  higher  chylo- 
micron counts,  and  counts  are  higher  in  ]>a- 
tients  with  atherosclerosis.  The  differences 
between  the  chylomici-on  index  of  a series  of 
jiatients  with  atherosclerosis  and  that  of  ser- 
ies of  healthy  persons  is  statistically  far 
greater  than  differences  in  blood  cholesterol 
levels  of  the  same  series. 

After  ingestion  of  0.5  (Im.  of  fat  per  Kgm. 
body  weight,  the  chylomicron  count  normally 
rises  and  reaches  a maximum  in  2 or  3 hours, 
then  returns  to  the  original  level  within  5 
hours  after  the  meal.  In  older  persons  the 
jieak  of  the  curve  is  delayed  and  up  to  six 
times  higher,  and  the  return  to  pre-prandial 
level  is  slow  and  might  take  a full  day.  Since 
atherogenesis  is  jirevalent  among  the  aged, 
there  is  a certain  parallelism  between  chylo- 
micron curves  and  degree  of  atherogenesis. 
Furthermore,  since  a person's  ability  to  han- 
dle neutral  fat  and  to  handle  cholesterol  is 
vei-y  often  the  same,  the  plotting  of  chylomi- 
cron curves  from  re})eated  counts  sheds  some 
light  on  the  individual's  ability  to  metabolizt- 
all  lipids.  Although  the  inge.stion  of  choles- 
terol itself  does  not  influence  chylomicron 
counts,  there  .seems  to  be  fairly  good  correla- 
tion between  chylomicron  counts  and  athero- 
genesis, or  even  atherosclerosis,  in  man. 

7.  Lipoprotein  IMolecules 
The  conce])t  that  macromolecular  sub- 
stances ])lay  an  important  role  in  the  etiology 
of  atherogenesis  and  atherosclerosis,  and  the 
knowledge  that  most  of  the  blood  cholesterol 
is  linked  with  jirotein  fractions  led  to  the 
study  of  lipoproteins.  By  utilizing  differ- 
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tMici‘8  ill  density  and  niifirat ion  rate  ul'  lipids 
and  lijioproteins  a method  was  developed  to 
measure  the  llotation  rate  (!')  of  moleeules. 
'I'lie  readin};s  are  exiuessed  in  Svedl)er<r  units 
(S.)  I<'or  tile  sake  of  hievity  one  speaks  of 
S / moleeules.  These  ean  he  separated  by 
aualytieal  ulti'aeontrifufjalion  and  ela.ssified. 

An  inerease  of  eei  tain  lii)oi)rotein  fraetions, 
namely  of  the  S / 10-20  order,  was  found  very 
freipienlly  in  the  .serum  of  patients  with  ath- 
eroselerosis  and  in  that  of  rabbits  with  in- 
dueed  athero«enesis.  Like  the  (luantity  of 
eliylomierons,  the  moleeules  of  S/  10-20  den- 
sity apjiear  more  numerous  with  advanein<>: 
a<re.  ( )ver  a Ion};  period  of  time,  the  amount 
of  these  moleeules  ean  be  influeneed  by  diet, 
just  as  one  ean  re}>ulate  the  amount  of  blood 
eholesterol.  Postiirandially,  there  is  an  in- 
erease of  S / 20-40,000  moleeules  but  not  of 
the  S / 10-20  elass.  In  patients  with  eoronary 
atheroselerosis  there  is  fairly  };ood  eorrelation 
between  the  amount  of  these  low-density 
moleeules  and  blood  eholesterol  level.  The 
lirotein  fiaetion  in  the  S / 10-20  eomplexes  is 
mainly  beta-};lobulin  and  also  al])ha-}>lobulin. 
There  is  not  only  eorrelation  between  the  eon- 
eent ration  of  S / 10-20  moleeules  and  hemo- 
eholesterol  but  also  with  the  amount  of  serum 
beta-}>Iobulin.  Blood  eholesterol  and  beta- 
}>lobulin  determination  mi};ht  rejilaee  the  veiy 
expensive  ulti'aeentrifu};ation  where  one  is 
eoneerned  with  S / 10-20  moleeules  only.  For 
evaluation  of  the  eomplete  speetrum  of  li|)id 
and  lipoiirotein  moleeules  ultraeentrifuiration 
is  still  indispeusible. 

8.  ( ’h()i.e.stick()l  Partitio.n  from 
Lifoprotkins 

Cholesterol  ean  be  liberated  from  lipo|)ro- 
lein  eomplexes  with  the  aid  of  sai)onin.  With 
sueh  eholesterol  partition  method  mai’ked  dif- 
feienees  were  found  in  the  amount  of  freed 
eholesterol  in  the  blood  of  jiatients  with  ath- 
eroselerosis  and  that  of  healthy  per.sons.  The 
method  has  not  been  widely  enoui;h  applied 
by  multi|)le  };i-oui>s  of  seientists.  It  seems, 
however,  that  eonelusions  reaehed  for  .series 
of  jieople  will  not  neeessarily  ajiply  to  tin* 
individual. 

!).  ( 'l.lCARI.NU  OF  SlCRI  M 

•\fter  a fat-iieh  meal  or  after  iu<;e.stion  of 
fat  alone  the  blood  serum  beeomes  milky  and 
remains  so  for  a varyin*;  leii};th  of  time.  This 


turbidity  is  eaused  by  an  inerease  of  lar<;e 
moleeular  partieles,  lipids  and  lijioproteins. 
Injection  of  hejiarin  and,  jiossibly,  of  .some 
other  substances  results  in  elearin<;  of  the 
.serum.  ritraeentrifu<;al  studies  disclosed 
that  this  eleariii};  is  due  to  a breakdown  and 
tiansformation  of  };iant  moleeular  eomiilexes 
to  smaller  ones.  Senun  of  persons  treated 
with  heparin  contains  a elearin<;  factor. 
When  sueh  serum  is  added  to  the  serum  ol 
(>ther  jieisons  these  sera  will  clear  at  vary- 
iu};  speed  and  to  varyiii};  de>;ree.  The  .serum 
of  normal  prisons  shows  more  elearin*;  than 
the  serum  of  jiatients  with  atheroselerosis. 
The  translueenee  ean  be  followed  nephelo- 
metrieally  and  thus  study  of  the  eleariu" 
jihenomenon  mi};ht  become  a routine  labora- 
tory procedure.  It  ini<;ht  serve  as  indicator  of 
an  individual's  ability  to  metabolize  lijiids 
and  li|)oproteins  and  thus  jirovide  us  with 
bi'oader  information  than  chylomicron  curves. 

1 0.  Hlkctroimioresis 

Those  who  implicate  low-density  lipojiro- 
tein  moleeules  in  the  etiolo<;y  of  athero«;ene- 
sis  will  admit  that  there  is  a};ain  an  overlap 
in  the  ran<;e  of  normal  and  abnoimal  values 
and  that  there  is  a “ physiolo<;ie”  inerea.se  in 
the  concentration  of  the.se  moleeules  with  ad- 
vanein<>-  a<;e.  In  other  words,  what  has  been 
said  of  hemoeholesterol  levels  ami  of  chylo- 
microns is  also  valid  for  S / 10-20  moleeules. 
The  pre.senee  of  a lar<;e  number  of  S/  10-20 
moleeules  alone  is  not  a measure  of  the  de- 
s;ree  of  athero};enesis.  As  Ion};  as  sueh  mol- 
eules  are  present  in  the  face  of  absence  of 
va.seular  alterations  in  some  persons  one  is 
not  permitted  to  eonelude  that  these  mole- 
eules alone  are  the  causative  a};ent  of  athero- 
}>enesis.  One  has  to  assume  that  the  appear- 
ance of  eholesterol  or  li|)oprotein  eomiile.xes 
within  the  ve.ssel  wall  is  determined  by  fac- 
tors other  than  the  ipiantity  of  either  choles- 
terol or  S f 10-20  moleeules  in  the  blood 
stream.  Plasma  colloids  are  held  in  sns|)en- 
sion  by  albumin  and.  supposedly,  by  phos- 
pholi|)ids.  Since  the  low-density  lipoprotein 
moleeules  contain  };lobulin  fraetions.  namely 
beta-};lobulin,  it  apjiears  that  the  relation  be- 
tween seium  albumin  and  beta-};lobulin  mi};ht 
be  important.  It  seems  that  in  diseu.ssiii}; 
athero};enesi.s  we  jiay  much  attention  to  the 
dietary  and  blood  lipids  and  none  to  the 
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dietary  and  blood  proteins.  \\^ith  advancing 
age,  there  is  a tendency  to  shifts  in  the  var- 
ious protein  fractions,  generally  in  the  direc- 
tion of  absolute  hypoalbuminemia.  In  pa- 
tients with  atherosclerosis,  absolute  hypoalbu- 
minemia and  relative  hyperglobulinemia  are 
common.  Considering  again  the  fact  that 
beta-globulin  is  the  main  constituent  of  the 
molecules  of  the  S / 10-20  order,  electrophor- 
etic studies  of  human  blood  seriim  might  be 
a valuable  aid  in  the  study  of  atherogenesis 
and  atherosclerosis. 

Lately,  electrophoresis  has  been  adapted  for 
lipids.  In  the  very  near  future,  combined 
electrophoresi.s — pa])er  chromatography  meth- 
ods will  enable  us  to  assay  simultaneously 
serum  proteins  and  serum  lipids. 

Discussion 

Several  of  the  listed  tests  will  reveal  sig- 
nificant blood  chemical  or  physico-chemical 
deviations  from  tlie  norm  if  applied  to  series 
of  jiatients  and  expressed  as  mean  averages. 
For  the  evaluation  of  the  individual  but  few 
tests  are  available,  and  only  grossly  altered 
re.sults  can  be  utilized  diagnostically,  and,  if 
repeated,  progno.stically. 

To  the  researcher,  all  the  methods  reviewed 
provide  valuable  tools,  with  the  exception  of 
cholesterolysis  and  saturation  tests  and  pos- 
sibly the  chole.sterol  tolerance  tests.  For  the 
latter  group  of  tests  there  is  still  some  hope : 
They  might  be  applicable  after  the  hemo- 
eholesterol  has  first  been  depressed  to  the 
basal  or  endogenous  level.  The  practicing 
physician  hardly  ever  has  access  to  the  ultra- 
centrifuge  and  only  seldom  will  he  order  a 
lipogram.  The  time  required  for  such  stu- 
dies, the  amount  of  blood  needed,  and  the  fi- 
nancial costs  will  be  considered.  L^pon  elim- 
ination of  these  four  groui>s  of  tests  there  are 
still  six  tests  left  from  which  the  practitioner 
can  make  a selection. 

For  the  diagnosis  of  atherogenesis  I would 
recommend  a blood  cholesterol  determination 
and  a chylomicron  count.  For  the  prognosis, 
that  is  the  probability  of  atherosclerosis  I 
would  recommend  periodic  repetition  of  the 
blood  cholesterol  determination  and  of  the 
chylomicron  count,  and  I would  add  repeated 
electrophoretic  studies  to  evaluate  serum  al- 
bumin, alpha-  and  beta-globulin. 

At  i)resent,  but  three  methods  of  prevention 


of  atherogenesis  and  atheiosclero.sis  are  avail- 
able. (1)  One  might  try  to  decrea.se  the 
blood  cholesterols  either  by  strict  elimination 
of  all  cholesterol  and  other  lipids  from  the 
diet,  or  by  oral  administration  of  chemicals 
which  prevent  or  reduce  intestinal  resorp- 
tion of  cholesterol,  or  by  a combination  of  a 
partially  restricted  diet  plus  medication.  In 
such  a case,  repeated  blood  cholesterol  de- 
termination will  serve  to  evaluate  the  ther- 
apy. (2)  One  might  try  to  stabilize  blood 
cholesterol  and/or  lipoprotein  molecules  by 
an  increased  dietary  sipiply  of  methionin 
which  is  the  precursor  of  lecithin,  and  of 
proteins,  or  by  the  use  of  the  various  lipo- 
tropic drugs  (cholin-methionin-inositol-betain) 
which  often  cause  a rise  in  blood  phospho- 
lipids and  commonly  result  in  readjustment 
of  the  proportion  between  serum  albumin 
and  globulin  through  stimulation  of  liver  cells 
freed  of  neutral  fat.  In  such  cases,  those 
who  believe  in  indices  will  follow  the  eholes- 
terol-jihopholipid  ratio  while  those  who  do  not 
will  rely  on  protein  fractionation  as  yardstick 
of  the  treatment.  (3)  One  might  try  to 
break  down  the  large  molecular  complexes 
into  smaller  ones  and  clear  the  serum  by 
heparin  injection.  In  .such  a case,  one  will 
use  the  analytical  idtracentrifuge  and,  where 
this  is  not  available,  one  will  determine  the 
clearing  of  the  serum  with  the  aid  of  nephelo- 
meter  readings. 

The  reader  might  share  the  writer's  im- 
])ression : At  the  .start  of  this  paper  it  seemed 
that  no  laboratory  method  is  worthwhile  for 
the  study  of  atherosclerosis,  but  in  the  end 
it  appears  that  a pretty  good  selection  of 
te.sts  is  now  available,  especially  for  observa- 
tion of  the  ])iogress  of  athei’Ogenesis  and  for 
evaluation  of  preventive-therapeutic  mea- 
sures. 


CLINICAL  MANIFESTATIONS  OF 
ARTERIOSCLEROTIC  DISEASE 

Att  Tormet,  i\l.  1).,*“ 

Lewes,  Del. 

Oener.vl  Considerations. 
Arteriosclerosis  is  a universal  disease,  and 
yet  occupies  a singular  place  in  the  multi- 
tude of  human  ailments,  in  the  respect  that 
we  seldom  make  a special  effort  to  diagnose 

•Resident  physician,  Beebe  Hospital. 
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it  in  our  daily  clinical  iiractice.  A chance 
findin<i  may  hriiifi;  it  to  our  attention,  \ve 
sometimes  assume  its  presence  l>y  the  ad- 
vanced afte  of  our  patient,  or  we  may  be 
hurriedly  summoned  to  save  a person  who  has 
had  one  of  the  dreatled  complications  of  ar- 
teriosclerosis— a stroke,  for  example.  If  we 
do  feel  the  need  for  a special  diaftnosis  of 
this  disease  we  find  that  our  methods  are  in- 
adeipiate  and  that  we  liave  no  diafrnostic 
laboratory  tests. 

There  is  also  a feelin<>  amon»:  the  doctors 
that  the  establishment  of  this  specific  diagno- 
sis is,  perhaps,  not  going  to  help  anybody 
very  much,  since  there  is  so  little  we  can  do 
about  it.  To  this  could  be  answered  that  the 
main  reason  for  this  pessimistic  attitude  to- 
wards the  treatment  is  the  lack  of  proper 
diagnostic  techniipies.  Different  therapeutic 
measures  and  agents  have  already  been  i>ro- 
jK)sed,  but  we  have  no  means  of  measuring 
their  effect  on  a patient,  except  by  clinical 
impression  or  statistical  studies,  of  which 
neither  is  easy.  The  need  for  diagnosing  or 
excluding  arteriosclerotic  disease  in  our  daily 
jiractice  is  not  .so  rare.  The  surgeons  are  in- 
terested in  a more  accurate  evaluation  of  the 
vascular  status  of  their  patients  undei’going 
surgery,  in  order  to  have  an  idea  of  how  well 
shock,  blood  loss  or  dehydration  can  be  tol- 
erated. The  medical  men  well  know  that 
arteriosclerosis  can  jiroduce  a large  variety 
of  confusing  clinical  pictures  which,  at  times, 
remain  unrecognized. 

Turning  now  to  a brief  study  of  these  var- 
ious clinical  jiictures  it  might  be  well,  first, 
to  bring  out  the  known  fact  that  generalized 
arterio.sclerosis  can  lie  jiresent  in  a per.son  for 
a number  of  years  without  giving  ri.se  to  any 
symptoms  or  signs.  It  becomes  a clinical  dis- 
ease when  it  produces  comiilaints.  .Most 
freiiuently  the  onset  of  symi)toms  is  insidious. 

])rcviousIy  healthy  and  vigorous  ]>er.son 
may  observe  that  Ids  intellectual  powers  are 
gradually  d(*clining,  his  .semses  becoming  less 
acute,  or  the  performance  of  his  muscular 
system  less  accurate  and  efficient.  lie  may 
seem  to  ag(>  visibly  over  a span  of  a few  years 
and  yet  not  suffer  ill  health.  We  speak  of 
the  onset  of  .senility  but  we  do  not  know  with 
certainty  to  what  extent  the  advent  of  senil- 
ity is  .separate  and  distinct  fioin  the  proce.ss 


of  arterio.sclerosis.  In  less  fortunate  persons 
the  di.sea.se  progresses  rajiidly  in  some  part 
of  the  body,  leading  to  violent  symptoms  and 
a|)palling  disability. 

The  amazing  variety  of  symiitoms  and  signs 
manifested  by  arteriosclerotic  disease  derive 
from  only  a few  basic  morbid  changes  in  the 
va.scular  .system.  The.se  are  loss  of  elasticity 
and  gradual  thickening  of  the  arterial  wall. 
Complicating  factors  are  rupture  or  closure 
of  the  ve.ssel.* 

The  Heart  and  the  Great  .\rteries 

Lo.ss  of  elasticity  of  the  arterial  wall,  espe- 
cially of  the  aorta,  leads  to  an  elevated  sys- 
tolic blood  pre.ssure  with  slight  or  no  lower- 
ing of  the  diastolic  pres.su re.-’"'  This  finding, 
of  coui’se,  occurs  also  in  other  conditions 
(tho.se  attended  by  high  cardiac  output),  and 
should  be  given  significance  only  after  due 
consideration.  The  exaggerated  ])ressure 
changes  together  with  the  impaired  (piality 
of  the  arterial  wall  are  to  be  blamed  also  for 
the  tortuosity  of  the  peripheral  arteries  so 
commonly  .seen  in  arterio.sclerotic  jici-sons.- 
Besides  the  pressure  changes  the  loss  of  elas- 
ticity of  the  arterial  wall  is  followed  by  in- 
creased velocity  of  the  propagation  of  the 
jiulse  wave.  The  measurement  of  this  velo- 
city is  not  practiced  clinically,  but  could  be 
of  considerable  value  in  estimating  the  jiro- 
gre.ssion  of  the  disea.se  in  a i)erson  or  evalu- 
ating the  effect  of  treatment.-  This  change 
in  the  velocity  of  the  pul.se  wave  can  .some- 
times be  demonstrated  clinically  by  the  find- 
ing of  asynchronous  pulses  in  the  two  arms 
or  legs.  Provided  that  the  iiresenee  of  an 
aneurysm  has  been  excluded  the  out-of-jihase 
pul.ses  must  have  been  caused  by  uneipial  di.s- 
tribution  of  arterio.sclei'osis  in  the  two  ex- 
tremities. 

Boss  of  elasticity  in  the  aortic  wall  can  al.so 
be  expected  to  lead  to  some  reduction  of  car- 
diac reserve  by  imposing  an  increased  load 
upon  the  heart.  This  happens  becau.se  the 
aorta  no  longer  distends  readily  to  accom- 
modate the  blood  expelled  by  the  heart,  which 
has  to  move  an  increasing  column  of  blood 
with  each  contraction.  This  involves  added 
work.- 

Arteriosclerosis  can  produce  stenosis  of  tlie 
aortic  valve,  giving  rise  to  a characteristic 
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systolic  murmiu'  together  witli  reduction  in 
pulse  pressure. 

Extensive  changes  in  the  aorta,  if  attended 
by  hypertension,  can  lead  to  aneurysm.  The 
arteriosclerotic  aneurysm  shows  a predilection 
for  the  descending  portion  of  the  aorta  but 
can  also  be  found  in  the  major  branches  of 
that  vessel.  If  there  is  extensive  atherosis  of 
the  medial  layer  of  the  aorta  a dissecting 
aneurysm  can  occur  and  may  present  a clin- 
ical picture  rather  difficult  to  diagnose.  Of 
major  significance  here  is  the  finding  of 
arterial  obstruction  in  .some  of  the  branches 
of  the  aorta.  The  blood  pressure  can  stay 
high  for  a variable  length  of  time,  but  falls 
inevitably  when  leakage  of  blood  from  the 
aneurysm  occurs.  Because  of  the  confusion 
with  myocardial  infarction  an  electrocardio- 
gram here  may  be  of  considerable  diagnostic 
help.- 

Loss  of  cardiac  reserve  brought  about  by  the 
increasing  rigidity  of  the  aorta  would  prob- 
ably not,  by  itself,  lead  to  any  disability,  or 
cause  enlargement  of  the  heart  were  it  not  for 
the  fact  that  the  coronary  arteries,  at  this 
stage,  are  apt  to  be  affected  likewise  by  ar- 
teriosclerosis, gradually  choking  off  blood 
supply  to  the  myocardium.  Enlargement  of 
the  heart  then  ensues,  murmurs  of  inadequacy 
of  the  valves  develop,  and  the  apical  impulse 
often  a.ssumes  a slow  heaving  quality  which 
can  be  explained  as  due  to  inertia  of  the  in- 
creased ma.ss  of  blood  in  the  arterial  system 
that  the  heart  is  called  upon  to  set  in  motion 
with  each  beat.  Gradually  symptoms  of  fail- 
ui’e  develop : increasing  breathlessness  upon 
hurrying,  later  even  at  rest,  swelling  of  the 
ankles  or  feet,  chest  pains,  pressure  and  dis- 
comfort in  the  liver  region  after  meals. 
Some  of  the  symptoms  may  be  difficult  to 
recognize.  Thus  there  may  be  a tendency  to 
catch  colds  or  respiratory  tract  infections,  or 
the  patient  may  want  treatment  for  a chronic 
cigarette  cough — conditions  that  can  possibly 
be  caused  by  a congested  state  of  the  respira- 
tory membranes  secondaiy  to  chronic  conges- 
tive heart  disease.^  The  same  seems  to  apply 
to  some  ca.ses  of  the  so-called  intrinsic  or  bac- 
terial asthma  of  the  elderly  that  are  treated 
as  time  allergies.  There  may  be  absence  of 
gross  signs  of  cardiac  di.sease  but  tbe  frequent 
presence  of  chronic  respiratory  infection  in 


the.se  cases  should  make  one  curious  as  to 
why  the  jiatient  has  such  an  infection.  The 
electrocardiogram  or  circulation  time  studies 
may  often  indicate  that  there  is  an  import- 
ant comi>onent  of  cardiac  disease  present. 

Coronary  arteriosclerosis  manifests  itself 
most  dramatically  in  acute  ischemia  or  in- 
farction of  the  myocardium.  The  clinical 
})icture  jiroduced  is  too  well  known  to  need 
repetition  here.  The  infarction  frequently 
leads  to  permanent  electrocardiographic 
changes  which  then  later  serve  as  valuable 
evidence  of  the  existence  of  coronary  arterio- 
sclerosis in  the  person.  There  are  other  EKG 
signs,  somewhat  less  deiiendable : cardiac 

arrhythmias  and  the  different  types  of  con- 
duction blocks.  They  need  more  careful  in- 
terpretation and,  of  course,  the  exclusion  of 
digitalis  action. 

Attacks  of  the  Adam-Stokes  syndrome  are 
usually  indicative  of  arteriosclerotic  heart  dis- 
ease. 

An  imposing  array  of  specialized  equip- 
ment has  been  devised  for  diagnostic  work  in 
cardiology.  Instruments  such  as  the  ballisto- 
cardiograph,  spatial  electrocardiogra])h,  radi- 
ocardiograph, electrokymograph,  x>l^ont)car- 
diograph,  arterial  and  venous  sphygmograph 
can  be  ii.sed  with  advantage  for  the  detection 
of  various  cardiac  disturbances,  but  they  are 
of  little  hel])  for  the  early  diagnosis  of  ar- 
teriosclerotic changes  in  the  coronary  arter- 
ies. 

A valuable  diagnostic  procedure,  however, 
has  been  added  to  our  armamentarium,  in  le- 
cent  years,  in  the  form  of  the  IMaster's  two- 
step  exerci.se  test."*  It  was  de.signed  to  give 
objective  evidence  of  early  coronary  insuf- 
ficiency, and  it  has  been  taken  into  wide- 
spread use. 

Hypertension  and  the  Kidney 

Although  the  relatioiuship  between  arterio- 
sclerosis and  hypertension  is  not  definite  or 
predictable,  we  can  assume  the  presence  of 
arteriosclerosis  in  an  elderly  hypertensive  pa- 
tient, especially  if  that  person  is  obese  or  has 
diabetes.  The  malignant  form  of  hyperten- 
sion sooner  or  later  produces  severe  necrotiz- 
ing arteriosclerotic  lesions  in  the  smaller 
arteries  of  different  organs,  esiiecially  the 
kidney,  leading  to  death  by  cerebrovascular 
insult,  uremia,  or  heart  failure.®  It  seems  to 


330 


Dei.awahk  Statp:  Medical  Jouhnal 


December,  1952 


he  the  belief  now  that  nialifinaiit  hyperten- 
sion is  etiologieally  not  different  from  the 
henifin  form,  hut  that  any  kind  of  hyperten- 
sion can  develop  into  the  malifjnant  tyjie  if 
the  blood  jiressiire  becomes  hifjh  enoujih. 
dust  when  the  mali»:nant  type  starts  depends 
on  individual  differences,  but  usually  the 
clinical  siijns  a]>pear  when  the  diastolic  j>res- 
sui'e  exceeds  130  or  140  mm  H<r.® 

It  has  lepeatedly  been  reported  that  simple 
hyiiertension  does  not  necessarily  cause 
cardiac  enlarfiement  even  after  several  years’ 
duration."-"  Cardiac  enlaifiement  and  the 
a|)pearance  of  confiestive  failure,  when  they 
do  occur,  jirobably  reflect  the  state  of  the 
coronary  aiteries.  To<iether  with  the.se 
chanires  the  urinary  findiiifjs  tend  to  become 
abnormal,  and  the  urea  level  in  the  blood  may 
l)e<lin  to  rise,  sometimes  creating  the  impres- 
sion of  lenal  di.sease  beini^  the  cause  of  ])a- 
tient's  hyjiertension.  Once  the  hypertension 
has  entered  the  maliffiiant  phase  and  pro- 
duced extensive  damaj^e  to  the  kidneys  it  is 
usually  impossible  to  determine  whether  the 
jiatient  has  renal  or  e.ssential  hypertension, 
unless  we  know  the  history  of  the  case."’ 

The  Brain. 

Next  to  the  heart  the  mo.st  sensitive  orfjan 
to  arteriosclerosis  is  probably  the  brain,  its 
involvement  likewise  leadiiifj  to  a multitude 
of  clinical  manifestations.  The  most  tyiiical 
of  these  are  the  cerebrovascular  accidents, 
namely  cerebral  hemorrhasie  and  cerebral 
thrombosis.  Kndiolism  of  the  cerebral  vessels 
has  been  estimated  to  have  an  incidence  of 
only  3 per  cent  of  all  cerebrovascular  acci- 
dcnt.s,  bein';  more  fre(|uent  in  children  on 
account  of  rheumatic  heait  disease  and  sub- 
acute endocarditis.* 

Cerebrovascular  accidents  are  characterized 
by  certain  syndromes  of  neurolof;ical  findin‘;s, 
by  which  localization  of  the  lesion  is  usually 
feasible.  Cerebral  thrombosis  is  a more  fre- 
(pient  occurrence  than  cerebral  hemorrhaj;e 
llij;!!  blood  jiressure  favors  the  occurrence  of 
both,  but  tends  to  be  more  severe  in  cases  of 
ci-rebral  hemorrhaj;e.  The  latter  carries  a 
much  higher  mortality,  and  for  the  matter 
of  prognosis  it  is  usually  desirable  to  differ- 
entiate the  two  forms  of  stroke.  The  follow- 
ing j)oints  of  difference  may  be  u.sidile : 1) 

A bloody  cerebrospinal  fluid  is  diagno.stic  of 


cerebral  hemorrhage.  2)  Severe  headache, 
vomiting  and  stiffness  of  the  neck  favor  the 
diagnosis  of  cerebral  hemorrhage.  3)  Con- 
vulsions occur  twice  as  freipiently  in  cerebral 
hemorrhage  as  they  do  in  cerebral  thrombosis. 
4)  The  pre.sence  of  Cheyne-Stokes  breathing, 
conjugate  deviation  of  the  eyes,  (piadriplegia, 
or  positive  Babinski's  sign,  favors  the  diagno- 
sis of  cerebral  hemorrhage.  The  same  can  be 
said  of  jHolonged  coma  which,  together  with 
a .steadily  rising  temperature  is  a grave  prog- 
nostic sign.* 

llemijilegia  and  disturbance  of  the  siieech 
function  are  the  mo.st  common  clinical  signs 
of  stroke.  If  the  lesion  is  in  a relatively  un- 
important part  of  the  brain  there  may  not  be 
any  focal  neurologic  signs.  Instead,  the  pa- 
tient may  have  a .short  jieriod  of  unconscious- 
ness, dizziness,  or  mental  confusion,  followed 
by  apiiarent  recovery,  or  there  may  follow 
some  degree  of  mental  crippling.  At  times, 
the  recognition  of  such  “silent”  cerebrovas- 
cular accidents,  which  may  involve  only  a 
small  jiortion  of  the  brain,  can  be  extremely 
difficult.  Of  course,  it  would  be  prejioster- 
oiis  to  diagnose  every  inexplicable  fainting 
siiell,  giddiness  or  momentary  disorientation 
in  an  elderly  per.son  as  stroke.  On  the  other 
hand,  the.se  incidents  do  not  often  receive  the 
attention  they  deserve.  The  diagnosis  of  a 
small  cerebrovascular  accident  would  jier- 
haps  be  justified  if  we  get  information  from 
the  jiatient 's  family  members  that,  after  a 
.sudden  sjiell  of  ill-being,  the  jiatient  showed 
lasting  subtle  or  gross  changes  in  his  man- 
ners, habits,  or  his  general  iiersonality  make- 
up. Sometimes  a latent  jisychotic  tendency 
can  become  clincally  manifest.® 

Per.sonality  changes  like  forget fulnes.s,  su.s- 
liiciou.sness,  neglect  in  the  iiersonal  appear- 
ance, irritability,  etc.,  are  something  rather 
common  in  aging  persons.  Even  if  it  is  fair- 
ly certain  that  the.se  traits  can  become  mani- 
fest without  any  gross  arteriosclerosis  of  the 
cerebral  arteries,  the  latter  jirocess  surely 
must  be  an  important  factor  in  the  prema- 
ture develojunent  of  the  above  jiersonality 
changes.® 

When  some  of  the  .senile  per.sonality  traits 
become  di.sturbingly  jirominent  we  speak  of 
senile  p.sychoses.  Regardless  of  the  listing  of 
different  tyjies  of  senile  psychoses  in  the  liter- 
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ature  they  all  nm  together  on  a common 
pathological  background,  and  can  either  be 
true  senile  or  arteriosclerotic  by  nature.  The 
senile  dement,  when  under  i)roj)er  care  can 
live  longer  than  anyone  expects.^’® 

Other  manifestations  of  cerebral  arterio- 
sclerosis (or  seiulity)  include  tremors,  clum- 
siness or  ataxia,  uneven,  uneipial  or  irregular 
pupils,  sluggish  or  absent  tendon  reflexes,  and 
loss  of  weight.  Senile  tremor  can  develop  into 
a clinical  picture  somewhat  .suggesting  Park- 
insonism, but  does  not  have  the  characteristic 
rigidity,  and  the  on.set  of  tremor  is  u.sually 
late  in  life.^-'’ 

Elderly  arterioselerotics  are  frequently  also 
subject  to  various  neuralgic  pains.  Trige- 
minal neuralgia,  for  example,  seldom  appears 
before  the  age  of  fifty.  Although  the  etiology 
of  this  disease  is  still  obscure,  it  .seems  ae- 
cei)table  that  i.schemia  of  the  (lasserian 
ganglion  from  arteriosclerotic  changes  in  the 
cerebral  vessels  may  be  an  important  etiologic 
factor.' 

The  Eye 

A fair  indication  of  the  .state  of  the  cere- 
bral vessels  in  a person  can  be  obtained  by 
examining  the  eyegroiuids.  This  is  not  al- 
ways true,  however.  The  typical  ophthal- 
moscopic findings  of  retinal  arteriosclerosis 
are:  1)  Easy  recognition  of  the  arteries  due 
to  a silvery  streak  of  light  reflection  along 
the  artery.  2)  Tortuosity,  narrowing  and  ir- 
regular caliber  of  the  arteries.  3)  Compres- 
sion of  vein  at  the  arterio-venous  ci'ossings. 
4 ) Small  hemorrhages  or  exudates  may  be 
present.  5)  Choroidal  vessels  show  through 
as  a whitish  network.  6 ) Streaks  of  black 
pigment  along  the  choroidal  vessels  (Siegrist 
streaks),  or  pigment  si)ots  with  pale  halo 
around  them  (Elschnig  patches) Hyper- 
tension, if  pre.sent,  influences  the  appearance 
of  the  arteriosclerotic  retina.  Tortuosity  may 
be  absent,  the  arteries  may  come  to  look  like 
narrow  cojjper  wires.  (Malignant  hyperten- 
sion is  characterized  by  papilledema  and  more 
widespread  blotches  of  hemorrhage  or  extra- 
vasation as  those  seen  in  benign  hyperten- 
sion.® 

Siidden  blindness  in  one  eye  may  be  due 
to  thrombosis  of  the  central  artery,  i)roducing 
characteristic  paleness  of  the  retina  with  the 
cherry-red  spot  of  choroid  showing  through 


at  the  macula,  where  retina  is  thinnest.  The 
arteries  look  emi)ty  and  segmented,  some- 
times showing  markedly  irregular  caliber.'“ 

At  times  retinal  arteriosclerosis  is  second- 
ary to  ])revious  inflammatory  j)rocesses  in  the 
eye,  and  does  not  permit  conclusions  of  gen- 
eral nature  to  be  drawn.'" 

The  Extremities. 

There  remains  a large  group  of  people 
whose  arteriosclerosis  is  mainly  limited  to  the 
extremities,  especially  the  legs.  A severe 
grade  of  arteriosclerosis  can  be  pre.sent  be- 
fore a iierson  pre.sents  any  complaints.  These 
may  be : coldness  of  feet,  numbness  and 

tingling,  poor  healing  of  minor  injuries,  pain 
upon  walking,  or  jiersistent  ])ain  even  at  rest, 
burning  or  shooting  pains  in  the  entire  leg, 
gangrene. 

Diminishing  blood  .supiiiy  to  the  extremi- 
ties leads  to  certain  jihysical  signs.  Usually 
the  earliest  to  appear  are  trojihic  changes  of 
the  skin,  or  thickening  and  deformity  of  the 
nails.  Epidermophytosis  may  be  present. 
Due  to  coldne.ss  of  the  feet  the  patient  may 
apply  heat  to  the  extremities  which,  next  to 
intercurrent  infection,  is  perhaps  the  most 
frequent  precipitating  cause  of  gangrene. 
The  latter  is  often  heralded  by  blistering, 
leddening,  or  cyanosis  of  one  or  more  toes, 
and  there  is  persistent  jiain.  The  reddening- 
may  sometimes  suggest  cellulitis  but  jialpa- 
tion  will  reveal  that  there  is  no  warmth  in  the 
affected  part. 

By  examining  the  liml)  closely  a very  satis- 
factory evaluation  of  the  state  of  its  circula- 
tion can  be  made  without  the  help  of  any 
special  test  or  diagnostic  equipment.  Circu- 
lation in  the  legs  is  .sevei'ely  impaired  if  there 
is  diffuse  reddish  cyanosis  (rubor)  of  the 
feet  in  dependent  ])osition.  It  gives  way  to 
cadaveric  ])allor  when  the  feet  are  elevated 
above  the  jilane  of  the  body.  The  degree  of 
pulsation  of  the  arteries  (dorsalis  jiedis  and 
tibialis  posterior)  and  changes  in  tempera- 
ture at  the  tills  of  the  toes  gives  the  most 
important  indication  of  the  adeipiacy  of  blood 
supply  to  the  feet. 

A number  of  special  tests  and  jirocedures 
have  been  develojied  for  the  purpose  of  ob- 
taining more  accurate  information  about  the 
state  of  circulation  in  the  extremities.  Of 
these  the  most  important  are:  1)  (Mea.sure- 
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nuMits  ol’  skill  teiii]iei;itiue  liet'ore  ami  alter 
attempted  vasodilatation  liy  difl'ereiit  means 
(reflex,  driifis,  anesthesia).  2)  ( tseillometiic 
studies  of  the  amplitude  of  inilsations.  3) 
Aiiftiojiiaphy.  4)  Various  skin  te.sts  in  the 
affected  limbs. 

TiiK  I )k;kstivk  Ohoans. 

.Many  of  the  difrestive  disturbances  of  the 
aired  are  doubtlessly  related  to  the  effects  of 
arteriosclerosis  of  the  abdominal  ve.ssels,  but 
the  clinical  symptoms  ami  sifrns  are  illdefineil 
and  difficult  to  evaluate.  Con.stipation,  in- 
testinal atony,  achlorhydria  and  mild  diabetes 
mellitus  are  probably  amoiijr  the  tlisorders  di- 
rectly or  indirectly  connected  with  <rradual 
impairment  of  the  circulation.  The  most 
definite  clinical  exiiression  of  arteriosclerosis 
of  the  mesenteric  arteries  is,  of  course,  mes- 
enteric thrombosis.  The  sudden  afronizing 
])ains,  tenderness  with  rigidity,  prostration  or 
shock,  vomiting  and  the  later  pa.ssage  of  tarry 
stools  con.stitute  a definite  clinical  syndrome. 
At  the  early  stages  confusion  may  arise  from 
its  similarity  with  intestinal  i>erforation.* 

Sum  makv 

An  attem|)t  has  been  made  in  this  paper 
to  touch  upon  the  more  common  clinical  mani- 
festations of  arteriosclerotic  disease  as  we  see 
them  at  the  bedside.  Some  of  the  effects  of 
this  disea.se  ui)on  the  heart,  brain,  kidneys, 
eyes,  extremities,  and  digestive  organs  have 
briefly  been  discu.ssc'd. 
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A CASE  OF  AGENESIS  OF  A PORTION 
OF  THE  SMALL  INTESTINE 
IN  A NEWBORN 

Hewitt  W.  Smith,  M.  I).,* 

J laiT'iiigtoii,  I)(‘l. 

( 'oiigoiiital  malformations  of  tliffertuit 
tyiH's  are  seen  relatively  often  by  obstetri- 
eians  aiul  jiediatrieian.s.  Malformations  of 
the  tligestive  tract  retiuire  more  urgent  diag- 
nosis ami  treatment  than  other,  more  fre- 
(luent,  congenital  abnormalities.  It  is  the 
purpo.se  of  this  reiiort  to  direct  attention  to 
the  possibility  of  congenital  .structural  de- 
fects ill  the  gastro-iiitestinal  tract  and  stress 
their  role  in  the  differential  diagnosis  of  vom- 
iting and  jaundice  in  the  newborn. 

Case  Hepokt 

]\Irs.  M.  K.,  a 3b  year  old  married  white 
woman,  was  first  .seen  in  March,  1952.  She 
gave  .January  21,  1952  as  the  first  day  of  her 
last  regular  menstrual  period.  The  date  of 
expected  delivery  was  calculated  to  be  Oc- 
tober 2S,  1952.  The  woman  had  one  living 
child  13  years  old.  She  had  two  siiontaneous 
abortions  in  the  third  month  of  pregnancy, 
one  in  1940  and  another  one  in  1941.  A 
serologic  test  for  lues  was  negative,  and  the 
woman  was  Rh.  (D)  jiositive.  The  prenatal 
cour.se  was  uneventful  until  September  8, 
1952,  when  the  patient  went  into  labor  and 
after  about  one  hour  of  good  uterine  contrac- 
tions delivered  spontaneously  an  apparently 
normal  female  baby.  The  infant  weighed  5 
liounds  and  12t/>  ounces.  By  a strict  inter- 
pretation of  prematurity  based  on  a birth 
weight  of  51/5  pounds  or  less  the  child  Mas 
not  premature.  The  labor  itself  must  be 
classified  as  juemature.  At  the  mother’s  re- 
(pie.st,  the  baby  was  jilaced  on  the  breast  and 
fed  at  routine  intervals. 

The  first  ilay  pas.sed  uneventfully.  On  the 
second  day  the  baby  had  lost  six  ounces.  The 
siijiervi.sors  reported  spitting  up  and  incijiient 
jaundice.  It  uas  hoped  that  the  icterus 
would  prove  to  be  of  the  physiologic  tyi)e. 
The  baby  was  Rh  (D)  positive.  The  infant 
was  taken  off  the  breast  and  put  on  formula 
feeding.  On  the  third  day,  the  baby  began  to 
vomit  in  earnest.  The  voniitus  was  a light 
yellow  color.  On  the  fourth  day,  the  baby 
vomited  all  feedings.  The  vomitus  had  a 

•Attending  physician,  Milford  Memorial  Hospital. 
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I’ecal  odor  and  was  a dark  brown  to  green. 
The  npjier  abdomen  became  distended  with 
visible  peristaltic  waves.  The  nurses  rei>ort- 
ed  that  only  a small  amount  of  meconium  had 
passed  per  anum.  The  infant’s  weight  had 
fallen  to  5 pounds  and  2 ounces.  Dehydra- 
tion was  evident  and  it  was  obvious  that  the 
infant  was  critically  ill.  The  consultant^  con- 
sidered atresia  of  the  bowel,  distal  to  the 
ampulla  of  Vater.  A flat  plate  (Fig.  1) 


Fig.  1 


showed  increased  density  of  both  lungs,  more 
marked  on  the  right  than  on  the  left  side,  in- 
complete exiiansion  of  the  left  lower  lobe, 
and  distension  of  one  or  two  intestinal  loops 
which  occu[)ied  the  entire  abdominal  cavity. 
These  findings  were  interpreted’  as  incom- 
plete aeration  of  the  lungs  due  to  pneumonia 
and  intestinal  obstruction.  The  clinical 
course  was  one  of  gradual  deterioration. 
Cyanosis  caused  by  pneumonia  ensued  and 
was  comliated  by  oxygen  inhalation.  On  the 
seventh  day,  shortly  before  death,  the  baby 
weighed  4 pounds  and  8 ounces. 

An  autopsy  was  performed^  2i/>  hours  after 


1.  John  Baker,  M.  D.,  Attending  pediatrician.  Milford 
Memorial  Hospital. 

2.  Leslie  M.  Dobson,  M.  D.,  Radiologist,  Milford  Memor- 
ial Hospital. 

3.  O.  J.  Poliak,  M.  D.,  Pathologist,  Milford  Memorial 
Hospital. 


death.  The  peitinent  findings  were  as  fol- 
lows: The  body  was  that  of  a poorly  nour- 

ished, markedly  jaundiced  white  female  in- 
fant. The  diaphragm  was  high  and  the  ab- 
dominal cavity  was  largely  filled  with  a 
sausage-like  inte.stinal  loop  which  had  a blind 
end.  The  lungs  were  iiulurated,  without  air, 
and  sank  in  water.  (On  microscojiic  exam- 
ination, the  bronchi  were  filled  with  amor- 
phous material,  the  alveoli  contained  segment- 
ed leukocytes,  and  the  pulmonary  tissue  was 
heavily  congested.)  Circulatory  organs, 
spleen,  hone  marrow,  lymph  nodes,  thymus, 
the  liver  and  biliary  passages,  pancreas,  ad- 
renals, urinary,  and  genital  organs  were 
normal  in  all  respects.  The  esoifiiagus  was 
free  and  its  lining  was  pale,  livid.  The  stom- 
ach had  a normal  size  and  .shape ; its  mucosa 
was  i)ink  to  red  and  had  normal  rugae.  The 
cardia  and  the  plyorus  were  free.  The  duo- 
denum was  22  cm.  long  (normally,  it  should 
be  about  3 em.  long  in  a newborn)  and  its 
maximum  diameter  was  4 cm.  (against  a 
normal  of  about  1 cm.).  The  distal  end  of 
the  duodenum  was  blind  and  its  surface  was 
smooth  (Fig.  2).  The  duodenum  was  freely 


) 


Fig.  2 

movable  within  the  abdominal  cavity.  The 
anterior  mesogastrium  was  absent.  The  duo- 
denum was  filled  to  capacity  with  deep-green 
colored  mucoid  material.  The  jiroximal  end 
of  the  jejunum  was  blind.  The  length  of  the 
jejunum  was  30  cm.,  that  of  the  ileum  was 
45  cm.,  and  that  of  the  large  bowel  was  21 
cm.  All  these  parts  of  the  intestine  had  a 
diameter  of  6 mm.  (All  these  measurements 
are  normal  for  the  newborn.)  The  mesentery 
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was  iiorinally  developed,  as  were  the  omen- 
tum and  peritoneum.  The  cause  of  death  was 
aspiration  i)iieumonia.  The  underlyinfi  con- 
ditions were  malfoiination  of  the  small  in- 
testine consistin<>:  of  non-union  of  duodenum 
and  jejunum  with  a blind  distal  end  of  the 
duodenum  and  blind  proximal  end  of  the 
jejunum,  me*raduodenum,  and  absence  of  the 
anterior  me.so*rastrium. 

1 )lSCUSSION 

.Malformations  as  described  result  from 
embryonic  ai'rest  durin<;  the  .second  or  third 
month  of  fetal  life,  (’omj)lete  breaks  in  con- 
tinuity of  the  bowel  are  rai'e,  especially  at 
the  duodeno-jejunal  junction.  iUostly,  the 
malfoi'ination  consists  of  .stenosis,  and  there 
is  a sti'in<>y  band  ])resent,  connectin”:  the  two 
se,>>ments  of  the  intestine.  Atresia  is  less 
freciuent.  When  stenosis,  atresia,  or  aiiene- 
sis  is  .seated  hifjh,  vomiting  occurs  early,  and 
the  projectile  vomitin"  occuis  lefiularly  after 
feedin<r.  {’omplete  atresia  is  followed  by  dis- 
tension of  the  proximal  bowel  with  i)eristal- 
tic  wave.s,  by  dehydration,  and  dysjjnea.  In 
the  encountered  case,  the  obsti-uction  could 
be  ])laced  distal  to  the  ampulla  of  Vater  be- 
cause bile  was  vomited  in  la  roe  amounts. 
Jaundice  was  due  to  bile  stasis. 

.Medical  treatment  of  such  patients  is  .symp- 
tomatic. Suro-ical  thera])y  alone  can  be  suc- 
ce.ssful.  f'ertaiidy,  one  is  not  too  optimistic 
in  i)redictin^  that  suroery,  in  the  near  fu- 
ture, will  enable  us  to  salvage  infants  with 
cono;enital  asrenesis,  atresia,  or  stenosis  of  the 
bowel.  Marly  diafinosis  before  appearance  of 
the  triad  of  dehydration,  jaundice,  and  as- 
piration pneumonia  is  imperative.  Farber, 
in  li)33,  pointed  out  that  noimal  meconium 
contains  cornified  s(iuamous  epithelium  cells 
as  well  as  lanugo  hairs  from  the  fetal  skin. 
These  ai’e  swallowed  by  the  fetus  together 
with  other  contents  of  the  amniotic  sac.  The 
absence  of  cornified  s(iuamous  eiiithelial  cells 
fi'om  the  meconium  is  conclusive  proof  of 
comi)lete  obstruction  of  the  intestinal  ti-act. 
Fxamination  of  meconium  is  thus  imi)erative 
whenever  intestinal  obstruction  is  suspected. 
Radiologic  studies  are  also  of  great  value  in 
localization  of  the  site  of  the  obstruction. 

Sum  MARY 

.\  case  of  non-union  at  the  duodeno-jejunal 
junction  due  to  agenesis  is  presented. 


The  clinical  cour.se  and  .symptoms  are  re 
viewed,  the  diagnostic  attemi)ts  are  describ- 
ed, and  the  autopsy  findings  are  summarized. 

Prompt  clinical  diagnosis  and  surgical  in- 
tei’vention  oft'er  the  only  hope  for  patients 
with  congenital  intestinal  obstruction. 

REFERENCE 

Farber,  S.:  Congenital  Atresia  of  the  Alimentary  Tract. 
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MEDICAL  SOCIETY  OF  DELAWARE 
PROCEEDINGS:  1952 

TUESDAY  MORNING  SESSION 

The  opening  session  of  the  One  Hundred  and 
Sixty-third  annual  meeting  of  the  .Medical  Society 
of  Delaware  convened  at  9:30  o’clock,  Tuesday 
morning,  September  9th,  1952,  Dr.  Ervin  L. 
Stambaugh,  of  Lewes,  President  of  the  Society, 
presiding. 

I’KEsiDENT  Stambaugh;  Gentlemen,  the  General 
.Meeting  of  the  One  Hundred  and  Sixty-third  An- 
nual Session  of  the  .Medical  Society  of  Delaware 
will  come  to  order. 

We  will  have  the  Invocation  by  the  Rev.  Wil- 
liam I).  Gibson,  Pastor  of  the  Presbyterian  Church, 
Hehoboth  Beach. 

Dr.  Gibson  then  made  the  invocation. 

Preside.nt  Stambaugh:  In  introducing  the  next 

speaker.  1 would  like  to  say  that  His  Honor,  the 
.Mayor,  and  I came  to  Rehoboth  about  the  same 
time.  He  went  into  the  producing  of  milk;  I went 
into  the  practice  of  drying  it  up.  (Laughter)  His 
Honor  is  not  only  a fine  businessman,  but  he  is  a 
fine  sportsman,  as  well.  1 would  like  to  present  to 
you.  Hon.  Robert  D.  Thompson,  Mayor  of  Rehoboth 
Beach. 

Mayor  Thompson  then  addressed  the  Society. 

The  scientific  meetings  then  proceeded  exactly 
as  printed  in  The  Journal  for  August  1952,  pages 
227-230,  covering  Tuesday  and  Wednesday,  Seiitem- 
ber  9-10,  1952.  All  of  the  scheduled  essayists  and 
all  but  two  of  the  discussors  were  on  hand  and 
made  excellent  presentations. 

At  the  Wednesday  morning  session  the  Nominat- 
ing Committee  jtroposed  the  names  of  Dr.  Millard 
F.  Squires,  Wilmington,  and  Dr.  Ervin  L.  Stam- 
baugh. Lewes,  as  nominees  to  be  .sent  to  the  Gov- 
ernor of  the  State  Board  of  .Medical  Examiners, 
in  lieu  of  Drs.  W.  Edwin  Bird  and  Joseph  L. 
.McDaniel,  whose  terms  do  not  expire  till  1954. 
The  session  adojited  the  report  of  the  Committee. 

At  this  same  meeting  the  Kent  County  Society 
was  not  i>repared  to  make  a nomination  for 
President-elect  for  1952,  not  having  held  their 
caucus.  This  caucus  was  held  on  Seittember  21, 
1952,  and  their  nominee  was  Dr.  Hewitt  W.  Smith, 
of  Harrington.  Di'.  Smith  was  elected  by  the 
Council,  as  per  the  motion  of  the  Session,  on  .No- 
vember 12,  1952. 

For  comment  on  the  1952  meeting,  with  special 
reference  to  the  elections,  social  events,  and  regi.s- 
tiation  see  The  Journal  for  Se])tember,  1952,  edi- 
torial on  ]>age  2(>2. 

The  meeting  was  concluded  Wednesday  after- 
noon as  follows: 

President  Stambaugh:  At  this  time  I want  to 

thank  everyone  for  being  .so  tolerant  to  our  mis- 
takes. On  behalf  of  the  Society,  I want  to  express 
a])])reciation  to  the  officers,  and  Dr.  Bird  is  to  be 
singled  out  specifically  for  his  untiring  help. 

The  Ladies'  Auxiliary  has  had  a most  success- 
ful year  and  the  succe.ss  of  Mrs.  Rennie’s  admini.s- 
t ration  was  read  in  her  reiiort  to  the  House  of 
Delegates.  The  essayists  and  discussors  are  to  be 
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thanked  on  behalf  of  the  Society.  All  the  essay- 
ists were  here  and  all  save  two  of  the  discussors. 
The  exhibitors  have  expressed  to  me  their  satis- 
faction of  this  meeting  and  have  been  accorded  an 
invitation  to  return.  Mr.  Seeger,  the  stenotypist, 
has  been  most  jiatient,  particularly  with  his  over- 
time. 

At  this  point  we  wish  to  express  thanks  to  the 
Countrv  Club  for  a most  enjoyable  meeting-place, 
and  thank  them  for  their  delicious  food.  Ernest, 
the  manager,  and  his  staff,  are  thanked  on  behalf 
of  the  Society.  Dr.  William  Marshall,  Vice-Presi- 
dent of  the  Club,  who  is  here,  I am  sure  will 
convey  the  thanks  to  the  Directors. 

I have  been  imi)ressed  by  the  fine  attitude  of 
the  ])ress  this  week.  It  is  so  easy  for  the  press  to 
over-expose  us  or  put  us  out  of  focus.  They  have 
been  a friendly  press,  and  we  shall  continue  this 
fine  feeling. 

Finally,  the  Sussex  County  Society,  the  host, 
is  to  be  thanked  and  the  Local  Committee  on  Ar- 
I'angements. 

In  conclusion,  1 want  to  wish  the  new  President 
a most  successful  year.  Thank  you. 

This,  then,  concludes  the  General  Meeting  of 
the  Society. 

The  meeting  adjourned  at  4:. 35  p.  m. 


TRANSACTIONS:  THE  COUNCIL 
SEPTEMBER  8,  1952 

Meeting  of  the  Council  of  the  Medical  Society 
of  Delaware  convened  at  7:45  o'clock,  Monday 
evening,  September  8,  1952,  at  the  Rehoboth  Beach 
Country  Club,  Rehoboth,  Delaware,  Ervin  L.  Stam- 
baugh.  M.  D.,  President  of  the  Society,  presiding. 

Those  present  were:  Ervin  L.  Stambaugh, 

Pi'esident;  Andrew  M.  Gehret,  Secretai’y;  L.  C. 
McGee,  I.  J.  MacCollum,  J.  W.  Lynch,  L.  L.  Fitchett 
(vice  A.  C.  Smoot,  deceased). 

President  Stambaugh:  This  is  a meeting  of  the 

Council  of  the  One  Hundred  and  Sixty-third  An- 
nual Session  of  the  Medical  Society  of  Delaware. 
In  view  of  the  vacancy  created  by  the  death  of  Dr. 
Aubrey  C.  Smoot,  the  Chair  appoints  Dr.  L.  L. 
Fitchett,  of  Sussex  County  Medical  Society,  to  fill 
that  vacancy. 

Dr.  Bird:  Mr.  President,  the  two  things  that 

the  Council  has  before  it  prior  to  the  Meeting  of 
the  House  of  Delegates  are  the  Treasurer’s  Report 
for  the  previous  year  and  the  budget  for  the  suc- 
ceeding year.  The  Treasurer,  not  being  on  hand 
at  the  moment,  I would  suggest  that  we  go  on  to 
some  New  Business  that  has  cropped  uji  through- 
out the  year,  and  if  the  Council  can  dispose  of 
these  items  auspiciously,  which  I think  they  can 
do — there  are  about  15  items,  ordinarily,  that 
would  take  at  least  an  hour,  but  if  you  will  bear 
with  me,  we  will  see  how  much  of  this  business 
the  Council  can  filter  off  and  save  from  coming 
up  later  on  in  the  House  of  Delegates. 

Secretary  Gehret:  I might  interpolate:  Pre- 

viously Treasurers  had  reported  for  a nine-months’ 
lieriod  of  the  current  year,  and  at  no  time  was 
there  a report  on  the  last  three  months  of  that 
particular  year,  so  that  is  the  reason  for  this  being 
the  report  for  the  year  1951,  the  calendar  year  ’51 
— so  there  would  be  a full  12  months. 

Dr.  Gehret  then  read  the  Treasurer’s  Report  for 
the  Year  1951  (see  page  — ). 

Dr.  Gehret:  That,  Mr.  Chairman,  is  the  Treas- 

urer’s Report.  And,  incidentally,  if  you  want, 
this  is  a cojiy  of  the  Auditor’s  Report  by  Haggerty 
and  Haggerty,  of  Wilmington,  certified  public  ac- 
countants. 

They  give  some  recommendations  here.  (Read- 
ing the  third  recommendation)  Actually,  the  first 
and  second  recommendations  were  trivial  ones — 


the  one  was  tracing  a check;  the  other  one  was  as 
to  an  item  of  ,S27.00  Social  Security  taxes  on  one 
of  the  employees. 

At  December  1951  the  ojierating  cash  balance  of 
the  General  Fund  was  in  amount  .$9,013.24  and 
they  say:  “In  our  opinion  this  sum  is  in  excess  of 

current  needs  and  we  suggest  that  consideration  be 
given  to  investing  a part  thereof  in  government 
bonds  or  other  income-jiroducing  securities.”  Can 
we  act  on  this,  or  recommend  it  to  the  House  of 
Delegates’? 

Dr.  Bird:  The  Council  should  make  a definite 

recommendation  and  have  that  (iresented  to  the 
House  of  Delegates. 

Dr.  McGee:  I recommend  we  invest  part  of  the 

sum  of  $9,613.24  at  the  discretion  of  the  Treasurer. 

The  motion  was  seconded. 

President  Stambaugh:  It  is  regularly  moved 

and  seconded  that  we  invest  a portion  of  the  cash 
balance  of  the  $9,613.24  in  excess,  according  to  the 
auditors,  of  what  we  should  have  in  our  cash  bal- 
ance beyond  current  needs. 

The  motion  was  put  to  a vote  and  carried. 

Dr.  Bird:  Recommendation  No.  4 refers  to  the 

fiscal  year,  but  you  have  just  covered  that  in  the 
motion. 

Dr.  Gehret:  Yes.  It  is  something  I had  men- 

tioned; and  the  Treasurer  had  taken  it  up  with  me, 
that  instead  of  having  it  for  the  present  three- 
quarters  of  a year,  that  the  reiiort  be  made  for  a 
full  calendar  year,  even  if  it  is  almost  a year  late, 
because,  otherwise,  there  was  never  a report  given 
on  that  last  two-ancl-a-half  or  three  months  of  the 
year.  So  this  is  the  reiiort  for  the  full  calendar 
year  of  1951.  Next  year  it  will  be  for  the  full  year 
19.52. 

President  Stambaugh;  That  has  been  carried 
through,  then.  We  need  not  consider  it  any 
longer. 

Dr.  McGee:  Do  you  need  authorization  from 

the  Council? 

Dr.  Bird:  I think  it  would  be  wise. 

Dr.  Gehret:  That  would  make  it  legal. 

Dr.  McGee:  Then  I move  that  the  Treasurer’s 

Reiiort  be  that  of  the  preceding  calendar  year. 

The  motion  was  seconded  and  carried. 

Dr.  Gehret:  Other  than  that,  Haggerty  and 

Haggerty  gives  us  a clean  bill  of  health. 

Dr.  McGee:  I move  a vote  of  thanks  to  the 

Treasurer  for  a well-worked-out  re[)ort.  That  takes 
time  and  trouble. 

Motion  carried  by  acclamation. 

President  Stambaugh:  The  proposed  Budget 

for  1953  is  next. 

Dr.  Gehret  then  read  the  Rejiort  of  the  Budget 
Committee  for  1953  (see  page  — ). 

Dr.  Bird:  Before  you  vote  on  that,  I may  sug- 

gest that  certain  of  these  items  of  receijits  have 
been  put  at  the  low  level  and  certain  items  of  dis- 
bursements have  been  put  at  the  high  level,  and 
since  1 have  been  in  this  job  for  four  and  a half 
years,  and  learned  a few  things,  my  own  personal 
estimate  is  that  the  receipts  will  exceed  disburse- 
ments by  at  least  $200.00.  In  other  words,  there 
should  be  a surplus  of  $200  or  more  instead  of  the 
budget  being  exactly  balanced. 

President  Stambaugh:  Gentlemen,  you  have 

heard  the  Rejiort  of  the  Budget  Committee.  What 
is  your  wish? 

Dr.  Pritchett:  I move  it  be  accepted. 

Dr.  Gehret:  Again,  do  we  recommend  this  to 

the  House? 

Dr.  Bird:  I think  it  would  be  best  to  state  that 

the  Council  recommends  the  budget  be  approved 
as  presented. 

Dr.  Fitchett:  So  moved. 

Motion  was  seconded. 

President  Stambaugh:  3'hen  it  is  moved  and 
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seconded  tliat  the  Uepoi  t of  the  Budget  Committee 
f(}i  ’o.'}  Ije  apiuoved  as  read. 

Tlie  motion  was  |)Ut  to  a vote  and  cairied. 

1)R.  Bird:  Now.  as  to  tile  rest  of  the  reports, 

1 think  we  slioidd  hear  the  reports  unless  the  sul)- 
ject  matter  is  not  of  sidlicient  interest.  It  is  pos- 
siltle  for  any  memlter  to  move  tlie  report  he  read 
!)>■  title. 

I’RKsiuENT  Stamhalcii:  1 liave  a communication 

liere  tliat  1 didn’t  answer  fully.  The  letter  is 
from  Mrs.  Wolf,  the  Executive  Secretary  of  the 
Delaware  Committee  on  Children  and  Youth,  Wil- 
mington. (The  letter  was  read  by  the  Chairman) 

1 replied  to  the  letter  and  told  her  it  wouldn’t  be 
l)ossible  to  get  the  Medical  Society’s  reaction  be- 
fore September  8th  and  that  I would  i>resent  this 
letter  officially,  at  that  time.  She  again  wrote  me 
as  follows.  (Heading  the  .second  letter) 

Dr.  McGee:  1 would  suggest  it  he  turned  over 

to  our  Public  Relations,  then,  and  ask  for  further 
information  as  to  what  they  have  reference  to. 

President  Stambaugh:  Then  the  letter  will  he 

turned  over  to  the  Committee  on  .Medical  Service 
and  Public  Relations.  Is  that  a motion? 

Dr.  .McGee;  1 so  move. 

Seconded,  put  to  a vote  and  carried. 

Dr.  Bird:  Now  comes  twelve  or  thirteen  items 

that  I think  the  Council  can  dis])ose  of. 

You  have  heard  a lot  of  discussion  about  II.  R. 
(J.39I,  and  the  other  about  pensions  for  professional 
])eoi)le,  with  tax  deductions  during  their  earning 
])eriod.  The  A.  M.  A.  has  approved  it.  I think, 
instead  of  reading  this  whole  thing 

Dr.  .McGee:  Most  of  the  fellows  have  heard 

about  it. 

Dr.  Bird;  I think  it  would  he  well  for  this  So- 
ciety to  akso  go  officially  on  record  as  aiijnoving 
the  passage  of  the  Keogh-Reed  Bill. 

Dr.  .McGee:  Am  I correct  in  effect  that  this  is 

an  attemjJt  to  modify  an  unfortunate  error  in  our 
liatchwork  income  tax  situation  and  to  have  .some 
l)lan  of  security? 

Dr.  Bird:  As  to  the  doctor  and  the  entre])reneur, 

who  has  none.  That  is  right. 

Dr.  McGee:  In  other  words,  he  has  no  way  to 

deduct  for  the  requirement. 

Dr.  Bird:  That  is  right. 

Dr.  McGee:  If  I am  correct  it  is  a logical  move. 

1 am  for  the  Bill. 

Dr.  Bird:  That  is  a iierfect  .summary  of  it.  Dr. 

McGee.  So,  the  motion  would  be  that  this  Council 
a])prove  the  A.  M.  .A.  stand  on  that. 

Dr.  I.  .1.  .MacColluim:  1 will  so  move. 

Dr.  McGee:  I .second  it. 

President  Stambaugh:  It  has  been  regularly 

moved  and  .seconded  the  Council  go  on  record  as 
a|)proving  the  A.  M.  A.  stand  on  the  Keogh-Reed 
Bill. 

The  motion  was  |)ut  to  a vote  and  carried. 

Dr.  Bird:  The  next  item  is  a letter  from  Dr. 

Howard  concerning  the  American  Board  of  .Micro- 
biology. You  will  read  that,  .Mr.  Secretary? 

(Dr.  Gehret  read  the  letter  re:  American  Board 
of  .Micro-biology) 

Dr.  Gehret:  This  was  addrcs.sed  to  Dr.  Kitchett. 

dated  May  2.  1952.  It  has  been  signed  by  all  the 
Pathologists  in  the  State.  What  is  the  gist  of  that? 

Dr.  Fitchett:  The  gist  is  outlined  in  the  letter. 

There  is  a groiq)  ajiparently  seeking  Board  a]>- 
proval — lab.  fellow.s — that  aie  not  .M.  D.’s  and 
these  .M.  D.’s  are  ojiposing  and  it  is  al.so  oiiposed  by 
10  or  11  different  groiqis  throughout  the  country. 
It  is  my  recollection  that  no  action  was  taken  upon 
the  resolutions  that  were  presented  by  the  A.  M.  A. 
because  the  A.  M.A.  in  its  Board  ai>])roval  limits 
its  apiH'oval  to  M.  D.’s  anyway,  so  that  this  reso- 
lution it  .seems  to  me  would  hardly  call  for  any 
action. 


Dr.  Gehret:  It  is  suiierfluous,  then. 

Dr.  Bird:  I believe  we  shoidd  approve  their 

.sentiments  on  the  matter.  But  let  me  get  this:  The 
.V.  .M.  .A.  aiijiroved  this? 

Dr.  P'itchett:  1 think  it  was  referred  to  some 

scientific  .section. 

Dr.  Bird:  I believe  the  Section  on  Pathology. 

Dr.  Fitchett:  .\o  action  was  taken,  however, 

by  the  House  of  Delegates,  because  no  action  was 
neces.sary  to  approve  .something  nonmedical. 
Their  apjiroval  on  the  Board  is  based  on  the  fact 
that  members  are  .M.  D.’s.  If  they  are  not,  they 
can’t  get  approval. 

Dr.  Bird:  In  other  words,  this  non-M.  I),  set- 

U|)  is  not  going  to  get  apiiroval  of  the  .A.  M.  A.l 

Dr.  PTtchett;  ’That  is  right. 

Dr.  Bird:  Then  there  is  no  need  to  act  on  it 

unless  there  is  a motion  to  lay  it  on  the  table. 

Dr.  MacCollu.m:  I move  the  matter  he  tabled. 

The  motion  was  .seconded;  init  to  a vote  and 
caiT'ied. 

Chairman  Stambaugh:  What  is  next? 

Dr.  Bird:  There  is  a question  here  about  Blood 

Banks  that  1 hoped  Dr.  Howard  would  be  jiresent 
to  discuss — relating  to  the  fact  that  the  A.  M.  A. 
recommends  .setting  up  of  a community  blood 
bank.  What  we  have  in  Delaware  is  a group  of 
liospital  blood  banks.  The  question  is  whether 
this  Society  should  or  should  not  ajiprove  the  set- 
ting uj)  of  a committee  on  blood  banks. 

Dr.  .McGee:  I move  that  be  referred  to  the 

Pathologists  of  our  State. 

The  motion  was  .seconded  and  carried. 

Dr.  Bird:  The  National  Society  for  Medical 

Research.  This  is  primarily  the  Society  that 
makes  the  fight  for  experimentation  on  animals 
in  ojiposition  to  the  tenific  and  unscientific  fight 
IHit  up  by  the  anti-vivisectionists.  The  letter  is 
signed  by  Prof.  .A.  J.  Carlson,  whom  we  all  know. 
1 imt  him  down  as  one  of  the  great  scholars  of 
.America.  \\'ill  you  read  that  letter? 

(The  letter  referred  to  was  read  by  Dr.  Gehret) 

Dr.  .McGee:  Would  our  budget  tolerate  a 825  or 

.$50  contribution? 

Dr.  Bird:  $25.00,  easily. 

Dr.  McGei  : I move  we  ajijily  for  membership 

and  instruct  our  Treasurer  to  send  a $25.00  con- 
tribution. 

President  Stambaugh:  It  is  moved  we  join  the 

National  Society  for  .Medical  Re.search  and  commit 
ourselves  to  $25.00  a vear  contribution  beginning 
in  19,53. 

Dr.  p-iTCHETT:  I will  second  it. 

The  motion  was  then  juit  to  a vote  and  carried. 

Dr.  Bird:  Now  comes  the  ((uestion  of  the  World 
.Medical  Association.  Dr.  Bauer  is  Secretary  and 
Treasurer  of  the  United  States  Committee  for  that. 
He  hapjiens  to  be  the  jiresent  President  of  the 
.A.  M.A.  They  have  set  uj)  a quota  for  each  state 
and  put  down  the  (|uota  for  Delaware  as  ten. 
Delaware  has  two  members.  The  dues  are  $10  a 
year.  ]>er  per.son,  that  is.  I merely  mention  this 
to  urge  you  to  join  if  you  have  not  joined  and  to 
invite  other  members  to  join.  1 don’t  think  this 
calls  for  action  on  the  jiart  of  this  Council.  This 
is  just  for  your  information. 

Dr.  Bird:  Next  comes  the  .Medical  Legislative 

Service.  It  is  edited  by  Dr.  .Marjorie  Shearon. 
The  subscri])tion  to  her  service  is  $12. .50  a year. 
I find  it  is  a valuable  thing  and  have  quoted  from 
it  repeatedly.  1 would  like  another  copy  in  the 
State  besides  the  one  in  the  Kxecutive  Office.  I 
think  the  place  to  send  it  would  be  to  the  Chair- 
man of  the  f’ublic  Laws  Committee. 

Dr.  MacCollum:  I think  that  is  the  proper  one 

to  send  it  to,  if  you  are  going  to  send  it  to  an\one. 

Dr.  .McGee;  i move  we  subscribe  to  it  and  have 
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it  acldi’essed  to  the  Chairman  of  the  Public  Laws 
Committee. 

The  motion  was  seconded;  put  to  a vote  and 
carried. 

Dr.  Biru:  This  Society  has  never  set  up  a Com- 
mittee for  Chronic  Illness.  I wonder  if  this  Coun- 
cil thinks  it  advisable  for  the  House  of  Delegates 
to  set  up  such  a committee?  They  have  one  in 
several  states.  It  is  my  feeling  that  the  commit- 
tees we  have  on  the  care  of  rural,  industrial, 
colored,  tuberculosis,  cancer,  etc.,  are  sufficient. 
Does  this  Council  think  it  advisable  to  ask  the 
House  of  Delegates  to  set  up  a Committee  on 
Chronic  Illness?  It  is  a matter  for  you  to  take  up. 

Dr.  Fitchett:  I move  it  be  tabled. 

The  motion  was  seconded,  and  carried. 

Dr.  Bird:  I have  here  the  new  By-Laws  of  the 

New  Castle  County  Medical  Society.  All  of  the 
By-Laws  of  the  three  counties,  of  course,  had  to 
be  brought  in  line  with  the  new  By-Laws  of  the 
State  Society,  adopted  in  December,  1949.  New 
Castle  has  set  up  their  new  By-Laws  which  are 
in  full  accord  with  all  of  the  provisions  of  the  na- 
tional state  By-Laws.  I would  recommend  that 
this  Society  ajiprove  the  new'  By-Laws  of  the 
New'  Castle  County  Medical  Society.  They  have 
to  be  approved  by  the  Council. 

Dr.  McGee;  They  have  never  been  approved? 

Dr.  Bird:  No,  they  are  just  in  effect  last  year. 

Dr.  MacCollum:  I move  they  be  accepted. 

President  Stambauc.h:  It  is  moved  and  sec- 

onded. 

The  motion  w'as  carried. 

Dr.  Bird:  Now  1 have  here  the  required  copies 

of  the  new  By-Laws  of  the  Sussex  County  Medical 
Society.  Except  for  the  niere  changing  of  a few' 
w'ords  for  clarification,  not  changing,  at  all  the 
intent  of  the  By-Laws,  I find  that  they  comply 
w'ith  the  state  and  national  By-Laws.  And  so,  I 
recommend  that  they,  also,  be  approved  by  this 
Council. 

President  Stambaugh:  We  have  spent  a good 

d?al  of  time  on  them.  Our  By-Law's  were  in  an 
rntequated  state. 

Dr.  Bird:  For  one  thing  they  w'ere  admitting 

doctors  as  soon  as  they  came  to  Sussex.  The  doc- 
tor has  to  be  in  the  county  one  year.  And  Kent 
does  the  same  thing.  The  chairman  of  the  Kent 
By-Laws  Committee  is  going  to  get  busy  and  Kent 
is  going  to  wind  it  up.  But  certain  things  you 
must  do.  And  Sussex  has  at  last  put  it  down  in 
W'l'iting. 

President  Stambaugh;  Do  I hear  a motion, 
then,  that  w'e  accejit  the  new  By-Laws  of  Sussex 
County? 

Dr.  McGee;  I so  move,  Mr.  Chairman. 

The  motion  was  seconded  and  carried. 

Dr.  Bird:  That  winds  up  the  New  Business  that 
I have.  I have  nothing  further  for  the  meeting 
of  Council. 

President  Stambaugh:  That  brings  us  to  the 

end.  then.  1 think. 

Dr.  Gehret:  Mr.  President,  I would  like  to  ask 

the  Council  if  they  will  approve  of  something  to 
be  ])resented  to  the  House  of  Delegates. 

There  has  been  informal  discussion  about  a 
medical  college  in  Delaw'are.  Not  to  start  that  sub- 
ject now',  but  to  increase  the  excellence  of  resi- 
dency training  and  the  various  residency  pro- 
grams, I,  iiersonally,  think  it  would  be  good  to 
have  some  anatomical  teaching  in  the  various 
hos])itals. 

I have  here  a cojiy  of  the  Pennsylvania  State 
Anatomical  Act,  and  I would  like  to  ask  the  Coun- 
cil if  they  would  approve  the  Committee  on  Public 
Laws  presenting  this  to  the  State  Legislature  for 
jiassage.  Not  necessarily  this  particular  one,  of 
course,  but  a similar  anatomical  act. 


In  talking  to  Dr.  McGee  we  find  that  the  empha- 
sis will  be  increasingly  on  I'esident  training  and 
it  woidd  be  a lot  more  attractive  if  there  w'ere 
more  complete  training. 

What  is  your  pleasure? 

Dr.  Bird:  Your  suggestion  is  wdiat? 

Dr.  Gehret:  That  w'e  have  a State  Anatomical 

Act. 

Dr.  Bird;  Why  not  move  that  it  be  referred  to 
the  Committee  on  Public  Law's  for  study  and 
possible  action? 

Dr.  McGee:  May  we  here  ajiprove  it  in  prin- 

ciple, and  present  it  to  the  House  of  Delegates  and 
turn  it  over  to  the  Committee  on  Public  Laws?  1 
so  move. 

President  Stambaugh:  You  have  heard  the  mo- 

tion. 

The  motion  was  seconded  and  carried. 

President  Stambaugh:  The  Chair  believes  that 

is  all,  then,  for  the  Council. 

Dr.  Bird:  It  w’ould  be  wise  to  recess  for  five 

minutes  after  adjournment  and  see  if  we  can 
round  up  some  more  delegates  and  start  the  meet- 
ing of  the  House  of  Delegates. 

President  Stambaugh:  Do  I hear  a motion  that 

we  adjourn? 

Dr.  MacCollum:  1 move  we  adjourn  for  ten 

minutes. 

Dr.  McGee:  I will  second  the  motion. 

President  Stambaugh:  Then  we  will  adjourn 

the  meeting  of  the  Council  and  recess  for  ten  min- 
utes and  come  back  for  the  meeting  of  the  House 
of  Delegates. 

The  meeting  of  the  Council  thereupon  adjourned 
at  9:20  p.  m. 


TRANSACTIONS:  HOUSE  OF  DELEGATES 
SEPTEMBER  8,  1952 

The  Meeting  of  the  House  of  Delegates  con- 
vened at  9:30  )j.  m.  o’clock,  Monday,  September 
8.  1952,  Di'.  Ervin  L.  Stambaugh,  President  of  the 
Medical  Society  of  Delaw'are,  presiding. 

President  Stambaugh:  The  Meeting  of  the  House 
of  Delegates  of  the  lG3rd  Session  of  the  Medical 
Society  of  Delaware  will  please  come  to  order. 

We  will  have  the  roll  call  at  this  time. 

Roll  Call:  E.  L.  Stambaugh,  V.  D.  Washburn, 

A.  M.  Gehret.  N.  L.  Cannon,  H.  H.  Stroud,  ,J.  R. 
Beck,  S.  W.  Rennie,  Harry  Taylor,  H.  W.  Smith, 
,1.  S.  McDaniel,  Sr.,  L.  M.  Dobson,  L.  L.  Fitchett, 
R.  L.  Klingel,  Catherine  C.  Gray,  I.  J.  MacCollum, 
L.  C.  McGee,  H.  T.  McGuire.  J.  W.  Lynch.  C.  T. 
Lawrence,  C.  L.  Hudiburg,  G.  W.  K.  Forrest,  E.  R. 
Mayerberg,  F.  F.  Hudson. 

Dr.  Bird:  The  quorum  is  15,  so  w’e  are  consti- 

tuted to  jiroceed. 

President  Stambaugh:  Mr.  Secretary,  may  W'e 

have  the  reading  of  the  Minutes  of  the  last  session 
of  the  House  of  Delegates? 

Secretary  Gehret:  Mr.  Chairman,  the  Minutes 

of  the  last  session  of  the  House  of  Delegates  w'ere 
printed  in  full  in  the  December  issue  of  the  State 
■Journal.  1 would  request  that  you  accept  that  as 
the  reading  of  the  Minutes. 

President  Stambaugh:  Do  they  need  approval? 

Dr.  Rennie:  I move  they  be  approved  as  printed. 

The  motion  w'as  seconded  and  carried. 

President  Stambaugh:  Reports  of  the  Officers. 

Kenoft  of  the  President 

The  President  has  no  lengthy  or  comprehensive 
report.  The  usual  visitations  to  the  constituent 
societies  were  made  and  all  seemed  to  be  har- 
monious and  everyone  was  tolerant  of  everybody 
else.  1 deemed  it  my  duty  as  President  of  the 
Society  to  consider  its  problems  almost  every  day 
and  my  responsibility  for  the  program,  or  for  the 
actions  of  the  Society,  are  not  mine,  alone.  The 
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other  oflicers,  and  i)articularly  Dr.  Hird,  did  their 
very  Itest.  1 may  l)e  a l)it  Itoastful,  perhaps,  Itui  1 
think  tliis  is  one  of  the  l>est  programs  tiiat  we 
liave  had. 

Jn  concluding  tliis  re])ort  1 urge  every  memljer, 
as  far  as  tlie  oi)portunity  avails,  to  be  [tresent  at 
the  meetings  tomorrow  and  Wednesday.  That  is 
all  I have. 

I’reside.nt  Sta.mhauch:  Report  of  tlie  Secretary. 

Secretary  tlEHRET:  Xo  fiirtlier  re])ort,  .Mr. 

President. 

President  Stambacgh;  Report  of  the  Treasurer. 
Will  you  read  that  report.  Dr.  Geliret? 

Reiiort  of  tlie  Treasurer 

Secretary  Gehret:  Yes,  Mr.  Chairman.  Inci- 

dentally. this  report  which  1 am  going  to  read 
has  been  approved  by  Haggerty  anti  Haggerty, 
who  are  our  Certified  Public  Accountants,  in  Wil- 
mington. Tliere  were  several  suggestions  made 
by  them,  which  were  acce])ted  by  the  Council,  if 


\oi\  wish  me  to  read  the  whole  thing,  1 

1 shall  do 

so,  I will  state  that  it  was  acceiited  bv  the  Council 

and  as  of  December  31st,  1951 

there  was 

a balance 

of  S9,()13.24.  I await  your  aiiproval,  or,  if  you 

want  the  whole  thing  read.  . 

■I'rcasiircr's  Report 

General  Fund 

Iteceipts 

Cash  on  hand  at  beginning  of 

vear 

.S  7,910.66 

Di:es  for  members  

7.512..50 

.AMA  Assessments  

7,410.00 

.-\nnual  Session 

Exhibit  space  rental  .... 

....  1.180.00 

Dinner  subscri])tions  

....  1,170.00 

2,3.50.00 

Other  Income  

124.10 

Collection  of  Dues  

105.00 

Emi)lovees’  Withholding  .... 

1,044.00 

Total  Recei])ts  

.$26,4.56.26 

Ilisliiii'seiiie 

nfs 

.Salaries 

Executive  secretarv  

..  .S3.000.00 

Stenographer  

486.31 

Pavroll  taxes  — society’ 

S 

share  

.54.00 

3,540.31 

Olterations 

AM. A 

..  .S7,4 10.00 

Subs.  .Journal  

895.50 

•Auditor  

175.00 

.Meals  

64.65 

Ins.  and  Bonding  

25.00 

Emplovees’  withholding  .... 

..  1,040.10 

Oiierations  .Misc. 

Safety  Dej).  Box 

Flowers,  etc 

73.31 

9,683.56 

Office 

Printing  & Stat 

..  .S  100.20 

Exec.  Secretary’s  Expense 

147.02 

Conv.  & Tr.  Sh.  .Mag 

10.00 

Sharon  Med.  Leg.  Serv 

12..50 

Conf.  of  Presidents  

10.00 

279.72 

•Annual  session 

Food  and  entertainment  .... 

..  .Sl.804.45 

Rental  of  hall  

598.55 

Stenotvi»ist  

271.25 

Program  and  tickets  

186..50 

Projector  service  

60.00 

Badges  

.52.64 

.S  2,973..39 

Travel 

1 )el  ega  tes — .A . .M  ..A 

..  .S  200.00 

Conferences — .•V..M..-\ 

166.04 

366.04 

Total  Disbursements  

.$16.84.3.02 

ASSETS 

General  P'l’nd 
Cash  in  bank: 

Regular  account  ,$y,G13.24 

Defense  fund  -4,105.15  .S13,77S.3!) 


Investments: 

Stocks  .S2.800.00 

Government  bonds  2,100.00  4,!)00.00 


SIS.078.33 

Respectfully  submitted. 

Jos.  M.  Messick,  Treasurer 

Secretary  Gehret:  in  previous  years  the  3'reas- 

urer’s  Report  was  made  for  the  first  nine  months 
of  the  year  and  jnesented  to  the  House  of  Dele- 
gates and  never  at  any  time  had  a report  been 
made  on  the  last  three  months,  so  Haggerty  and 
Haggerty  made  the  suggestion,  which  was  accejited 
b_v  the  Council,  that  the  Treasurer’s  Report  be 
made  for  the  calendar  year  jneceding  the  State 
Meeting. 

One  thing  more  which  the  accounting  firm  has 
suggested:  the  cash  balance  which  was  .S9.013.24 

was  (luite  a large  balance  and  they  wondered 
whether  it  wouldn’t  be  smart  to  i>ut  some  of  it 
in  securities  of  some  kind.  Earlier  this  evening 
the  Council  went  on  record  as  a])proving  the 
recommendation  and  presenting  it  for  your  final 
ajiproval — a statement  that  the  Treasurer  be  em- 
powered to  invest  a certain  amount  or  a certain 
sum  or  a certain  portion  of  that  .S9.()0(),  leaving 
him  enough  woiking  ca])ital.  The  recommenda- 
tion made  by  the  Council  did  not  specify  any  par- 
ticular securities  or  the  amount. 

Dr.  Washburn:  How  much  was  suggested? 

Secretary  Gehret:  It  was  left  to  the  discretion 

of  the  Treasurer,  so  that  he  would  have  sufficient 
working  capital  on  hand. 

Dr.  Rennie:  I make  a motion  that  the  Treasurer 

bo  given  a free  hand  to  invest  a certain  portion 
that  he  deems  fit,  of  the  S9,(i()0,  leaving  him  suffi- 
cient working  cai>ital  for  the  coming  year. 

Dr.  Cannon:  How  about  making  it  subject  to 

approval  bv  the  Council;  where  it  is  going  to  be 
invested,  and  so  on? 

Secretary  Gehret:  The  Council  made  the 

recommendation,  not  recommending,  however, 
any  security. 

President  Stambauc.h:  The  Chair  suggests  ap- 

))roval  of  the  Council’s  actions,  so  far  as  approv- 
ing the  Treasurer’s  Report  is  concerned,  which 
includes  this  recommendation  that  the  cash  bal- 
ance be  brought  down  to  a smaller  sum. 

Dr.  Stroud:  I would  like  to  ask  why  we  as  a 

State  Society  would  like  to  kee]i  a cash  balance 
on  hand.  Why  wouldn’t  we  use  that  to  help 
nurses’  education  or  physicians’  education,  or 
.something  like  that,  rather  than  to  invest  it? 

Dr.  Washburn:  Is  there  a motion  before  the 

House?  1 am  rising  to  a point  of  order. 

President  Stambaugh:  There  is.  Does  anybody' 
second  that  motion? 

The  motion  was  .seconded. 

President  Stambaugh:  It  has  been  regularly 

moved  and  seconded  the  Treasurer  be  empowered 
to  invest  funds  of  the  State  Society,  beyond  his 
working  cajiital  necessary  for  the  year,  in  good 
.securities. 

Dr.  Washburn:  I shall  vote  against  that  motion 

for  two  rea.sons:  First,  this  asks  too  much;  that 

is  to  say,  it  places  too  much  responsibility  upon 
;i  Treasurer,  and  is  an  unwise  provision  for  a 
.Society  to  place  such  rcsiionsibility  in  the  hands 
of  one  per.son.  In  pension  funds  and  other  jiiaces 
where  I have  had  some  responsibility’,  it  has  al- 
ways been  customary  to  .see  that  whoever  it  was 
that  was  to  be  held  res]K)nsible  for  investing  the 
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money,  it  was  provided  that  the  investment  be 
made  upon  the  advice  of  competent  persons — be 
they  the  Presidents  of  two  or  three  of  the  savings 
funds,  or  some  such  provision  of  protecting  both 
the  Treasurer  and  the  Society.  It  is  very  easy  to 
lose  nine  thousand  dollars,  so  I shall  vote  against 
it. 

Dr.  Rennie:  Could  I modify  my  original  mo- 

tion, that  the  Treasurer  be  vested  with  the  power 
of  investing  certain  sums  from  the  Treasury  with 
the  aid  of  competent  advice,  such  as  the  President 
or  the  Secretary  or  the  Treasurer  of  the  Bank  in 
which  that  money  is  now  held  in  trust?  What 
bank  do  we  have  this  money  in? 

Dr.  Bird:  The  Ecpiitable  Trust. 

Dr.  Rennie:  All  right,  I will  state  that  in  the 

motion:  with  the  aid  of  the  Equitable  Trust. 

Dr.  Stroud:  I still  don’t  see  why  the  Society 

wants  to  keep  money.  We  are  screaming  for 
nurses  throughout  the  State.  Why  not  use  that 
toward  nurses’  education,  or  something  of  the 
sort?  I see  no  reason  why  not. 

Dr.  Rennie:  I feel  the  sums  involved  at  the 

present  time  are  not  that  great,  that  we  can  just 
say  we  will  make  up  a fund  to  invest  in,  well,  say, 
the  Nurses’  Eund.  As  it  gets  along,  maybe,  in  tbe 
following  year  or  so,  then  I think  a fund  like  that 
should  be  set  up,  but  at  the  present  time  1 think 
there  should  be  some  reserve,  of  which  we  have 
none,  at  the  present  time. 

President  Stambaugh:  Do  I hear  a question  on 

the  motion  as  amended?  (Question  called  for) 
All  in  favor  of  the  motion  as  read  by  the  Secre- 
tary? 

A show  of  hands  was  called  for. 

Secretary  Gehret:  (Counting)  There  are  9 for 

the  motion;  6 against. 

President  Stambaugh:  The  motion  is  carried. 

Secretary  Gehret:  Are  there  any  physicians 

here  who  are  not  delegates  or  alternates?  Are 
there  any  physicians  who  have  not  answered  to 
the  Roll  Call?  (Discussion  while  reviewing  those 
liresent)  I am  asking  now  for  physicians  who 
are  not  delegates  or  alternates. 

Dr.  Bird:  I have  these  names:  Drs.  Hudiburg, 

Forrest,  Tarumianz,  Ma.yerberg,  McDaniel,  Sr., 
Hudson. 

President  Stambaugh:  May  the  Chair  have  a 

motion  that  the  men  named  be  seated  as  members 
of  the  House  of  Delegates  in  lieu  of  those  not  here? 

Dr.  Washburn:  1 will  so  move. 

The  motion  was  seconded  and  carried. 

Chairman  Stambaugh:  Next,  the  Repoi't  of  the 

Executive  Secretary. 

Report  of  the  Executive  Secretary 

Your  Executive  Secretary  reports  that  the 
volume  of  work  for  the  year  just  passed  shows 
a moderate  increase  over  the  previous  year.  The 
correspondence  and  other  work  is  on  a current 
basis. 

We  made  an  official  visit  to  the  Sussex  Society 
and  to  the  Kent  Society  in  March.  Both  of  these 
meetings  were  very  enjoyable  and  we  hope  we 
imparted  some  information  of  value.  We  have  at- 
tended numerous  committee  meetings  and  con- 
ferences in  the  state. 

In  addition,  we  attended  the  Middle  Atlantic 
States  Conferences  in  Philadeljihia  in  November 
and  in  May;  the  National  Federation  of  State 
Boards  in  Chicago  in  February;  the  Blue  Cross- 
Blue  Shield  Medical  Directors  Conference  in  San 
Francisco  in  March;  and  the  Medical  Society  Ex- 
ecutives Conference  in  Chicago  in  June. 


The  membership  of  the  Society  is  as  follows: 


October,  1951  .... 
Additions 

New  .Members 
Reinstates  

New  Castle 
2G0 

12 

1 

Kent 

25 

3 

0 

Sussex  Total 
42  327 

24 

Of 

Losses: 

273 

28 

50 

351 

Deaths  

1 

0 

9 , 

18 

Transfers  

11 

4 

of 

September,  1952 

261 

24 

48 

333 

A gain  of  7 as  compared  with  a gain  of  2.3  last 
year  and  of  13  the  year  before.  The  state  board 
this  year  has  issued  42  new"  licences  as  against  28 
last  year. 

Our  exhibits  this  year  are  the  same  number 
but  jdeld  a slight  increase  in  income  over  the  Re- 
hoboth  Meeting  in  1948.  The  gross  this  vear  is 
.8640.00. 

Three  of  the  four  amendments  discussed  at  last 
year’s  session  were  approved,  but  there  remains 
as  unfinished,  the  fourth  amendment  which  pro- 
vides for  the  abolishment  of  dues  for  men  who 
have  retired  from  practice. 

We  have  assisted  in  preparing  a program  for 
this  Session  which  we  hope  you  will  like.  It  is 
well-balanced,  and  the  essayists  are  all  men  who 
rank  high  in  their  respective  subjects. 

In  conclusion  we  wish  to  thank  all  of  the  offi- 
cers and  members  of  the  Society  and  of  the  Aux- 
iliary with  whom  we  have  had  official  business 
during  the  year.  Their  cooperation  has  been 
splendid  and  we  gratefully  acknowledge  it. 

Res{iectfully  submitted, 

W.  Edwin  Bird,  Executive  Secretary 

President  Stambaugh:  The  Chair  recommends 

Dr.  Bird  for  that  splendid  report.  Do  I hear  ap- 
jiroval? 

It  was  regularly  moved  and  seconded  the  report 
be  approved;  imt  to  a vote  and  carried. 

We  will  now  have  the  Reports  of  the  Standing 
Committees.  The  Committee  on  Scientific  Work. 

Dr.  Bird:  Dr.  Gehret  is  too  bashful  to  state 

that  he  thinks  the  iirogram  is  good. 

President  Stambaugh:  The  Chair  asks  for  aii- 

(iroval  of  the  Report  of  the  Committee. 

Approval  moved  and  carried. 

Next,  the  Committee  on  Medical  Education. 

Secretary  Gehret:  I have  here  Dr.  Shands’  re- 

port. 

Report  of  The  Coiiiinittee  on  Medical  Education 

The  Committee  has  had  no  meetings  during  the 
]iast  year.  I have  been  in  contact  with  Doctor 
Carl  J.  Rees,  Dean  of  the  Graduate  School  of  the 
University  of  Delaware,  concerning  a iirogram 
for  post-graduate  education  for  the  physicians  of 
the  state.  I have  talked  with  Doctor  Rees  on 
many  occasions  concerning  this.  I have  been  of 
the  opinion  for  some  time  that  the  University  of 
Delaware  ought  to  have  some  type  of  educational 
program  for  the  physicians  of  Delaware.  Doctor 
Rees  agrees  with  me  but  we  have  not  been  able 
to  work  out  any  type  of  program  to  date  which 
might  fit  within  the  present  pattern  of  the  poli- 
cies of  the  University  of  Delaware.  It  may  be  that 
during  the  coming  year,  some  satisfactory  pro- 
gram can  he  worked  out. 

This  is  the  only  activity  of  the  committee  dur- 
ing the  last  year  which  I have  to  report. 

Respectfully  submitted, 

A.  R.  Shands,  Chairman 

It  was  moved  and  carried  that  the  report  be 
accepted. 

President  Stambaugh:  Report  of  the  Committee 
on  Publication. 
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Kcporl  of  ('oininitti')'  on  Piil)li<-a(ion 

As  heretofore,  we  transmit  the  report  of  the 
Committee  in  two  j>arts:  (1)  that  of  the  Editor; 
and  (2)  that  of  the  Managing  Editor. 

Itcport  of  tli(‘  Editor 

We  are  nearing  tlie  end  of  \'olume  24  of  tlie 
New  Set’ies.  The  amount  of  material  pulilished  is 
about  e([ual  to  that  of  Volume  20.  which  was  the 
largest  in  the  history  of  The  Jol’rxai..  Through 
tne  excellent  cooperation  of  the  hos])itals  and  of 
other  contrihutoi'S,  together  with  the  pajjers  from 
our  Annual  Session,  we  generally  have  a small 
suri)lus  of  material  on  hand — a healthy  condition 
which  we  hope  will  continue.  The  scientific  value 
of  the  material  conti'ibuted  by  our  own  ])rofession 
in  Delaware  is  definitely  improving  — another 
healthy  condition  which  we  hope  will  continue. 

Our  ])rinters,  The  Star  Publishing  Comi>any, 
again  deserve  a most  kind  word  for  their  con- 
tinued courtesies  and  efficiency,  and  to  their  en- 
tire staff  must  go  again  our  thanks. 

To  all  our  officers  and  members,  whose  con- 
tinued coo])ei-ation  sustains  us,  we  offer  our 
gratefid  thanks  once  more. 

Respectfully  submitted, 

W.  Edwin  Bird,  Editor 
Ilepori  of  'I’lie  Managing  Editor 
-August  1,  19.51  to  August  1,  1952 
.\.  Che<-king  .Xcconni 
Checking  .Account.  Wilmington  Trust 


Co.,  -August  1,  19.51  .S2,018.22 

Iteceipts 

-Advertisements  .$8,274.77 

Bonus  on  -Ads  AM. A 448.40 

Subscriptions 

Medical  Societv  Members  ....  840. 00 

Others  '. 117.00 

Single  Copy  Sales  44.55 

Halftones  50.02 

Book  Sale  (150th  -Annual 

Meeting)  9.00 

Interest  on  War  Bonds  (These 
Bonds  in  the  amount  of 
.$9, -502. 98  were  i)urchased 
Dec  10,  1942)  87..50 

Total  Receipts  $9,871.24 

Disbnrsenients 

Piinting  and  Mailing  .Journal  $7,195.71 

Editor's  Salary  2.4()0.0() 

Stenographer’s  Salary  480.00 

Stationery  and  Supiilies  (i.OO 

Notary  Fees  1.00 

Postage  44.94 

Telephone  and  Telegrajih  2.40 

Bound  A'olumes  20.25 

Copyrighting  .lournai  48.00 

Bonding  Stenographer  and 

-Managing  Editor  92.50 

Reinints  15.25 

Social  Security  on  Editor's 

Salary  27.00 


Total  Dishui'sements  $10,219.05 

Deficit  —941.81 

Balance  in  Checking  -Account. 

August  1.  1952  $ 1.07(5.41 

B.  Savings  .Account 
Savings  .Account.  Wilmington 

Trust  Co..  -August  1,  1951  $1,094.27 
Interest  on  Savings  .Account  15.00 
Balance  in  Savings  .Account. 

AVilmington  T r u s t Co.. 

August.  1952  1,049.27 


Savings  Account.  Wilmington 
Savings  Fund  Society, 


August.  1951  9,000.90 

Interest  on  Savings  Account  70.05 
Balance  in  Savings  .Accounts, 

-August  1,  19.52  $ 4,792.88 

C.  War  Bonds 

C.  S.  War  Bonds, 

Purchased  December  10,  1942  $ 3,502.38 

U.  S.  War  Bonds, 

Balance,  .August  1,  19.52  $ 3..502.38 

Siiiiiinary 

Checking  .Account  Balance. 

August  1,  1952  $ 1,070.41 

Savings  Accounts  Balance. 

August  1.  1!)52  4,792.88 

C.  S.  War  Bonds  3,.502.38 


Grand  Total  (Accounts  .A,  B.  C)  $ 9,971.07 
Respectfully  submitted, 

M.  -A.  Tarumi.vnz,  Business  Manager 

Does  the  Chair  hear  apjiroval  of  Dr.  Bird’s  re- 
l)ort  as  Editor  and  that  of  Dr.  Tarumianz  as  Man- 
aging Editor? 

Dr.  -MacCollvm:  Isn’t  it  customary  the  finan- 

cial reiiorts  should  he  audited  before  the  day  they 
are  api>roved?  1 am  just  asking  for  information. 

Dr.  Tarumianz:  They  are  aiuiited  once  a year. 

Dr.  Bird:  .According  to  the  State  By-I^ws  they 

are  to  he  audited  at  the  end  of  the  year  by  a Certi- 
fied Fhiblic  -Accountant.  That  has  been  done,  since 
the  new  By-Laws  of  1949,  by  Haggerty  anil  Hag- 
gerty. 

Dr.  Hudiburg:  I make  a motion  the  reports  be 

accejited  with  thanks  to  both  of  the  officers. 

Seconded  and  carried. 

President  Stambaugh:  Now,  the  Committee  on 

Public  Laws. 

Ilepoi-t  of  Coiiiiiiittee  on  Public  Laws 

Dr.  .McDaniei.:  Owing  to  the  fact  there  was  no 

meeting  of  the  Legislature  during  the  jieriod 
1951-52  we  have  no  reiiort  to  make,  Mr.  President. 

President  Stambaugh:  Thanks,  anyway,  for 

your  good  work  in  the  past.  Dr.  McDaniel.  Do 
we  have  a))])roval  of  Dr.  McDaniel’s  report? 

Dr.  Rennie’s  motion  for  aiijiroval  was  seconded 
and  carried. 

President  Stambaugh:  Committee  on  Budget. 

Secretary  Gehret:  This  is  the  Budget  as  drawn 
u])  by  Dr.  Messick  and  his  Committee,  for  the 
calendar  year  1953. 

Kcport  of  'I'bc  Budget  Coiuinittce  For  19.59 

Projjosed 
Budget 
for  195:5 


Receipts 

Dues  .$8,000.00 

Exhibits  1,200.00  < 

Dinner  Subscri])tions  1.200.00 

Refunds  75.00 

Dividends  105.00 

Interest  9.5.00 


Total  Receipts $10,075.00 

Ifisburseiiients 

Salaries 

Executive  Secretary  .$9,000.00 

Stenogra])her  .500.00 

Taxes.  Social  Security  .54.00 


Total  •$  4.1.54.00 

Operations 

.Journal  Subs,  at  $9.00  $ 925.00 

Committee  on  J’ub.  I-aws  ....  9.50.00 

Com.  -Med.  Serv.  & Pub.  Jtel.  175.00 

Grievance  Board  .50.00 

.AMJvb'  Committee  50.00 
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Other  Committees  9(i.20 

Auditor  175.00 

Ins.  and  Bonding  25.00 

Safety  Deposit  Box  4.80 

Total  $ 1,851.00 

Office 

Printing,  Stat.  Sup.  & Post.  1 400.00 

T.  & T 25.00 

Office  Mag 25.00 

Exec.  Sec’s.  Expense  150.00 


Total  S 600.00 

Travel 

A.M.E.  Deleg.  and  Conf .$  400.00 

Meals  350.00 


Total  8 750.00 

Annual  Session 

Rental  of  hall,  etc .$  600.00 

Programs  and  tickets  250.00 

Badges  50.00 

Projection  Service  70.00 

Stenotypist  350.00 

Meals  and  Entertainment  ....  2,000.00 


Total  .$  3,320.00 


Total  Disbursements  $10,675.00 

Respectfully  submitted, 

Joseph  M.  Messick,  Chairman 

Dr.  Gehret:  Usually  it  has  been  found  in  the 

past  that  the  receipts  are  somewhat  higher  than 
was  anticipated  and  the  disbursements  are  slight- 
ly lower  than  were  anticipated,  but  the  budget  as 
drawn  up  shows  total  receipts  of  $10,675.00  and  the 
disbursements  $10,675.00. 

Dr.  Washburn:  Receij)ts  $10,675  and  the  dis- 

bursements $10,675?  The  same  figure? 

Dr.  Bird:  I expect  a surplus  of  at  least  $200; 

it  may  be  nearer  $500.  I think  we  may  be  able 
to  increase  the  charge  for  exhibits  the  next  year. 
In  checking  over  exhibits  in  other  State  Societies, 
while  we  are  a small  society  and  can’t  get  the  fees 
we  should  get,  I think  we  are  a little  under.  I 
think  we  can  get  at  least  ,$5.00  more  per  exhibitor 
space  and  there  are  thirty  exhibitors. 

Dr.  Washburn:  I move  we  accept  the  report 

of  the  Budget  Committee  as  submitted.  (Sec- 
onded) 

Secretary  Gehret:  Pardon  me,  but  so  there 

will  be  no  saying  later  “I  didn’t  understand,” 
earlier  this  evening  the  Council  ajiproved  the 
raise  in  salary  for  the  Executive  Secretary  from 
$3,000  to  $3,600,  the  first  increase  in  514  3'ears. 
That  is  included  in  here. 

President  Stambaugh:  It  has  been  regularly 

moved  and  seconded  the  Report  of  the  Budget 
Committee  for  1953  be  accepted  as  submitted. 

The  motion  was  then  carried  unanimously. 

Report  of  The  Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  the  Medical  Society 
of  Delaware  has  completed  its  23rd  year,  with  an 
increase  in  membership,  and  at  the  same  time  an 
increase  in  interest  and  activity.  We  have  em- 
phasized the  desirability  of  members  working 
with  other  established  community  groups  and 
have  had  gratifying  results. 

We  have  been  actively  associated  with  the 
Women’s  Group  of  the  Delaware  Civil  Defense 
Organization,  with  the  Red  Cross,  and  as  indi- 
vidual members,  in  work  with  Parent-Teacher.s 
Associations,  school  boards,  A.A.U.W.,  and  hos- 
pital social  work. 

Auxiliary  members  have  donated  over  1,250 
hours  of  work  to  the  Red  Cross  Bloodmobile,  in 
addition  to  other  Red  Cross  work.  One  county 


auxiliary  si>Dnsored  a Blood  Donor  Day,  when 
members  took  their  husbands  and  families  and 
friends  to  the  Blood  Bank.  It  was  iiublicized  in 
the  newspajiers  as  the  Medical  Auxiliar\-  Day, 
with  pictures  of  some  of  the  doctors  and  their 
wives  donating  their  ]iints  of  blood. 

Auxiliary  members  manned  booths  and  acted 
as  guides  during  ])art  of  the  three  days  of  the 
“Alert  America”  exhibit  held  in  Wilmington  last 
fall. 

Two  donations  of  $1(M).00  each  have  been  made 
to  the  American  Medical  Education  Fund. 

A $50.00  donation  was  made  to  the  Red  Cross 
Emergency  Flood  Relief  Fund. 

Two  station  wagons  full  of  clothing,  toys,  and 
athletic  equipment  w'as  taken  to  the  Governor 
Bacon  Health  Center. 

A $50.00  Christmas  donation  was  made  to  Gov- 
ernor Bacon  Health  Center  for  children  who  had 
no  family  to  send  Christmas  presents  to  them. 

Six  Hundred  Dollars  was  used  this  year  for 
nurses  scholarships.  It  was  voted  to  give  two 
scholarships  this  year  instead  of  the  usual  one 
we  have  given  previously.  Four  nurses  who  could 
not  enter  training  without  financial  help  were 
jilaced,  through  us,  wdth  scholarships  from  other 
organizations. 

The  Honorable  John  .1.  Williams,  Senator  from 
Delaware,  addressed  an  open  meeting  of  one 
county  auxiliary  to  which  members  of  the  City 
Federation  of  Women’s  Clubs  of  Wilmington  were 
invited. 

Kent  County  members  have  devoted  many 
hours  to  the  making  and  keeping  up  of  hosiiital 
supplies,  also  the  county  nurses  call  on  Auxiliary 
members  to  make  cancer  dressings  as  the\-  are 
needed. 

Sussex  County  members  have  given  man\' 
hours  to  their  hospital  work,  plus  much  time  in 
Red  Cross,  Church  work,  P.  T.  A.,  and  school 
boards. 

New  Castle  County  members  have  continued 
the  work  started  many  years  ago  of  sewing  for 
the  Visiting  Nurses  Association,  making  layettes, 
nurses  aprons,  and  various  articles  as  needed. 

Copies  of  the  revised  constitution  and  b\'-laws 
have  been  mailed  to  each  member,  an  1 a State 
Auxiliary  Newsletter  was  sent  to  each  member 
in  A]H-il. 

One  of  our  members,  Mrs.  Richard  u'urham, 
was  moderator  on  a doctor’s  radio  and  television 
progra'm  which  was  presented  once  a week  for 
several  weeks  with  different  doctors  of  the  state 
each  week. 

Our  legislative  chairman  has  kept  us  informed 
through  her  reviews  of  the  literature  from  Wash- 
ington. She  has  been  engaged  with  urging  the 
memhers  to  register  for  voting  this  fall. 

This  year  has  given  us  a feeling  of  closer  re-, 
lationship  between  the  counties,  and  our  work 
among  other  community  groups  is  giving  us  a 
feeling  of  civic  responsibility  which  we  would 
like  to  develop  still  further. 

May  I take  this  opjiortunity  to  thank  the  offi- 
cers of  the  Medical  Society  and  the  Advisoiw 
Board  for  their  advice  and  assistance  which  was 
ever  ready  when  needed. 

Res]iectfully  submitted. 

Margaret  C.  Rennie,  President 

President  Stambaugh:  This  report  needs  our 

commendation  as  well  as  our  approval.  It  is 
surely  a pleasure  to  work  along  with  some  one 
as  interested  as  Mrs.  Rennie.  Do  we  have  a mo- 
tion for  approval  of  this  report? 

Motion  to  approve  the  report  with  thanks  and 
commendation,  was  carried. 


Dki.awakk  Statk  Mkdr'al  Joukxai- 
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I)R.  Hudiblrg:  I make  a motion  the  Secretary 

be  insti  ucted  to  wi  ite  a letter  to  the  President  of 
the  Auxiliary  expressing  our  a])preciation  for  the 
woi  k tliat  has  I)een  done. 

Seconded  and  carried. 

President  Stambaugh:  Now,  tlie  S|)ecial  Com- 

mittes.  Advisory  Committe,  Woman’s  Auxiliary. 

Hcport  of  .Vdvisory  ('oiiiiiiittec, 
woman's  .\uxiliary 

The  Advisory  Committee  of  the  Woman’s  Aux- 
iliary to  the  Medical  Society  of  Delaware  has  had 
no  occasion  to  meet  this  yeai'. 

Several  minor  matters  have  been  discussed 
with  the  President,  .Mrs.  Rennie,  but  no  problems 
sufficient  to  discuss  with  the  whole  Committee 
have  been  encountered. 

Resi)ectfully  sul)mitted, 

Roger  Murray,  Chairman 

.Motion  to  approve  the  report  was  carried. 

President  Sta.mbaugh:  Committee  on  Cancer. 

Report  of  The  Committee  On  Cancer 
September,  19.52 

Cancer  control  in  Delaware  progresses  along 
several  integrated  paths.  A more  widespread 
concern  about  cancer  as  a personal  i>roblem  is 
manifested  by  the  increase  in  attendance  at  the 
cancel’  detection  centers  operated  throughout  the 
state  by  the  Delaware  Division  of  the  American 
Cancer  Society  and  the  Cancer  Control  Division 
of  the  State  Board  of  Health.  Several  hos])itals 
maintain  cancer  clinics  with  associated  special 
diagnostic  and  treatment  facilities. 

The  incidence  of  cancer  is  well  documented  by 
the  State  Hoard  of  Health  to  which  the  disease  is 
reportable  by  law.  The  reiiorted  incidence  of  828 
cases  in  1951,  comiiared  to  788  in  1950  and  (>89 
in  1949.  jirobably  reflects  greater  accuracy  in 
recognizing  the  disease. 

Lay  education  is  a prominent  function  of  the 
Delaware  Division  and  jirofessional  education  is 
advanced  through  the  detection  centers  and  by 
the  distribution  of  a cancer  bulletin  by  the  State 
Board  of  Health. 

Care  of  the  chronically  ill  cancer  ]>atient  still 
remains  a difficult  jiroblem.  The  Governor  Bacon 
Health  Center  affoi’ds  institutional  care  for  a 
limited  number  and  the  Delaware  Division  aids 
needy  patients  by  supplying  dressings,  appliances, 
transpoi’tation,  and  assistance  in  meeting  hospital 
bills  not  covered  by  the  Levy  Court. 

Research  in  cancer  at  the  University  of  Dela- 
ware is  facilitated  by  awards  from  national  or- 
ganizations. 

Res])ectfully  submitted. 

Douglas  M.  Gay,  Chairman 

The  report  was  accejited  by  title. 

President  Stambaugh:  Next,  the  Committee 

on  'ruberculosis. 

Report  of  Co:nmittee  On  ’riibereiilosis 

The  Committee  on  Tuberculosis  submits  the 
following  report  for  the  jiast  year.  Some  of  the 
statistics  are  based  upon  the  fiscal  year  of  the 
State  Board  of  Health,  .Inly  1.  1951  to  .June  .’JO. 
1952,  while  others  are  for  the  calendar  year  1951. 

Tuberculosis  Mortality  — Delaware 
(.lanuary  1.  1951  to  December  .’11.  1951) 

The  tuberculosis  mortality  rate  for  the  twelve 
months  stated  was  18.(>  per  1 ()().()()()  jiopulation. 
There  were  (iO  resident  deaths  as  comparetl  with 
71  deaths  during  the  iirevious  year.  The  pojmla- 
tion  t)f  Delaware  used  was  .'{2.‘J,243.  The  reduction 
in  1951  was  8.4  deaths  jier  lOO.OOO  population, 
comparing  favorably  with  the  U.  S.  figures.  The 
death  rate  for  the  white  population  was  10.8 


while  the  rate  for  non-white  was  GG.G.  Greater 
emphasis  should  be  given  to  the  problem  in  the 
non-white  population. 

Brandywine  and  Edgewood  Sanatoriums 
Brandywine  reports  127  admissions  during  the 
fiscal  year  and  18.8  discharges.  Edgewood  reports 
72  admissions  and  54  discharges.  As  of  August 
18th  this  year — no  waiting  list  was  reported  for 
either  institution. 

1 think  1 should  mention  that  Dr.  E.  Willis 
Hainlen,  the  new  medical  director  for  Brandy- 
wine and  Edgewood  reported  for  duty  on  July 
IGth.  -Mr.  P.  J.  Peden,  the  new  administrator  for 
the  two  institutions  joined  the  staff  on  June  IGth. 
Dr.  Nathaniel  Young,  the  new  staff  physician  ar- 
rived for  duty  on  .April  14th. 

State  Board  of  Health 

The  mobile  chest  X-ray  unit,  which  is  a co- 
oiierative  jiroject  of  the  State  Board  of  Health 
and  the  Delaware  Anti-Tuberculosis  Society. 
X-rayed  24,888  Delawareans  during  the  calendar 
\ear.  .Active  and  undetermined  cases  num- 
bered 70. 

More  than  8,590  attended  the  periodical  chest 
clinics  held  in  the  County  Health  Centers.  In  ad- 
dition to  fluoroscopies,  1,701  large  X-rays  were 
taken.  These  figures  were  for  the  State  Board 
of  Health’s  fiscal  year.  Tuberculin  Tests  were 
numbered  more  than  GOO. 

Delaware  .Anti  Tuberculosis  Society 
The  Society  continued  to  lend  its  assistance  to 
the  over-all  state  program.  With  the  Wilmington 
Visiting  Nurse  .Association  cooiierating,  G99  bed- 
side nursing  visits  were  made  on  48  patients.  In 
cooperation  with  the  Rehabilitation  Division  22 
liersons  were  rehabilitated.  There  were  88  jia- 
tients  trained  or  in  training.  Other  high  sjiots 
of  the  Society’s  activities  included: 

Total  X-rays  taken  in  Diagnostic  Clinics  2,747 


New  cases  diagnosed  G8 

Follow-up  X-rays  of  old  patients  298 

.New  Cases  of  Tuberculosis  G8 

.Active  28 

Apiiarently  arrested  18 

Apparently  cured  11 

Quiescent  8 

Status  undetermined  18 


7,859  Hospital  routine  X-rays  at  Delaware  and 
.Memorial  Hos|)itals. 

54  Schools  enrolled  in  Health  Habit  Course. 

7,805  Students  enrolled  in  Health  Habit  Course. 

Culture  Media  equiimient  installed  at  Brandy- 
wine. 

Handicraft  disjilay  case  sup])lied  to  Brandy- 
wine. 

Scientific  medical  test  books  provided  the  Del- 
aware Academy  of  .Medicine. 

The  total  number  of  new  cases  of  tuberculosis 
diagnosed  during  the  year  from  all  case-finding 
methods  numbered  278. 

.Anyone  wishing  a more  detailed  report  on  the 
above  activities  may  obtain  them  from  the  Dela- 
ware .Anti-Tuberculosis  Society. 

Resjiect fully  submitted. 

Gerald  A.  Beatty,  Chairman 

The  re|)ort  was  acce|)ted  by  title. 

President  Stambaugh:  Committee  on  Social 

Hygiene. 

Report  of  Social  Hygiene  Coniinittee 

There  has  been  a steady  decline  in  the  number 
of  cases  of  syphilis  receiving  treatment.  This 
became  aiiparent  after  iienicillin  therapy,  and 
has  jiersisted  during  the  past  year.  Early  infec- 
tious .syphilis  is  uncommon,  except  during  the 
season  when  migratory  labor  is  iirevalent  in  the 
state.  Pregnant  women  with  latent  sy])hilis,  re- 
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ferred  by  prenatal  clinics,  form  a good  propor- 
tion of  the  latent  cases. 

New  cases  of  gonorrhea  continue  to  be  as  prev- 
alent as  ever  at  the  treatment  centers,  and  some 
of  the  cases  are  showing  a resistance  to  antibi- 
otic therapy. 

Illustrative  figures  taken  from  the  rapid  treat- 
ment center  at  Eighth  and  Adams  Streets  at  Wil- 
mington for  the  twelve  months  from  July,  1951 
to  1952  are  as  follows; 

88  new  acute  gonorrhea  admissions 
5 primary  or  secondary  syphilis  admissions 
Total  case  load  348 

Three  or  more  rapid  treatment  centers  for 
venereal  disease  control  are  maintained  in  each 
of  the  three  counties  in  the  state.  There  is  in- 
creased use  of  additional  diagnostic  aids,  such 
as  spinal  fluid  examinations  and  fluroscopic  chest 
examinations,  in  latent  cases  when  possible. 

The  committee  feels  that  venereal  disease  con- 
trol is  well  organized  and  active  throughout  the 
state.  It  wishes  to  emphasize  the  value  of  pre- 
natal diagnosis  and  treatment,  and  the  increasing 
use  of  diagnostic  aids  in  detecting  the  ravages 
of  late  syphilis. 

Respectfully  submitted, 

Allen  D.  King,  Chairman 

The  report  was  accepted  by  title. 

President  Stambaugh:  The  Report  of  the  Com- 

mittee on  Maternal  and  Infant  Mortality. 

Report  of  Coiiiniittee  On 
Maternal  and  Infant  .Mortality 

A consideration  of  the  various  factors  influenc- 
ing maternal  and  infant  mortality  in  the  State  of 
Delaware  might  be  better  understood  if  the  over- 
all figures  are  first  stated. 

There  were  a total  of  8,203  births  in  the  state 
for  1951.  These  are  subdivided  as  follows;  In  New 
Castle  County  5,097  white  or  74.8%  of  the  total 
and  787  non-white  or  56.6%;  in  Kent  County  545 
white  or  8.0%  and  159  non-white  or  11.5%;  in 
Sussex  County  1,171  white  or  17.2%  and  444  non- 
white or  31.9%.  In  New  Castle  County  4,653  of 
the  white  or  99.4%  were  delivered  in  hospitals 
and  99.6%  were  attended  by  physicians;  698  non- 
whites or  94.8%  and  96%  respectively;  in  Kent 
County  612  of  the  white  or  92.3%  were  delivered 
in  hospitals  and  93.9%  attended  by  physicians; 
110  non-whites  or  46.6%  and  52.9%  respectively; 
in  Sussex  County  880  white  or  88.8%  were  deliv- 
ered in  hospitals  and  98.3%  attended  by  physi- 
cians; 146  non-whites  or  36.6%  and  50.4%  respec- 
tively. 

The  premature  birth  rate  which  markedly  af- 
fects infant  mortality  is  as  follows;  In  New  Castle 
County  the  total  number  of  w^hites  was  287  for 
a rate  of  61.3,  and  non-white  106  with  a rate  of 
144.0.  In  Kent  County  the  number  of  whites  was 
42  or  a rate  of  63.3  and  non-whites  30,  with  a 
rate  of  127.0.  In  Sussex  County  the  number  of 
whites  was  .62  for  a rate  of  62.6  and  non-whites 
43,  with  a rate  of  107.7. 

The  number  of  illegitimate  births  by  counties 
is  as  follows;  In  New'  Castle  County  82  whites  or 
a rate  of  17.5,  and  197  non-white  or  a rate  of 
267.6  In  Kent  County  27  w’hites  or  a rate  of  40.7, 
and  86  non-whites  or  a rate  of  364.7.  In  Sussex 
County  18  whites  or  a rate  of  18.1,  and  137  non- 
w'hites  or  a rate  of  343.3. 

By  counties  the  percentage  of  pre-natal  blood 
tests  is  as  follows;  In  New'  Castle  County  99.1% 
of  w'hites  w'ere  tested  and  96.7%  of  non-whites. 
In  Kent  County  94.5%  of  w'hites  and  86%  of  non- 
whites; and  in  Sussex  County  91.2%  of  w'hites 


and  82.2%  of  non-whites  respectively.  Though  the 
overall  percentage  is  higher  there  is  room  for 
improvement,  especially  in  the  non-white  groups. 

The  number  of  still-births  were  as  follows;  In 
.New  Castle  County  61  whites  or  a rate  of  13.0 
and  18  non-white  or  24.5%;  in  Kent  County  12 
whites  or  18.1%  and  5 non-white  or  21.2%;  and 
in  Sussex  County  26  whites  or  26.3%  and  18  non- 
white or  45.1%,  with  a total  for  the  state  of  106 
white  or  a rate  of  15.6%  and  43  non-white  or 
30.8%.  The  average  rate  for  the  entire  state 
is  18.2%. 

The  total  infant  mortality  up  to  one  year  for 
Delaw'are  in  1951  w'as  153  white  or  a rate  of  22.4 
and  68  non-white  or  a rate  of  48.8%,  with  an  av- 
erage of  26.9%.  This  compares  with  a natural 
average  for  1949  of  31.3%.  In  New  Castle  County 
the  total  number  of  deaths  of  whites  was  99  or 
a rate  of  21.1%  and  33  non-white  or  a rate  of 
44.8%.  In  Kent  County  the  total  number  of  whites 
was  18  or  a rate  of  27.1%  and  non-w'hites  11  or 
a rate  of  46.6%.  In  Sussex  County  the  total  num- 
ber of  whites  was  24  or  a rate  of  24.2  and  23  non- 
whites or  a rate  of  57.6%. 

Of  the  total  of  221  infants  who  died  before  the 
age  of  one  year  80  died  the  first  24  hours  of  life; 
62  within  one  week;  12  under  one  month;  and  67 
before  the  first  year. 

An  analysis  of  the  causes  of  infant  mortality — 
49  were  diagnosed  as  immature,  19  as  post-natal 
asphyxia  and  atelectasis  without  immaturity,  10 
as  lobar  pneumonia,  6 as  intracranial  and  spinal 
injury  at  birth,  21  having  various  types  of  con- 
genital malformations  including  the  heart,  gastro- 
intestinal and  renal  systems,  and  the  remainder 
from  a variety  of  causes.  From  these  figures  it 
w'ould  indicate  that  the  prevention  of  premature 
birth  and  the  salvaging  of  these  infants  when 
born,  would  cause  a very  marked  lowering  of  in- 
fant mortality. 

A comparison  of  the  neonatal  rate,  or  the 
deaths  under  one  month  of  age  illustrates  the 
hazard  to  the  new'born  in  the  first  thirty  days  of 
life.  In  New  Castle  County  there  w'ere  79  white 
infant  deaths  or  a rate  of  16.8%  and  18  non-white 
or  a rate  of  24.6%.  In  Kent  County  there  w'ere 

10  white  infant  deaths  or  a rate  of  15.0%  and 

9 non-white  or  a rate  of  38.1%.  In  Sussex  County 
there  were  15  white  infant  deaths  or  a rate  of 
15.1%  and  13  non-w'hite  or  a rate  of  32.5%.  The 
total  for  the  State  was  113  white  or  a rate  of 
16.5%  and  41  non-w'hite  or  a rate  of  29.4%.  The 

deaths  in  later  infancy  from  one  month  to  one 

year  was  40  white  or  a rate  of  5.8%  and  27  non- 
white or  a rate  of  19.3%. 

The  Maternal  mortality  is  as  follows;  In  New 
Castle  County  there  were  3 white  deaths  with  a 
rate  of  0.6%  and  no  non-white.  In  Kent  County 
there  were  no  white  or  non-white  deaths.  In  Sus- 
sex County  there  was  1 white  death  with  a rate 
of  1.0%,  and  one  non-white  with  a rate  of  2.5%. 
The  average  mortality  for  the  state  was  0.6% 
which  compares  with  the  1949  average  maternal 
mortality  rate  of  0.9%. 

The  causes  of  maternal  mortality  were  post- 
partum hemorrhage,  fever  of  unknown  origin 
during  puerperium,  abortion  without  toxemia, 
abortion  with  toxemia,  and  two  with  eclampsia. 

From  the  foregoing,  it  is  in  the  realm  of  pre- 
vention of  prematurity  that  the  greatest  advances 
must  come  to  decrease  the  present  relatively  high 
neonatal  death  rate.  It  is  possible  that  a more 
widespread  supervision  of  the  older  infant  would 
be  a positive  factor  in  prevention  and  earh-  de- 
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lection  of  the  infections  that  cause  death  in  this 
])eriod. 

Respecfully  submitted, 

A.  H.  Williams,  Laurel 

,1.  L.  Fox,  Seaford 

,1.  M.  Haker,  Milford 

15.  F.  Hlrton,  Dover 

Ira  Hur.ns,  Wilmington 

C.  L.  Hudiburg,  Wilmington 

R.  O.  Y.  Warren,  Wilmington 

Note;  The  Committee  gratefully  acknowledges 
the  valued  assistance  of  Mr.  Cecil  .Marshall, 
Statistician  of  the  State  Board  of  Health,  who 
jirovided  the  essential  data  for  the  above  report. 

The  report  was  ajiproved  by  title. 

F’resident  Stamhaugii:  The  Committee  on  Men- 

tal Health. 

Report  of  Coniiiiittee  on  .Mental  Health 

The  Committee  on  Mental  Health  wishes  to  re- 
l)ort  to  the  Society  that  in  its  ojiinion  there  is  a 
great  deal  of  (lu])lication  and  delay  of  the  care 
and  treatment  jiertaining  the  mentally  ill,  the 
feebleminded,  the  senile  and  the  epileptic  pa- 
tients. 

For  the  pui’iiose  of  consolidating  all  the  intra- 
mural and  extra-mural  facilities  for  the  care  and 
treatment,  training,  etc.  of  the  above  mentioned 
group  of  patients,  the  Society  should  urge  the 
Governor  and  Legislature  to  consider  the  consoli- 
dation of  all  intra-mural  and  extra-mural  facili- 
ties of  the  mental  health  jirogram  under  one 
State  Board  of  Mental  Health  incor])orating  the 
Delaware  State  Hospital  at  Farnhurst,  the  Gov- 
ernor Bacon  Health  Center  at  Delaware  City,  the 
Delaware  State  Welfare  Home  at  Smyrna  and 
the  Delaware  Colony  at  Stockley.  The  above 
Board  should  be  composed  of  1.5  members,  five 
from  each  county,  two  of  whom  should  be  phy- 
sicians in  good  standing  in  the  same  county  and 
interested  in  mental  health  problems.  The  Board 
should  appoint  a well-qualified  psychiatrist  who 
should  he  a diplomate  of  the  American  Board 
of  Neurology  and  P.sychiatrv  and  who  should 
have  at  least  five  years  of  administrative  experi- 
ence in  a large  mental  institution.  Such  a Com- 
missioner would  have  the  (lower  to  appoint  heads 
of  each  division  who  will  be  qualified  in  the  field 
of  work  assigned  to  them.  At  no  tfme  should 
there  be  more  than  eight  members  of  the  above 
Board  belonging  to  the  same  political  faith. 

Respectfully  submitted, 

G.  W.  K.  PYirkest,  Chairman 

Motion  to  ado])t  was  carried. 

President  Stambaugh;  Report  of  the  .Siiecial 
Committee  of  the  .Medical  Society  of  Delaware  on 
‘ Feeblemindedness  in  Delaware." 

Report  of  the  Coiniiiittee  on  Feeblemiiidi'diiess 

Dr.  Tarl'mianz:  This  is  a voluminous  report 

of  some  57  jiages.  the  result  of  one  year’s  hard 
work.  The  Committee  would  a])])reciate  it  if  the 
House  of  Delegates  would  listen  for  a half  hour 
to  the  highlights  of  this  report. 

Dr.  Tarumianz  reviewed  the  report. 

Dr.  MacColi.lm:  (During  the  reading  of  the 

re])ort)  1 move  so  much  as  read  be  considered  the 
reading  of  the  comiilete  rejiort  of  the  Committee 
on  Feeblemindedness  and  that  the  re])ort  be  ac- 
cepted. 

Dr.  Tarumianz:  1 think  after  s])ending  a year 

of  hard  work  in  the  jneparation  of  this  report  that 
we  should  listen  to  the  reading  of  a few  essential 
facts.  1 will  be  finished  in  another  ten  minutes. 

President  Stambaugh:  The  Chair  recognizes 

this,  and  I think  we  have  allotted  enough  time, 
.so  we  can  give  him  about  thirty  minutes  and  still 
finish  around  11  or  11:15. 


(Dr.  Tarumianz  continued  the  review  to  the  end 
of  the  report.) 

Dr.  Rennie:  I think  the  Committee  should  be 

commended  highly  for  its  report  and  I move  it 
be  accejjted  and  approved  by  the  House  of  Dele- 
gates. and  a copy  of  the  .same  should  be  sent  to 
the  Governor,  the  State  Board  of  Education,  the 
City  Board  of  Education,  and  the  Commission  of 
the  Delaware  Colony  at  Stockley. 

Dr.  .Mayerberg:  1 would  like  to  amend  that 

motion,  that  the  Committee  that  drew  up  this  re- 
port and  took  so  much  effort  to  develop  it  be 
given  a vote  of  thanks  by  this  House  of  Delegates. 
It  is  one  of  the  finest  and  most  comprehensive 
efforts  1 have  ever  heard.  It  is  not  a report  just 
for  now;  this  is  a far-reaching  program  which 
might  probably  take  45  or  50  years  before  it  is 
put  fully  into  effect,  but  if  the  Medical  Society 
will  carry  it  on — not  just  put  it  in  its  files  and  let 
it  flie  there — we  ought  to  keep  working  on  this 
thing  for  years  to  come.  I move  the  Committee 
be  given  a vote  of  thanks. 

President  Stambaugh:  Amendment  to  Dr. 

Rennie’s  motion  was  that  we  give  Dr.  Tarumianz 
a vote  of  thanks.  Would  that  every  Committee 
worked  as  hard  as  has  this  Special  Committee. 
The  motion  was  seconded,  and  a rising  vote  of 
thanks  was  given. 

Dr.  Tarumianz:  Thank  you,  very  much. 

Dr.  Rennie:  I al.so  recommend  the  following 

re.solution  be  sent  to  the  Governor: 

Resolved:  That  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  recommends  to  the 
Governor  of  the  State  and  the  Legislature  to  pro- 
vide the  necessary  funds  to  the  State  Department 
of  Public  Instruction  in  conjunction  with  all  State 
Auxiliary  De|)artments,  to  study  the  problem  of 
extramural  care  of  all  mentally  defective  children 
and  adults. 

Also  Be  It  Resolved:  That  the  Hou.se  of  Dele- 
gates of  the  Medical  Society  of  Delaware  recom- 
mends to  Governor  and  the  Legislature  to  provide 
necessary  funds  to  the  Commission  of  the  Dela- 
ware Colony  for  studying  and  planning  the  fu- 
ture needs  of  the  Colony  on  a scientific  basis.  The 
future  plans  should  be  on  a 25  year  basis.  The 
Commission  should  emjiloy  a qualified  architect, 
an  engineer  and  have  the  advice  of  specialists  in 
the  field  of  intramural  care,  treatment  and  train- 
ing of  mentally  defective  children  and  adults. 
Such  a report  should  be  prepared  and  submitted 
to  the  Governor  and  the  Legislature  as  soon  as 
possible,  thus  eliminating  any  unneces.sary  capital 
expenditures  of  state  funds,  before  such  a plan  is 
worked  out. 

President  Stambaugh:  You  have  heard  Dr. 

Rennie’s  motion  that  we  accept  the  report  of  the 
Sjiecial  Committee  of  the  .Medical  Society  on 
P'eeblemindedness  and  that  cojiies  of  .same  be  .sent 
to  the  Governor,  the  State  Board  of  Education, 
the  City  Board  of  Education,  the  (’ommission  of 
the  Dt'iaware  Colony  at  Stockley.  and  you  have 
heard  the  Resolution.  Do  1 hear  a .second  to  that 
motion? 

The  motion  was  seconded. 

Dr.  Tarumianz:  .As  a matter  of  cxjilanatory 

note,  may  I say  that  the  reason  I begged  to  have 
this  resolution  passed  is  because  1 know  when 
such  a lengthy  rei>ort  goes  to  the  Governor  or  to 
the  .State  Legislature  usually  they  just  cannot 
find  time  to  read  all  of  the  report,  while  the  reso- 
lution certainly  embraces  all  that  is  necessary.  I 
am  very  grateful  to  you  that  you  jiassed  this  re.so- 
lution. 

President  .Sta.mbaugii : Next,  the  Committee  on 

Heart  Disease. 
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Report  of  Committee  on  Heart  Disease 

The  Committee  met  by  telephone  on  August  19, 
1952,  and  begs  to  report  the  progress  of  cardio- 
vascular diseases  in  the  State  of  Delaware  during 
the  past  year.  Activities  have  been  promoted 
largely  through  the  Delaware  Heart  Association, 
an  affiliate  of  the  American  Heart  Association. 

Speakers  concerning  this  have  been  sent  to 
various  Service  Clubs.  A series  of  television  pro- 
grams has  been  projecte)d  titled  “Know  Your 
Heart.”  Various  members  of  the  medical  society 
have  participated  in  this  project.  A new  angio- 
cardiographic unit  has  been  installed  in  the  Dela- 
ware Hospital  in  conjunction  with  the  Delaware 
Heart  Association  to  aid  in  the  diagnosis  of  con- 
genital heart  disease  as  well  as  to  help  study  other 
vascular  defects  such  as  aneurysms  and  also  pos- 
sible candidates  for  mitral  commisuratomy. 

Under  the  Public  Health  Service  is  the  State 
Board  and  Local  Board  of  Health.  Physical  ex- 
aminations have  been  conducted  routinely  on 
school  children.  Where  heart  disease  has  been 
discovered,  these  children  have  been  referred  to 
their  family  physicians. 

The  Committee  proposes  that  joint  cooperation 
through  a joint  committee  be  evolved  by  which 
the  State  Board  of  Health,  as  well  as  the  individ- 
ual cities’  boards  of  health,  particularly  the  City 
of  Wilmington,  the  American  Heart  Assn.,  the 
Delaware  Academy  of  Medicine,  Delaware  State 
and  County  Medical  Society  all  work  jointly  for 
the  following  projects: 

1.  To  educate  the  lay  public  in  better  knowledge 
and  care  of  heart  disease. 

2.  To  inform  the  public,  particularly  indigent 
patients,  of  clinics  where  treatment  and  study 
of  heart  disease  can  be  received. 

3.  Case  study,  particularly  in  reference  to  the 
incident  of  rheumatic  fever  in  the  State  of 
Delaware. 

4.  Other  projects  such  as  hypertension,  coro- 
nary thrombosis,  etc. 

5.  Cooperation  with  the  Governor  Bacon  Health 
Center  as  an  institution  where  heart  cases 
can  be  referred  and  studied. 

In  conclusion,  it  is  our  feeling  that  this  disease 
which  claims  a toll  of  1 out  of  every  3 persons, 
should  receive  more  intelligent  and  cooperative 
attention  by  the  medical  profession  through  the 
various  societies  as  mentioned  above. 

Respectfully  submitted, 

Edgar  R.  Miller,  Chairman 

Secretary  Gehret;  Mr.  Chaii'man,  the  Commit- 
tee on  Heart  Disease  might  also  be  accepted  by 
title. 

The  report  was  accepted  by  title. 

President  Stambaugh:  Gentlemen,  it  is  not  that 
these  committee  reports  are  not  important;  it  is 
merely  now  a question  of  time,  and  if  there  is  any- 
thing controversial,  we  will  have  to  stop  and  read 
it. 

Next  is  the  Committee  on  Diabetes. 

Report  of  Committee  on  Diabetes 

Following  the  meeting  of  the  State  Society  in 
the  fall  of  1951,  material  was  sent  to  all  physi- 
cians in  the  state  calling  attention  to  Diabetes 
Week,  which  occurred  last  year  in  November,  and 
especially  pointing  out  the  importance  of  detec- 
tion of  early  cases  and  the  most  practical  method 
of  detecting  such  cases.  Emphasis  was  particu- 
larly placed  on  obtaining  not  fasting  urines  and 
blood  sugars  but  post  prandial  urines  and/or 
blood  sugars. 

Diabetes  Week  this  year,  conducted  in  coopera- 
tion with  the  American  Diabetes  Association,  will 
be  November  16  to  22.  The  Committee  will  meet 


shortly  to  outline  measures  to  be  taken  this  year. 
Respectfully  submitted, 

Lewis  B.  Flinn,  Chairman 

The  report  was  accepted  by  title. 

President  Stambaugh:  Next  is  the  Committee 

on  Medical  Service  and  Public  Relations. 

Report  of  Committee  on  Medical  Service 
and  Public  Relatioii.s 

Your  committee  drew  up  a plan  of  action  for 
this  year,  having  to  do  largely  with  encouraging 
our  members  to  take  an  active  part  in  local  af- 
fairs and  to  urge  them  to  take  interest  in  the 
coming  national  election. 

The  plan  is  as  follows: 

(1)  To  urge  all  members  and  their  families 
to  register  and  vote  and  they  in  turn  try  to  in- 
terest their  friends  and  patients  to  do  the  same; 
regardless  of  political  affiliation. 

(2)  Urge  leaders  of  both  major  parties  to  elect 
delegates  to  their  respective  conventions  who  are 
opposed  to  socialism  and  socialized  medicine. 
This  should  be  done  on  the  local  level. 

(3)  Urge  all  members  to  join  civic,  social  and 
church  organizations  and  to  participate  actively 
in  their  projects. 

(4)  Urge  members  to  join  the  Delaware  Cham- 
ber of  Commerce  or  at  least  their  local  Chambers 
of  Commerce.  To  show  appreciation  for  what  the 
National  Chamber  of  Commerce  is  doing  for  us. 

(5)  Urge  each  County  Society  to  set  up  a plan 
for  taking  care  of  emergency  work,  holidays  and 
Sundays.  The  doctor  to  make  sure  if  away  or 
not  available  for  any  reason,  that  the  patients 
are  adequately  covered. 

(6)  Urge  each  County  Society  to  set  up  a Griev- 
ance Committee  to  handle  all  cases  in  their  re- 
spective counties.  If  they  are  unable  to  prop- 
erly dispose  of  the  complaints,  refer  to  the  State 
Grievance  Board. 

We  now  urge  our  members  to  be  sure  to 
register  and  vote  on  November  4th.  There  is 
still  time  to  register  on  October  18th.  That  is 
the  last  day  so  watch  your  local  papers  for  the 
time  and  place.  It  is  not  necessary  to  talk  poli- 
tics to  your  friends,  neighbors  and  patients,  and 
you  will  not  be  doing  so,  if  you  simply  ask  them 
to  register  and  vote. 

The  times  are  so  serious  that  the  end  result  of 
the  election  should  be  the  voice  of  the  American 
people  and  not  that  of  a small  segment  of  the 
population.  Let  the  people  speak  and  then  abide 
by  their  decision.  It  is  a lamentable  fact  that 
only  51  percent  of  the  doctors  of  the  country 
voted  in  the  last  general  election — we  should  do 
better  this  year. 

Your  committee  has  asked  the  Hospitals  of  the 
state  to  declare  Election  Day  a holiday,  with  sus- 
pension of  all  clinics  and  with  the  operating 
schedule  to  be  for  emergency  cases  only.  We 
made  the  request  so  that  the  doctors,  nurses  and 
hospital  personnel  would  take  time  to  go  to  the 
polls  and  exercise  their  privilege  and  duty  to 
vote. 

We  have  just  received  a letter  from  Miss  Fannie 
Nathans,  Secretary  of  the  Association  of  Dela- 
ware Hospitals. 

“All  of  the  general  hospitals  in  the  State,  with 
the  exception  of  the  Nanticoke  Memorial  Hospi- 
tal, have  replied  to  the  memorandum  concerning 
the  observance  of  Election  Day  as  a holiday. 

“These  hospitals  have  informed  me  either  verb- 
ally or  in  writing  that  arrangements  will  be  made 
for  doctors,  nurses  and  other  hospital  personnel 
to  have  time  to  vote  on  Election  Day. 

“The  concensus  seem  to  be  that  it  is  not  alto- 
gether feasible  to  declare  Election  Day  a holiday 
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nor  is  it  entirely  necessary  if  suflFicicnt  time  is 
given  to  hosi)itai  personnel  to  vote. 

"If  1 can  obtain  additional  Information  for  you 
on  this  particular  matter,  I hope  that  you  will 
feel  fi’ee  to  write  to  me.” 

It  is  interesting  to  note  that  the  Republican 
])latform  states  “we  are  o])posed  to  federal  com- 
pidsorv  health  insui'ance  with  its  crushing  cost, 
wasteful  inefficiency,  bureaucratic  dead  weight 
and  debased  standards  of  medical  care.” 

The  Democratic  party  health  plank  dodged  the 
issue  or  compulsory  health  insurance.  It  was  so 
carefidly  worded  in  many  respects  that  there 
coidd  be  a wide  divergence  of  o])inion  when  it 
comes  to  actual  interpretation.  It  might  be  worse. 

Statement  on  Health  Insurance  by  General 
Dwight  D.  Eisenhower:  “I  am  not  going  to  an- 

swei'  too  si)ecifically,  because  what  could  be  in 
a bill  labeled  comi>uIsory  health  insurance?  1 
am  not  so  certain,  but  I can  tell  you  this:  I am 

(piite  cei’tain  over  the  years  that  I was  at  Colum- 
bia, no  one  s]K)ke  out  more  than  I did  against 
the  centralization  power  in  Washington,  against 
bureaucratic  government  and  submitting  our  lives 
toward  a conti-ol  that  would  lead  inevitably  to 
socialism.  . . 1 do  believe  that  every  American 
has  a right  to  decent  medical  care.” 

In  discussing  Federal  aid  to  medical  education, 
(ieneial  Eisenhower  said  that  in  private  univer- 
sities we  must  “support  medical  education  by 
])rivate  means,  because  if  we  didn’t  it  would  be 
the  first  step  toward  the  socialization  of  medicine, 
and  I am  against  socialization.” 

Statement  on  Health  Insurance  by  Governor 
Adlai  Stevenson  of  Illinois:  “1  am  against  the 

socialization  of  the  practice  of  medicine  as  much 
as  I would  be  against  the  socialization  of  my 
own  i)rofession,  the  law.  . . If  the  insurance  i)rin- 
ciple  coidd  be  brought  to  bear  on  these  catas- 
trophic illnesses,  it  would  largely  eliminate  the 
spectei-  of  terror  from  the  average  home.  . . I am 
sure  that  . . . the  common  objective  can  be  large- 
ly realized  without  the  destruction  of  profession- 
al independence. 

“Rasically,  the  problem  is  how  to  lift  peojtle 
over  the  costs  of  major  illness.  I don’t  know 
whether  voluntary  plans  can  do  the  job.  I think 
the  new  commission  on  medical  needs  may  well 
add  some  light  and  remove  some  heat,  enabling 
us  to  find  a satisfactory  solution  to  this  perplex- 
ing |)roblem.” 

Your  committee  feels  that  there  has  been  con- 
siderable imi)rovement  in  taking  care  of  emerg- 
ency cases,  and  that  our  members  are  covering 
their  work  when  away  on  vacation  and  on  their 
days  off.  There  is  still  room  for  improvement. 
Blit  it  can  be  worked  out  .satisfactorily  on  the 
local  level. 

Res|)ectfully  submitted, 

E.  R.  Mayerberg,  Chairman 
The  repoi  t was  accepted  by  vote  of  the  Hou.se. 
President  Stambaugh:  Committee  on  Military 

and  Veterans  Affairs. 

Report  of  Military  and  \'eteraiis  .Vff'airs  ('oiiiiiiittee 
The  Military  and  Veterans  .Affairs  Committee 
of  the  .Medical  Society  of  Delaware  has  had  no 
occasion  to  meet  this  year.  .A  revised  contract 
setting  foith  fee  schedules  has  been  apjiroved 
this  year  but  as  the  revision  was  approved  by 
the  whole  Committee  last  year,  no  meeting  was 
necessary. 

Res])ectfully  submitted, 

Roger  Murray,  Chairman 
The  leport  was  accepted  by  title. 


Report  of  tlie  Coiiiiiiittee  on  National 
Einergeney  M<‘dical  Service 
The  committee  held  no  stated  meetings  during 
the  year.  However,  the  chairman  was  in  touch 
with  the  individual  members,  several  of  them 
being  active  on  a local  level.  Two  members  of 
this  committee  resigned  key  jiosts  during  the 
year.  Dr.  Washburn  resigned  as  Health  Com- 
missioner of  Wilmington  on  .March  15,  1952  and 
Dr.  .Munson  resigned  as  chairman  of  the  Disaster 
C’ommittee  of  the  Red  Cross. 

The  A.  .M.  A.  sent  out  several  questionnaires 
and  much  valuable  literature.  A request  from 
the  association  for  recommendations  for  a])])li- 
cants  for  regional  medical  directors  for  Civilian 
Defense  could  not  be  met,  because  the  qualifica- 
tions wei-e  so  high,  that  those  who  could  qualify 
were  not  interested  and  those  who  were  interest- 
ed could  not  (jualify. 

The  need  for  this  committee  is  not  very  great 
in  a state  the  size  of  Delaware  now  that  the  local 
hospitals  have  representatives  on  a central  com- 
mittee for  Civilian  Defense. 

It  is  felt  that  each  hospital  should  hold  at  least 
one  staff  meeting  a year  on  Civilian  Defense  at 
which  time  a topic  like  “Germ  Warfare”  or  “Pro- 
tection From  Atomic  Attack,”  could  be  discussed. 

Respectfully  submitted. 

Joseph  R.  Beck,  Chairman 
The  report  was  accepted  by  title. 

Report  of  Committee  on  Rural  Medical  Service 
Your  committee  wishes  to  give  not  only  a re- 
port  of  the  |>resent  available  medical  service  in 
Delaware,  but  to  encourage  physicians  to  take 
the  leadership  in  the  formation  of  community 
heath  councils  in  order  to  overcome  our  unmet 
needs. 

Every  community  knows  its  own  problems  and 
in  finding  a solution  for  them  the  local  physician 
may  be  of  invaluable  service.  We  wish  to  sug- 
gest that  the  health  committees  of  the  various 
organizations  in  a community  consider  local 
health  problems  jointly.  The  health  committee 
of  farm,  church,  school,  men’s  and  women’s  sei-v- 
ice  clubs,  etc.,  would  render  their  community  a 
real  service  by  organizing  into  a Health  Council 
and  considei'ing  their  problems  together. 

Rural  Health  means  much  more  than  medical 
care  alone.  It  includes  education  regarding 
dietary  habits,  immunization  against  preventable 
disease,  sanitation,  first  aid,  and  methods  of  at- 
tracting doctors,  dentists,  and  hospital  facilities 
to  a community. 

Delaware  residents  may  well  be  proud  of  its 
existing  facilities  for  maintaining  health.  New 
Castle  County,  with  a poiiulation  of  218.879,  has 
as  of  .May  .'H.  1952 — 2(il  physicians;  Kent  County 
with  a i)o])ulation  of  37,870,  has  2-4  jibysicians; 
and  Sussex  County  with  a iiopulation  of  01,330, 
has  50  physicians;  or  a toUd  of  335  physicians 
to  a po])ulation  of  318,085. 

Dental  care,  while  concentrated  in  certain  areas, 
is  considered  adeiiuate. 

Medical  facilities  are  available  through  our 
State  Board  of  Health,  in  the  divisions  of  maternal 
and  child  health,  tubei’culosis  control,  jireventable 
disease  conti’ol,  cancer,  laboratory,  oral  hygiene, 
sanitation,  nursing.  crip])led  children,  heart, 
venereal  disease,  and  nutrition.  Coo])eiation  with 
all  local  health  units,  the  Water  Pollution  Com- 
mission. and  the  operation  of  the  Brandywine 
and  Edgewood  Sanitoriums. 

Our  mental  health  is  guarded  by  our  Mental 
Hygiene  Clinics  throughout  the  State  and  jtroper 
treatment  is  afforded  in  the  Delaware  State  Hos- 
])ital. 

The  Governor  Bacon  Health  Center  gives  care 
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and  treatment  to  certain  maladjusted  or  mentally 
ill  children  between  the  ages  of  4 and  16,  crip- 
pled children,  children  awaiting  assignment  to 
foster  homes,  alcoholics,  epileptics  without  psy- 
chosis, and  certain  bedridden  aged  persons;  also, 
an  emergency  hospital  unit  is  maintained. 

The  State  Welfare  Home  is  available  to  our 
indigent  and  chronically  ill,  and  the  Delaware 
Colony  for  the  care  of  the  feeble-minded. 

There  are  four  general  hospitals  in  Wilming- 
ton, also  one  in  Dover,  Milford,  Lewes,  and  Sea- 
ford.  In  addition,  there  are  several  private  hos- 
pitals, the  Veterans  Hospital,  and  the  Alfred  I. 
duPont  Institute  for  crippled  children. 

Information  and  aid  is  available  throughout  the 
State  from  our  various  societies  on  cancer,  tuber- 
culosis, diabetes,  heart,  and  arthritis,  the  facili- 
ties of  Vocational  Rehabilitation,  Curative  Work- 
shop, Blue  Cross  and  Blue  Shield,  and  physical 
examinations  in  most  of  our  schools. 

Fluoridation  of  public  water  supplies  has  been 
provided  for  in  a few  towns. 

Nurses  are  needed  in  all  sections.  Additional 
physicians  are  needed  in  order  that  proper  medi- 
cal care  may  be  given  through  all  rural  areas, 
and  at  the  same  time  allow  our  older  physicians 
to  attend  clinics  and  postgraduate  courses  in 
order  that  they  may  maintain  contact  with  the 
newer  precepts  of  medical  practice. 

In  addition  to  the  above.  State  and  private 
agencies  are  reaching  into  every  part  of  the 
State  to  give  assistance  to  the  blind,  the  aged, 
the  poor,  aid  to  dependent  children,  aid  to  dis- 
abled, recreational  camps  have  been  established, 
and  ambulance  service  is  available.  Our  school 
system  is  extensive  where  children  may  learn 
basic  principles  of  health. 

Summarizing,  with  all  of  the  above  services 
at  hand  each  locality  through  a Community 
Health  Council  might  benefit  and  have  a solution 
for  most  of  their  health  problems. 

We  must  accept  our  full  public  responsibility 
for  all  health  needs  and  continue  to  improve  our 
present  facilities. 

Respectfully  submitted, 

Clarence  J.  Prickett,  Chairman 

The  report  was  accepted  by  title. 

Report  of  Committee  on  Industrial  Health 

Your  committee  supplied  the  Council  on  In- 
dustrial Health,  American  Medical  Association, 
with  data  on  the  Delaware  Workmen's  Compen- 
sation Law  and  the  opinion  of  our  group  on  the 
physician’s  role  in  better  administration  of  such 
laws;  and  with  a review  of  the  anticipated  health 
and  medical  care  needs  occasioned  by  expansion 
of  the  Dover  Air  Base. 

Dr.  G.  H.  Gehrmann  represented  the  Commit- 
tee at  the  12th  Annual  Congress  on  Industrial 
Health  held  in  Pittsburgh  January  18-19,  1952. 

Your  attention  is  called  to  the  statement  “Es- 
sentials of  Medical-Nursing  Services  in  Industry” 
which  was  issued  jointly  by  the  American  As- 
sociation of  Industrial  Nurses,  the  Industrial  Med- 
ical Association,  and  the  Council  on  Industrial 
Health  of  the  American  Medical  Association,  and 
which  appeared  in  the  Journal  of  the  American 
Medical  Association  June  7,  1952  (vol.  149,  p. 
597).  Your  committee  requests  endorsement  of 
this  statement  by  the  Society. 

We  solicit  the  attention  and  personal  interest 
of  all  members  of  the  Medical  Society  of  Dela- 
ware in  problems  of  industrial  health. 

(1)  Industrial  medicine  is  a specialized  and 
rapidly  growing  field  of  practice. 

(2)  Intelligent  industry,  both  labor  and  man- 
agement, seek  a high  type  of  medical  care  and 
guidance  for  its  personnel. 


(3)  Organized  medicine  as  a whole  prospers, 
directly  and  indirectly,  from  the  practice  of  good 
industrial  medicine. 

(4)  Industrialization  has  brought  all  of  the 
problems  and  issues  of  industrial  health  to  our 
state. 

(5)  Much  educational  work  remains  to  be  done. 

Respectfully  submitted, 

Lemuel  C.  McGee,  Chairman 

The  report  was  accepted  by  title. 

Report  of  the  .Advisory  Coiiimittee  of  the 
Delaware  Curative  Workshop 

Following  is  a report  on  the  Advisory  Commit- 
tee of  the  Delaware  Curative  Workshop.  The 
meeting  was  held  at  the  time  of  the  Delaware 
State  Medical  Society  Meeting  in  Wilmington, 
Delaware,  and  subsequent  reports  have  been 
made  through  personal  contact  over  the  tele- 
phone. 

Since  then  by  contact  with  the  members,  other 
decisions  have  been  made.  It  was  decided  for 
the  Delaware  Curative  Workshop  to  form  a Medi- 
cal Advisory  Committee  which  could  be  called 
in,  in  case  of  emergency,  in  order  to  give  patients 
full  protection.  This  is  functioning  on  a volun- 
tary basis,  of  course,  and  gives  the  Workshop  a 
sense  of  security  in  dealing  with  the  public. 

Respectfully  submitted, 

Irvine  M.  Flinn,  Jr.,  Chairman 

The  report  was  accepted  by  title. 

Report  of  State  Board  for  Vocational  Education, 
Vocational  Rehabilitation  Division 

The  Rehabilitation  Division  of  the  State  Board 
for  Vocational  Education  has  again  set  a record 
in  rehabilitating  into  employment  more  handi- 
capped persons  than  in  any  other  year. 

For  the  fiscal  year  ending  June  30,  1952,  there 
were  440  persons  with  handicaps  placed  or  re- 
turned to  gainful  employment,  thus  becoming 
useful,  self-supporting  citizens. 

From  the  period  1939  until  June  30.  1952,  a 
grand  total  of  3,342  persons  with  disabilities  have 
been  satisfactorily  rehabilitated.  The  major  serv- 
ices rendered  in  most  cases  were  vocational  train- 
ing, physical  restoration,  and  placement.  More 
than  900  persons  are  on  the  active  caseload  at 
the  present  time,  an  average  of  140  for  each 
professional  Counselor. 

On  the  basis  of  the  number  of  rehabilitations 
per  100,000  population,  Delaware  for  the  fifth 
consecutive  year  ranked  first  in  the  51  States  and 
Territories  opei-ating  a rehabilitation  program. 

The  United  States  Office  of  Vocational  Rehabil- 
itation disclosed  that,  during  the  fiscal  year  1951, 
Delaware  rehabilitated  144  persons  per  100,000 
population  (an  increase  of  3 over  the  previous 
year).  West  Virginia  was  second  with  90.  while 
Michigan  ranked  third  with  89.  Our  State  re- 
habilitated more  than  three  times  the  National 
average,  the  latter  for  fiscal  1951  being  43  re- 
habilitations per  100,000  population.  Delaware 
also  continued  to  lead  in  the  number  of  disabled 
persons  served  and  in  the  number  of  such  per- 
sons in  the  active  caseload  per  population. 

The  National  average  of  cases  served  per  100,- 
000  population  was  151,  while  Delaware  had  439; 
the  National  average  of  persons  in  the  active 
caseload  was  91,  Delaware  having  237.  It  is  sig- 
nificant to  note  that  National  and  Delaware  sta- 
tistics remain  almost  stable  from  year  to  year, 
with  only  slight  increases  shown. 

The  majority  of  cases  referred  to  the  Rehabili- 
tation Division  are  unemployed  at  the  time  of 
referral.  Of  the  440  cases  rehabilitated  this  (last 
year,  85%  were  unemployed.  The  average  wage 
BEFORE  rehabilitation  was  S4.38  per  week; 
AFTER  rehabilitation  services  were  provided,  the 
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\\eekly  earnings  increased  to  Si-11.91.  Without 
consiciering  wage  increases,  tlie  earnings  of  these 
rehabilitated  cases  would  amount  to  .$958,900. 00 
in  one  year  only. 

Since  such  a large  i)ercentage  of  referred  cases 
are  unemiiloyed,  support  by  other  members  of 
the  family  or  through  fi  iends  is  necessary.  Many 
of  these  people  and  their  families  are  dependent 
u])on  State  Welfare  aid.  Of  the  440  rehabilitants, 
09  were  being  assisted  by  i)ublic  welfare  agen- 
cies. These  09  i>ersons  al.so  had  120  other  mem- 
bers of  the  family  dependent  on  them,  so  that 
189  Iversons  were  in  reality  receiving  State  aid. 
These  were  drawing  .S45,7(i6.00  a year  i-elief  bene- 
fits. After  various  rehabilitation  services  were 
]irovided,  the  09  cases  were  restored  to  employ- 
ment. The  cost  to  the  Division  was  .$201.50  per 
case,  and  their  total  earnings  in  one  year  only 
would  amount  to  .$13.3,180.00.  P'rom  direct  de- 
])endents  on  relief  and  drawing  $45,700.00  a year 
benefits,  theii-  status  had  changed  to  that  of  wage 
earners  in  the  amount  of  $133,180.00  a year. 

-A  variety  of  services  is  available  to  our  handi- 
ca|)ped  Deiawai-e  citizens  and  these  are  briefly  as 
follows:  diagnosis,  including  medical  and  special- 
ty examinations,  X-ra\’s;  vocational  guidance; 
medical  and  surgical  treatment,  including  hospi- 
talization, surgery,  therapy;  prosthetic  aiipliances, 
such  as  braces,  hearing  aids,  artificial  arms  or 
legs;  vocational  training,  in  school,  employment, 
corresi)ondcnce,  or  tutorial;  maintenance  and 
transi)orUUion  while  in  training  oi-  under  treat- 
ment; tools  and  equipment  during  training  or  for 
placement;  occupational  licenses  to  carry  on  a 
trade;  and  selective  palcement. 

We  in  Rehabilitation  greatly  api)reciate  the  co- 
o])eration  given  us  by  doctors  and  specialists 
throughout  the  State.  ' This  cooperation  and  in- 
terest is  reflected  in  the  large  number  of  suc- 
cessful physical  restoration  cases  which  have  been 
returned  to  employment  and  self-sufficiency. 

John  G.  King,  Director 
Martin  B.  Pennington, 
Medical  Administrative  Consultant 

Heport  of  Committee  on  Health  and  Sanitation 

To  the  Officers  and  Fellows  of  the  Medical 
Society  of  Delaware: 

Your  committee  on  Health  and  Sanitation  has 
held  no  meetings.  However,  a majority  of  the 
members  of  the  committee  are  or  have,  in  the 
recent  iiast,  served  as  members  or  emjiloyes  of 
state  or  municiiial  boards  of  health. 

It  may  be  .said  that  in  the  field  of  public  health 
and  sanitation  administration,  the  past  year  has 
been  one  of  turbulence,  bickering  and  contention. 

Public  health  education  by  means  of  indigna- 
tion meetings  and  letters  to  the  public  press  is 
an  inefficient,  protracted  and  unpleasant  process. 

The  State  Hoard  of  Health  cannot  possibly  ad- 
minister efficiently  or  effectively  a public  health 
jirogram  in  Delaware  without  an  increase  in 
available  funds. 

This  is  jiarticularly  true  in  rural  New  Castle 
Countv,  where  a single  health  officer,  with  a 
small  staff  of  graduate  nurses,  is  responsible  for 
the  administration  of  a iniblic  health  jirogram 
in  an  area  which  includes  many  so  called  real 
estate  "developments,”  a major  drainage  prob- 
lem and  a population  in  excess  of  100,0(K). 

Public  health  administration  in  Wilmington  can 
never  be  effective  or  efficient  until  legislation  is 
enacted  which  will  in.sure  that  the  department 
of  health  is  in  truth  an  autonomous  body,  clothed 
with  authority,  in  its  own  right,  to  administer 
a sanitarv  cotle  which  includes  power  and  author- 
ity to  compel  landlords  to  install  sanitary  plumb- 
ing within  the  dwellings  under  their  control. 


In  addition,  the  laws  should  be  repealed  which 
empower  the  Mayor  and  Council  to  appoint  the 
City  Physicians,  and  the  City  Council  to  appoint 
the  City  Milk  Inspector. 

Since  the  collection  of  garbage  is  not  a proper 
function  of  a department  of  health,  this  activity 
should  be  transferred  to  some  other  agency  or 
deiiartment. 

The  enactment  of  remedial  legislation  by  the 
general  a.ssembly  of  Delaware  will  require  initia- 
tive, leadershiji  and  wise  counsel. 

These  considerations  iiresent  a challenge  to 
organized  medicine  in  Delaware. 

Let  it  not  be  said  that  the  Medical  Society  of 
Delaware,  as  such,  and  its  members  in  jiarticular, 
are  oblivious  of  this  call  to  active  duty  in  the 
cause  of  sound  public  health  administration  in 
all  areas  of  our  little  state. 

Respectfully  submitted. 

Victor  D.  Washburn,  Chairman 

The  report  was  accepted  by  title. 

Dr.  Washburn:  I move  the  acceptance  of  the 

re])ort  as  inesented  and  that  the  Legislative  Com- 
mittee of  this  Society  be  insfucted  to  cooperate 
with  the  Legislative  Committees  of  the  compon- 
ent .societies  to  the  end  that  we  lend  our  support 
and  our  influence  toward  the  enactment  or  the 
attainment  of  the  objectives  described  in  the  re- 
port. 

Dr.  Mayerberg:  I will  second  the  motion. 

Motion  was  carried. 

Report  of  ('oiiiinittee  on  Fees  For 
Welfare  Patients 

The  State  Department  of  Public  Welfare  wishes 
to  develoj)  a satisfactory  iirogram  which  will  give 
adeiiuate  medical  care  to  recipients  of  Old  .Age 
Assistance,  .Aid  to  Dependent  Children,  Public  As- 
sistance, and  .Aid  to  Disabled,  which  programs  are 
under  their  administration. 

The  Committee  on  Indigent  Care  of  the  Coun- 
cil on  Medical  Services  of  the  American  Medical 
Association  suggests  that  an  Indigent  Medical  Care 
Plan  should: 

1.  Provide  all  services  normally  available  local- 
ly to  other  citizens. 

2.  Provide  the  same  services  for  all  indigent 
groiqis. 

3.  Utilize  existing  facilities  as  much  as  possible. 

4.  Offer  free  choice  of  physician  in  home  and 
office  care. 

5.  Develoj)  and  use  free  outpatient  clinics  only 
when  medically  desirable  and  mutually 
agreeable  to  the  medical  profession  and  the 
administrative  agency  involved.  Participa- 
tion should  be  open  to  all  physicians  quali- 
fied to  serve  in  the  particular  types  of  clinics. 

0.  Provide  for  medical  supervision  of  all  medi- 
cal as])ects. 

7.  Provide  reasonable  payment  to  jibysicians  on 
a basis  agreed  to  by  the  medical  society. 

a.  Fee  for  service  for  home  and  office  care 

b.  Hourly  payments  in  free  clinics 

c.  In-ho.spital  medical  and  surgical  on  a pre- 
determined fee  schedule 

8.  Provide  for  centralized  local  administration 
of  medical  program  for  all  groups. 

9.  Provide  for  continuous  liaison  between  medi- 
cal .society  and  adminstering  agency. 

10.  Diagnostic  services 
Preventive  medical  services 
Rehabilitation 

11.  Other 

.An  agreement  has  been  worked  out  between  the 
State  Department  of  Public  Welfare  and  the  State 
Pharmaceutical  As.sociation  whereby  the  State  De- 
partment of  Public  Welfare  will  pay  for  all  drugs 
and  supplies  used  in  their  program. 
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Eligibility  for  participation  is  determined  by 
the  State  Department  of  Public  Welfare  accord- 
ing to  established  formulas.  The  need  for  medi- 
cal care,  duration  of  such  need,  and  the  type 
of  care  necessary  to  meet  that  need  is  primarily 
the  province  of  the  physician. 

Believing  that  in  most  cases  coming  under  this 
program,  the  physician  would  not  receive  prop- 
er remuneration  in  money  for  his  services,  your 
Committee  offers  the  following  motion: 

“That,  when  necesary,  indigents  should  apply 
to  the  proper  division  of  the  State  Department 
of  Public  Welfare,  which  division  in  turn  will 
authorize  the  expediture  for  treatment.  Emerg- 
encies are  to  be  handled  without  question.  Fol- 
low-up information  to  be  obtained  through  the 
County  offices  of  the  State  Department  of  Public- 
Welfare.  That  the  need  for  care,  duration  of  such 
need,  and  the  type  of  care  necessary  to  meet 
that  need  be  decided  by  the  physician.  Free 
choice  of  physician  on  a fee  for  service  basis,  and 
that  the  fees  for  the  medical  care  of  the  recipi- 
ents of  assistance  from  the  State  Dejiartment  of 
Public  Welfare  of  whatever  division  be  paid  by 
the  State  Dejiartment  of  Public  Welfare  directly 
to  the  attending  physician  at  the  rate  of  80% 
of  the  usual  fee  charged  in  similar  cases.” 

Mr.  President,  I move  the  adoption  of  this  mo- 
tion. 

Respectfully  submitted, 

C.  j.  Prickett,  Chairman 

The  report  was  accepted  by  title. 

President  Stambaugh:  Next  is  the  Report  of 

the  Committee  on  Hospital-Physician  Relation- 
ships. 

Report  of  the  Committee  on  Hosi>ital-Physieian 
Relation.shii>s 

During  the  past  year  no  problems  have  been 
brought  to  the  attention  of  this  Committee,  such 
as  a controversy  between  physician  and  physician, 
or  physician  and  hospital  management. 

May  we  call  your  attention  to  the  fact,  how- 
ever, that  this  newly  entitled  Committee  does 
exist.  The  House  of  Delegates  of  the  American 
Medical  Association  at  a meeting  in  December, 
1951,  recommended  a clarifying  statement  en- 
titled, “Guides  for  Conduct  of  Physicians  in  Re- 
lationship with  Institutions.”  It  was  published 
in  the  Journal  of  the  A.M.A.  December  22,  1951, 
vol.  147  pp.  1684  and  1685.  In  any  given  con- 
troversy it  recommended  that  every  effort  should 
be  made  to  settle  the  matter  at  the  staff-man- 
agement level.  In  case  of  failure  at  this  level, 
assistance  of  the  County  Medical  Society  should 
be  requested.  If,  then,  it  cannot  be  resolved  it 
should  be  submitted  to  a committee  of  the  State 
Medical  Association  for  advice  and  recommenda- 
tion. F’ailure  at  this  point  would  then  lead  to 
investigation  by  the  Judicial  Council  of  the 
A.M.A.  for  recommendation  of  action  to  be  taken. 

Your  committee  hopes  that  no  serious  contro- 
versies will  arise,  but  if  they  do  they  ought  to  be 
resolved  by  the  procedures  now  available  as  above 
stated. 

Respectfully  submitted, 

C.  "e.  Wagner,  Chairman 

The  report  was  accepted  by  vote  of  the  House. 

President  Stambaugh:  Grievance  Board. 

Dr.  Bird:  I have  no  report  here. 

Dr.  Forrest:  I sent  word  by  telephone  through 

Dr.  Bird,  or  his  Secretary,  that  we  had  no  report 
and  no  meeting. 

President  Stambaugh:  That  is  a wonderful 

report. 

Dr.  Mayerberg:  I would  be  interested  to  know 

whether  no  meeting  meant  no  complaints.  Of 
course,  if  there  were  no  complaints,  there  w’ould 


be  no  need  of  meeting,  but,  have  there  been  any 
complaints? 

Dr.  Forrest:  I don’t  know.  I vaguely  remem- 

ber Dr.  Stambaugh  sending  me  a letter  from  a 
person  in  Wilmington  of  a case  I thought  had 
been  closed  a year  or  so  before,  relative  to  a frac- 
tured arm.  The  Board  I believe  considered  it 
last  year,  to  the  best  of  my  knowledge. 

President  Stambaugh:  The  Chair  remembers 

sending  Dr.  Forrest  that  report,  and  I am  sure 
it  was  well  taken  care  of  because  I heard  nothing 
more  about  it. 

President  Stambaugh:  Thank  you.  If  there  is 

no  objection,  then,  the  report  is  accepted. 

Next,  the  report  of  the  Delegates  to  the  A.  M.  A. 

Chairman  Stambaugh:  This  report  is  probably 

one  of  Dr.  Wagner’s  usually  good  reports,  but  it 
could  be  read  by  title,  Dr.  Gehret  tells  me. 

Report  of  the  Delegate  to  the  \.  M. 

Dr.  James  Beebe,  our  regular  delegate,  felt  that 
it  would  tax  his  physical  condition  too  much  to 
attempt  a trip  to  Los  Angeles.  It  was,  therefore, 
again  my  privilege  to  represent  our  Society,  as 
its  alternate  delegate,  at  the  Fifth  Annual  Clinical 
Session  of  the  American  Medical  Association  held 
there  December  4-7,  1951. 

The  attendance  of  4419  physicians  exceeded  that 
of  any  of  the  previous  Clinical  Sessions.  Swell- 
ing this  attendance  were  more  than  4600  guests, 
including  residents,  interns,  medical  students, 
nurses,  and  technicians.  The  scientific  and  tech- 
nical exhibitors  were  pleased  with  the  attendance 
and  interest  shown  by  those  who  attended  the 
meeting. 

Among  the  actions  taken  by  the  Board  of  Trus- 
tees was  an  appropriation  of  another  half  million 
dollars  to  the  American  Medical  Education  Foun- 
dation, which  had  been  raising  funds  within  the 
medical  profession  during  the  last  year  for  the 
Nation’s  Medical  Schools. 

Among  the  visitors  to  the  House  of  Delegates 
was  Donald  R.  Wilson,  Clarksburg,  W.  Va.,  Na- 
tional Commander  of  the  American  Legion.  In  a 
very  ins})iring  address  he  paid  tribute  to  the 
American  physician  and  his  determination  to  pro- 
vide basic  answers  to  the  problem  of  medical 
care  facing  the  people  of  this  country. 

In  recognition  of  nearly  fifty  years  of  excep- 
tional service  to  his  patients.  Dr.  A.  C.  Yoder,  of 
Goshen,  Ind.,  was  awarded  the  fifth  annual  gen- 
eral practitioner’s  gold  medal  and  named  “general 
practitioner  of  the  year.” 

This  w'as  probably  the  last  time  that  I shall 
ever  serve  as  the  Delegate  from  this  Society  to  the 
A.  M.  A.  meetings.  May  I take  this  opportunity 
to  express  to  you  my  deep  appreciation  of  the 
honor  and  pleasure  of  serving  a number  of  times 
through  the  years  in  that  capacity. 

Respectfully  submitted, 

C.  E.  Wagner,  Delegate 

The  report  was  accepted  by  title. 

Dr.  Fitchett:  I recommend  that  my  report  be 

read  by  title.  1 might  say  it  has  been  one  theory 
that  by  going  back  year  after  year  we  would  at- 
tain some  degree  of  national  recognition,  which  is 
a good  idea.  The  other  theory  that  occurred  to 
me  in  attending  this  session  in  Chicago  last  June 
is  that  it  is  now  a double-barrelled  affair.  We  go 
in  June  and  then  again  in  December,  and  it  is 
my  feeling  that  it  is  a golden  opportunity  for  our 
members  to  learn  some  of  the  problems  that  face 
the  A.  M.  A.  and  to  learn  how  these  problems  are 
solved,  as  well  as  to  meet  and  enjoy  the  compan- 
ionship of  the  members  that  are  doing  this  work. 
It  was  therefore  my  feeling  that  two  years — 
which  would  be  four  sessions,  would  be  long 
enough  for  any  one  member  to  have  that  privilege 
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and  oi)i)orUinity.  and  that  it  should  be  something 
that  is  rotated  through  the  Society,  pretty  fre- 
(luently,  that  I don’t  know  as  it  is  necessary  to  have 
any  action  on  that,  l)ut  when  my  to  years  are  over, 
that  would  he  my  own  recommendation,  that  1 not 
be  ai>pointed  again,  and  that  some  other  member 
be  given  the  o])|)ortunity  to  enjoy  the  same  oi>por- 
tunities  1 have  had  in  the  past,  because,  as  1 say, 
it  is  definitely  an  opportunity  and  a privilege  to 
go  there  and  see  how  they  work,  how  the  com- 
mittees function,  and  so  on,  and  to  meet  these 
men. 

Ueport  of  the  Delegate  to  the  A.  M.  .\. 

'Phe  101st  Annual  Session  of  the  A.  M.  A.  was 
held  in  Chicago  .June  O-l.’^.  19.52. 

The  first  matter  of  imi>ortance  was  the  selection 
of  Dr.  Paul  1).  White,  Hoston,  as  the  reci])ient  of 
the  Distinguished  Service  Award  of  the  A.  M.  A. 
for  19.52. 

The  Sjteakei'.  Di-.  F.  F.  Korzell.  next  i)resented 
his  address,  which  was  an  unusual  one,  in  that  it 
revealed  an  analysis  of  the  lOlst  House  of  Dele- 
gates that  should  be  of  interest  to  all  members 
of  the  Association.  There  are  188  members  of  the 
llou.se  elected  by  the  Constituant  State  and  Ter- 
litorial  Associations  and  the  Sections  of  the  Scien- 
tific Assembly,  and  those  a])pointed  from  the  gov- 
ernment services.  Fifty-three  per  cent  are  from 
■}()-.58  years  of  age.  Thirty-six  ])er  cent  are  from 
(i0-()9. ' The  average  age  is  fifty-eight  years.  Four- 
teen delegates  were  serving  their  first  term  and 
eighteen  had  served  only  one  year  ])reviously. 
The  average  length  of  service  as  a delegate  was 
five  and  one-half  years.  Twenty-one  per  cent 
])racticed  internal  medicine  exclusively,  fourteen 
))er  cent  juacticed  surgery,  ten  jjer  cent  were  gen- 
eral practitioners,  twelve  members  were  urolo- 
gists, five  were  pediatricians,  etc.  Practically  the 
entire  field  of  medical  practice  is  represented. 
The  figures.  Dr.  Borzell  i)ointed  out,  indicate  that 
there  is  a healthy  turnover  of  membershi]).  and 
at  the  same  time  a sound,  experienced  member- 
shi)) maintained. 

Dr.  .John  W.  Cline,  the  retiring  ])resident,  gave 
a fine  address  in  which  he  stated  that  “Medicine 
has  become  a significant  force  in  American  life.” 
It  is  “stronger,  more  unified  and  better  able  to 
])revent  the  destruction  of  the  high  standards  of 
medical  care  inevitable  in  socialistic  .schemes.” 

During  his  address.  Dr.  Cline  detailed  the  events 
leading  u|)  to  the  formation  of  President  Truman’s 
Commission  on  the  Health  Xeeds  of  the  Nation 
and  the  a])))ointment.  by  the  President,  of  Dr. 
Paul  .Magnuson  as  its  chairman.  He  detailed  in- 
foimation  available  that  indicated  that  the  Com- 
mission was  a ])olitical  ex))ediency  to  remove  the 
(juestion  of  Socialized  Medicine  becoming  a cam- 
)>aign  issue  during  an  election  year.  In  view  of 
the  magnitude  of  the  task  confronting  the  Com- 
mission, the  limited  facilities  and  the  short  ])criod 
of  its  o])eration,  characterized  by  Dr.  Magnu.son 
himself  as  “too  big  a job  for  one  year”  Dr.  Cline 
felt  that  the  re])ort  would  have  to  be  scrutinized 
with  great  care. 

Dr.  Cline  further  detailed  criticism  of  the 
■\.  .M.  A.  by  Dr.  Magnu.son,  that  had  a))])eared  in 
the  ))ress  and  further  stated  that  he  felt  the  time 
had  come  when  wo  can  no  longer  ignore  that  va- 
riety of  attack  on  the  A.  M.  A.  and  American 
Medicine. 

At  the  conclusion  of  his  address  a resolution 
was  introduced  di.sai)))roving  of  Dr.  .Magnuson’s 
attacks  and  ex))ressing  a lack  of  confidence  in  the 
Commission  as  a ))olitically  insjtired  agency  of  the 
Administration.  This  re.solution  was  referred  to 
the  Reference  Committee  on  Legislation  and  Pub- 
lie  Relations.  Their  meeting,  which  considered 


this  resolution,  was  well  attended  and  was  one 
of  the  highlights  of  the  convention. 

It  develo|)ed,  during  the  hearing,  that  two  for- 
mer A.  M.  A.  |)residents  had  declined  the  chair- 
manshi))  before  Magnuson  acce))ted  it,  and  that 
at  least  two  of  the  first  ai)))ointments  as  members 
were  avowed  atlvocates  of  socialized  medicine.  In 
another  instance,  one  ))hysician  stated  that  after 
a|)))earing  all  day  at  a ])anel  discussion  before  the 
Commission  he  received  a summary  of  the  testi- 
mony. After  reading  it.  he  felt  that  he  might  just 
as  well  have  stayed  home  as  the  testimony  was  a 
summation  of  that  exj)res.sed  in  several  Federal 
I)ublications,  rather  than  his  own. 

Chairman  Magnu.son  in  his  testimony  before  the 
Reference  Committee,  denied  that  he  would  give 
Piesident  Truman  a ])reliminary  re))ort  in  Se))- 
tember  as  it  would  be  im])ossible  to  arrive  at  any 
conclusion  by  that  time.  He  was  at  a loss  to 
cx))lain  a new  release  from  his  Washington  office 
to  the  effect  that  he  would  issue  such  a rei)ort. 
At  the  conclusion  of  his  testimony  before  the 
Reference  Committee  he  stated  that,  in  his  o])in- 
ion,  the  whole  o|)])osition  to  the  Commission  was 
kindled  by  Whiteker  and  Baxter  in  an  effort  to 
kee])  themselves  em|>loyed. 

The  House  ado|)ted  tiie  resolution  of  the  Refer- 
ence Committee  in  a])))roving  the  Board  of  Trus- 
tees in  its  stand  that  the  Commission  was  ])olitical- 
ly  ins))ired.  It  ado|)ted  a |)olicy  re,serving  any 
comment  or  criticism  of  the  work  of  the  Commis- 
sion until  after  its  re|)oi  t is  turned  in  to  the  Presi- 
dent and  made  ])ublic. 

During  the  session  a gift  of  .$10,000  from  the 
M’oman’s  Auxiliary  to  the  American  Medical  Edu- 
cation Foundation  was  announced,  as  well  as  a 
gift  of  $2.5,000  from  the  Chicago  Medical  Society, 
Pennsylvania  announced  a $2.5  voluntary  assess- 
ment of  each  member  and  Illinois  a $20  assess- 
ment on  each  member  beginning  next  year.  A 
goal  of  $2,000,000  for  the  year  has  been  set. 

I'inal  changes  in  the  Constitution  and  By-Laws 
were  a])i)roved  limiting  the  ty))es  of  membershij) 
in  the  A.  M.  A.  The  Fellowshij)  tyj)e  of  member- 
shi]) is  now  droi)))ed. 

The  House  ai)))roved  the  action  that  the  Board 
of  Ti’ustees  took  in  regards  to  HR  7800  (a  bill  to 
amend  the  Social  Security  Act).  This  action  had 
consisted  of  a telegram  to  all  members  of  the 
House  of  Re))resentatives  “urging  deletion  of  Sec- 
tion .1  from  HR  7800”  and  was  taken  when  the  bill 
was  first  introduced  as  an  emergency  measure. 

•After  much  discussion  the  House  of  Delegates 
ado])ted  the  following  resolution  “That  the  A.  M.  A. 
condemns  the  breach  of  faith  by  this  Administra- 
tion with  those  who  would  benefit  from  this  bill, 
in  a fiagiant  attem|)t  to  railroad  through  a ))ro- 
vision  to  aid  in  the  socialization  of  medicine,  which 
could  not  ])osslbly  be  ado])ted  if  considered  o|)enly 
and  fairly;  and 

“That  the  A.  M.  ,A.  urges  that  Congress  refer 
this  bill  to  the  Committee  where  it  should  be  sub- 
ject to  the  ordinary  democratic  processes  of  legis- 
lation.” 

Dr.  Edward  J.  McCormack,  of  Toledo.  Ohio,  was 
elected  President-elect  and  Atlantic  City  was 
chosen  as  the  meeting  |)lace  of  the  Annual  Session 
in  19,5.5,  the  Clinical  Session  to  be  held  in  Boston. 

Res|)ectfully  submitted. 

Lawrence  L.  F’itchett,  Delegate 

The  re))ort  was  acce])ted  by  title. 

Chairman  Sta.mbaugh:  Next,  the  Representa- 

tive to  the  Delaware  Academy  of  Medicine. 

Report  of  the  Delaware  .\ea<leiiiy  of  Medudne 

The  Delaware  .Academy  of  Medicine  recorded 
another  very  successful  year  in  its  service  to  the 
members  of  the  medical  |)i"ofession  as  well  as  to 
the  whole  community. 
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During  that  year  the  Academy  presented  a 
Symposium  on  Obstetrics  and  Office  Gynecology. 
T he  Symposium  was  given  in  six  sessions  and 
was  opened  also  to  the  members  of  the  nursing 
profession.  The  response  to  the  Symposium  was 
so  great  that  it  was  decided  to  hold  identical 
meetings  on  Wednesdays  and  Thursdays.  The 
papers  presented  were  on  an  excellent  scientific 
level  and  the  Symposium  was  highly  commented 
upon  by  those  attending. 

The  library  in  order  to  improve  its  book  sec- 
tion, added  during  the  year  over  100  new  books, 
and  several  new  periodicals  were  added  to  the 
librarv  collection. 

The"  building  has  been  used  during  the  year 
as  a meeting  place  by  local  medical  and  allied 
oi’ganizations. 

Respectfully  submitted. 

William  O.  LaMotte,  Chairman 

The  report  was  accepted  by  title. 

President  Stambaugh:  Next,  the  Committee  on 

Nominations.  Dr.  Lawrence. 

Dr.  Lawrence:  Your  Nominating  Committee 

consisting  of  Dr.  R.  L.  Klingel,  J.  S.  McDaniel,  Sr., 
and  myself  did  meet  and  we  submit  the  following 
candidates  for  your  consideration  for  the  various 
offices  and  the  Standing  Committees: 

Report  of  Coiiiiuittee  on  Nominations 
for  195:} 

Vice-President:  Leslie  M.  Dobson,  Milford. 

Secretary:  Andrew  M.  Gehret,  Wilmington. 

Treasurer:  Joseph  M.  Messick,  Wilmington. 

Rep.  to  D.  A.  M.:  William  O.  LaMotte,  Sr.,  Wil- 

mington. 

Standing  Committees 

Scientific  Work:  Benjamin  F.  Burton,  Dover; 

James  Beebe,  Jr.,  Lewes;  Andrew  M.  Gehret,  Wil- 
mington. 

Medical  Education:  Alfred  R.  Shands,  Wilming- 
ton; Roscoe  W.  Elliott,  Laurel;  Hewitt  W.  Smith, 
Harrington. 

Publication:  W.  Edwin  Bird,  Wilmington:  M. 

A.  Tarumianz,  Farnhurst;  A.  M.  Gehret,  Wilming- 
ton. 

Public  Laws:  Joseph  S.  McDaniel,  Sr.,  Dover; 

J.  Leland  Fox,  Seaford;  Emil  R.  Mayerberg,  Wil- 
mington; Roger  Murray,  Wilmington;  I.  J.  Mac- 
Collum,  Wyoming. 

Budget:  Joseph  M.  Messick,  Wilmington; 

Charles  Levy,  Wilmington;  M.  A.  Tarumianz, 
Farnhurst:  William  T.  Chipman,  Harrington; 

Charles  M.  Moyer,  Laurel. 

State  Board  Medical  Examiners:  Gerald  A. 

Beatty,  Wilmington;  J.  Richard  Durham,  Wil- 
mington; Lewis  B.  Flinn,  Wilmington;  James  E. 
Marvil,  Laurel;  James  Beebe,  Jr.,  Lewes;  Henry 
V.  Wilson,  Dover;  Robert  R.  Layton,  Jr.,  Dover; 
Joseph  S.  McDaniel,  Jr.,  Dover;  Millard  F.  Squires, 
Wilmington;  Ervin  L.  Stambaugh,  Lewes. 

Terms  expiring  March  1,  1953:  Gerald  A.  Beat- 

ty, Wilmington;  James  E.  Marvil,  Laurel;  Henry 
V.  P.  Wilson,  Dover. 

Respectfully  submitted, 

Charles  T.  Lawrence,  Chairman 

President  Stambaugh:  Are  there  any  other 

nominations? 

Dr.  Mayerberg:  I move  the  acceptance  of  the 

report  of  the  Nominating  Committee. 

The  motion  was  seconded  by  severai  and  car- 
ried. 

President  Stambaugh:  If  there  are  no  further 

nominations,  then,  the  nominations  are  closed  and 
the  Secretary  will  cast  the  ballot. 

Secretary  Gehret:  The  ballot  is  cast. 

Chairman  Stambaugh:  So  ordered. 

We  have  another  important  item  here  that  I 
wanted  to  discharge.  IN  MEMORIAM:  Drs.  J. 


William  Urie,  of  Wilmington,  who  died  Aprii  17, 
1952  and  Dr.  Theodore  Schwedenberg,  of  Seaford, 
who  died  June  24,  1952,  and  Dr.  Aubrey  C.  Smoot, 
who  died  August  16,  1952.  The  Chair  asks  for  a 
moment  of  silence  — may  we  rise? 

IN  MEMORIAM:  A moment  of  silence  was 

observed  as  the  members  of  the  House  arose. 

Dr.  Mayerberg:  Mr.  Chairman,  was  Dr.  Hudi- 

burg  appointed  by  you  on  a speciai  committee  to 
raise  special  funds  for  the  A.  M.A.? 

President  Stambaugh:  Next  is  the  report  of 

the  Committee  on  American  Medical  Education 
Foumiation. 

Report  of  ('oniinittee  on  A.  >1.  E.  F. 

Dr.  Hudiburg:  One  thing  I would  like  to  say  is 

that  I would  like  for  the  House  of  Deiegates  to  go 
on  record  as  approving  the  program  that  we  are 
trying  to  carry  through,  especially  as  there  is  no 
official  approval  of  what  our  committee  is  trying 
to  do. 

I have  had  a Resolution  prepared,  as  foilows: 

Whereas:  The  American  Medical  Association, 

through  its  House  of  Deiegates  at  the  Cleveland 
Meeting  in  December  1950.  established  the  Ameri- 
can Medical  Education  Foundation,  for  the  purpose 
of  soliciting  subscriptions  from  the  Medical  Pro- 
fession to  aid  in  the  continuation  of  Medical  Edu- 
cation without  government  subsidy:  and 

Whereas,  said  Foundation  was  put  in  operation 
in  1951.  and  is  to  be  an  annual  feature  of  the 
American  Medical  Association  endeavors;  and 

Whereas.  President  Stambaugh  in  February  of 
1952  appointed  a Delaware  Committee  for  the 
A.  M.  E.  F.  with  Dr.  C.  L.  Hudiburg  as  Chairman, 
which  Committee  is  now  activeiy  engaged  in 
carrying  out  its  jnirposes;  now  therefore 

Be  It  Resolved:  that  the  Medicai  Society  of 

Delaware,  in  Annuai  Session  convened  does  ap- 
prove the  objectives  and  procedures  of  said  Dela- 
ware Committee  and  urges  upon  all  its  members 
their  active  and  generous  sujjport. 

Several  seconded  the  motion  to  approve  the 
resolution. 

President  Stambaugh:  It  has  been  regularly 

moved  and  seconded  that  the  resolution  as  read 
be  approved. 

The  motion  was  put  to  a vote  and  carried. 

Dr.  Hudiburg:  That  gives  us  official  authority 

to  work.  I might  say,  your  committee  has  done 
a lot  of  work  and  a lot  more  remains  to  be  done. 
1 wish  aii  would  notice  the  exhibit  we  have  and 
there  is  enough  information  on  that  so  all  can 
become  familiar  with  the  workings  of  the  com- 
mittee. 

Some  exjienses  have  been  incurred  all  of  which 
1 paid,  and  don't  ask  for  reimbursement.  How- 
ever, in  1953  I do  have  some  proposed  expenses 
and  if  the  Society  should  see  fit  to  help  defray 
those  expenses  I would  be  willing  to  accept.  The 
A.  M.  A.  recommends  that  not  more  than  one- 
half  of  one  per  cent  of  goal  be  allowed  for  ex- 
jienses.  The  goal  for  Delaware  is  supiioseri  to  be 
around  $50,000. 

Dr.  McGee:  I move  approval  of  this  in  the 

budget. 

Dr.  Bird:  It  is  already  in  there. 

New  Business 

President  Stambaugh:  New  Business,  now. 

Dr.  Gehret  has  a couple  of  gentlemen  with  us. 
I am  going  to  limit  their  time. 

Two  members  of  the  Continental  Casualty  Com- 
pany of  Philadelphia  spoke  briefly,  as  represen- 
tatives of  J.  A.  Montgomery,  Incorporated,  of  Wil- 
mington, relative  to  the  feasibility  of  extending 
the  health  and  accident  program  to  the  State  So- 
ciety as  a whole. 
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I)i(.  Washbihn:  Ml'.  President,  would  it  be 

feasible  to  have  tliis  matter  refeired  to  a commit- 
tee for  study  and  recommendation? 

1)R.  Maykrbkhg:  The  (luestion  is  so  large  1 

don't  believe  it  would  be  possible  to  resolve  it  this 
evening.  I move  that  these  gentlemen  be  thanked 
foi  a])pearing  before  us  and  assure  them  we  will 
bring  it  before  the  Medical  Society  at  an  early 
date.  We  can't  do  anything  here  tonight.  There 
is  nobody  here  from  New  C'astle  County.  We 
can't  tell  them  what  to  do. 

President  Stambaugh:  It  can  be  referred  to  the 

Committee  on  .Medical  Economics — Dr.  Dob.son’s 
committee  will  be  glad  to  sjteak  to  you  gentlemen. 
If  there  is  no  objection,  the  matter  will  take  that 
course. 

Secretary  Gehret:  There  is  one  other  matter 

which  was  approved  by  the  Council  and  that  is 
reciuesting  the  State  Legislature  to  write  oi-  to 
draw  up  a State  Anatomical  .Act.  1 am  jiresenting 
it  to  the  House  of  Delegates.  You  probably  have 
read  and  heard  a lot  about  a .Medical  School  for 
Delaware.  This  has  nothing  to  do  with  a Medical 
School.  It  might  in  the  future,  1 don’t  know. 
Hut  it  is  more  for  the  i)roi)ei-  training  and  de- 
velopment of  a residency  lU'ogram  in  the  various 
hosj)itals  in  the  state,  .so  that  there  might  be  legal- 
ly .some  opi)ortunities  for  dissection  on  human 
cadavers.  (Reading  resolution) 

Dr.  Tarumianz:  I so  move  you. 

I’resiuent  Stambaugh:  It  has  been  regularly 

moved  and  seconded  that  the  re.solution  be  adopt- 
ed, that  the  Legislature  be  apitroacheti  on  the 
subject  of  an  anatomical  bill.  .At  least  in  the  Coun- 
cil we  meant  to  refer  that  to  the  Committee  on 
Public  Laws.  I did  want  to  get  that  in.  Do  I 
hear  a second  to  the  adoption  of  that  resolution? 

Put  to  a vote  and  carried,  and  re.solution  ac- 
cepted. 

President  Stambaugh:  The  last  is  the  By-Law 

amendment  that  was  not  comi)leted  last  year. 
There  was  a By-Law  concerning  the  e.xcuse  from 
dues  and  assessments  of  men  that  retire  from  the 
]>ractice  of  medicine.  The  committee  was  aji- 
])ointed  the  night  of  the  meeting  which  was  to 
rei)ort  later  that  evening,  but  did  not  — nor  did 
they  present  a report  the  next  day,  so  it  has  been 
allowed  to  stay  in  the  air  for  a year. 

Secretary  Gehret:  As  jjresented  at  that  time 

and  carried  over  until  now,  the  By-Law  reads  as 
follows: 

Page  10,  New  Amendment  to  Article  3, 
Section  0,  Dues  and  Assessments. 

.Active  members  of  this  Society  who  retire 
from  pi'actice  before  the  age  of  seventy  and 
vho  derive  no  part  of  their  income  from  the 
Clinical  |)iactice  of  medicine  shall  be  excused 
frcm  the  i)ayment  of  annual  dues  or  s])ecial 
assessments  of  this  Society,  provided  they  are 
similarly  excused  from  the  jiayment  of  dues 
ami  as.sessments  of  their  comjionent  county 
society,  and  provided  fui  ther  that  they  shall 
file  with  the  Secretary  of  this  Society,  on  a 
form  to  be  provided  by  said  Secretary,  an 
affidavit  to  the  effect. 

Dr.  Bird:  I might  exiilain  that  the  di.scussion 

last  year  hinged  uiion  the  striking  out  of  the  word 
“clinical  ".  The  suggestion  was  to  delete  the  word 
“clinical''  and  to  delete  all  of  the  last  (ihrase  or 
clau.se.  “and  provided  further  that  they  shall  file 
with  the  Secretary  of  this  Society,  on  a'form  to  be 
jirovided  by  said  Secr»tary.  an  affidavit  to  the 
effect.'' 

The  amendment  as  propo.sed  would  then  read 
as  follows: 


Page  10.  Xew  .Amendment  to  Article  3.  Section 
().  Dues  and  .Assessments: 

Active  members  of  this  Society  who  retire 
from  jiractice  before  the  age  of  .seventy  and 
who  derive  no  part  of  their  income  from  the 
practice  of  medicine  shall  be  excused  from 
the  payment  of  annual  dues  or  special  as.ses.s- 
ments  of  this  Society,  provided  they  are 
similarly  excused  froni  the  jiayment  of  dues 
and  as.sessments  of  their  comjionent  county 
society. 

Dr.  Washburn:  I move  the  adojition  of  the 

amendment  as  just  read. 

Several  .seconded  the  motion  which  was  then 
unanimously  carried. 

President  Stambaugh:  How  about  the  ajijiroval 

of  the  Scientific  Program? 

Dr.  Washburn:  I move  its  ajijiroval  as  jirinted. 

Seconded  and  carried. 

Pre.sident  Sta.mbaugh:  Selection  of  a meeting 

jilace  for  19.53. 

Dr.  Bird:  It  goes  to  Xew  Castle  County. 

Dr.  W’ashbur.n:  I move  that  Wilmington  be  the 

Jilace  of  the  next  .Annual  .Meeting. 

The  motion  was  .seconded  and  carried. 

The  House  of  Delegates  meeting  thereujion  ad- 
journed at  11:.57  ji.  m.  o’clock. 


run  years  ago,  a chest  x-ray  I’or  tlie  ap- 
parently well  iierson  was  relatively  uncom- 
mon. In  Ifl.'iO,  however,  some  l.'i  million 
jieople  in  the  rnited  .States  had  small-film 
rtidiogntiihie  examinations  of  their  chests  in 
tuhereulosis  screening  jirogrtims.  Since  the 
development  of  the  photo-flnorograph  in  the 
late  lIKlO's,  and  its  refinements  in  the  1940's, 
the  use  ol  miiiiaturt*  x-ray  etjuipment  hy  local 
official  :tnd  \'oltint;try  health  tigeneies  has 
grown  enormously,  ami  there  is  .scarcely  a 
state  or  eotnity  of  the  I’nited  States  where 
etise  finding  hy  this  me:ins  has  not  been  done, 
either  in  community-wide  surveys  or  in  seg- 
mentttl  surveys  of  special  population  groups. 
Robert  .1.  Ander.son,  .M.D.,  .Medical  Pajiers  of 
the  .\nnti;il  Meeting  of  the  ('anaditin  Tuber- 
culosis Associjition.  .M:iy,  lObl. 


There  ate  eert.iin  diseases  which  notorious- 
ly increasi*  the  incidence  of  tubercidosis,  dia- 
betes mellitns  and  stenosis  of  the  ]iulmonary 
vttlve  of  the  heart  for  instance.  Whether  dia- 
betes acts  by  reducing  the  general  resistance 
or  wheth(*r  the  added  sugar  in  the  blood 
fiivors  the  growth  of  tubercle  bticilli  is  a moot 
(|Uestion.  .'stenosis  of  the  iiulmonary  valve 
liresuiuitbly  :iets  by  nslueing  the  blood  su])- 
ply  to  the  lungs  and  reducing  local  resist- 
:mee.  (leorge  IMuiner,  .M.  1).,  ('onn.  State 
.Med.  .1.,  .May,  1!».V_>. 
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The  Way  Not  To  Do  It 
Tliis  is,sue  contains  the  transactions  of  the 
House  of  Delegates.  Even  a cursory  i)erusal 
.shows  that  the  reports  are  too  many,  some 
are  too  lengthy,  many  had  to  be  “read  by 
title,”  and  the  discussions  occasionally  were 
too  windy.  The  result : a tired  House  hur- 

rying along  to  beat  the  midnight  hour.  The 
remedy : discharge  a few  committees  that 

function  poorly  or  not  at  all ; eliminate  all 
statistics  that  are  i)ublished  elsewhere,  espe- 
cially by  the  State  Board  of  Health;  sid> 
stitute  .short,  snapj)y  reports  and  eliminate 
“reading  by  title;”  and  reduce  discussions 
to  only  pertinent  remarks.  This,  it  .seems 
to  us,  is  the  way  to  transact  our  business  in 
the  future. 


Prize  For  Paper  By  Interns 
The  American  Diabetes  Association, 
through  the  generosity  of  the  St.  Louis  Dia- 
betes Association,  offers  a .$250.00  prize  to 
medical  students  and  interns  for  a paiier  on 


any  subject  relating  to  diabetes — a report  of 
original  studies,  a biographical  or  historical 
note,  a case  report  with  suitable  comment,  or 
a review  of  the  literature. 

Dr.  Paul  Langerhans  made  his  studies  of 
the  ])ancreas.  desci'ibing  the  islets  that  bear 
his  name,  while  an  undergraduate  student  in 
Berlin  in  1869;  and  Dr.  Charles  11.  Best, 
while  a graduate  stinlent  at  Toronto,  was  co- 
discoverer of  insulin  in  1922. 

IManuscriiits  mu.st  be  submitted  on  or  be- 
fore Aiu'il  1,  1953  to  the  Editorial  Offices  of 
Diabetes,  the  Journal  of  the  American  Dia- 
betes Association,  11  West  42nd  Street,  New 
York  36,  New  York. 


Milestone  No.  37 

With  this  issue  your  humble  scribe  coin- 
})letes  his  thirty-seventh  year  as  editor  of 
The  Juunud.  Since,  .June,  1952  he  has  been 
the  .senior  editor  in  the  state  medical  journal 
group.  While  there  have  been  some  heart- 
aches and  a few  more  headaches  in  the.se  thir- 
ty-seven years,  the  task  is  one  we  have,  on 
the  whole,  enjoyed,  thanks  to  the  cooperation 
of  our  members  and  our  friends.  May  it 
continue — and  thanks  in  advance. 


The  Journal  extends  to  all  our  meml  ers, 
friends,  readers,  and  advertisers,  the 
Very  Best  Wishes  for  a 

MENDY  CinUSTMAS 

and  a 

HAPPY  XEW  YEAR 


DkI.AWAHK  StATK  MkDICAI.  .JoiHXAL 


Dkckmiuck,  i;)j‘2 


.S.')4 

Tul)i*iculosis  of  tlie  luny:s  may  l)e  present 
witliont  eausiny:  any  symptoms.  Tlie  disease 
may  pass  tliroii<rh  a eomplele  eyele  of  activity, 
even  to  liealin>>:,  without  the  patient's  aefiial 
knowledsje  of  such.  Tlie  symiitoms  may  man- 
ifest themselves  insidiously  or  appear  abrupt- 
ly as  an  aeute  pneumonia.  Tubereulosis  may 
manifest  it.self  first  in  some  other  or<^an  with- 
out any  elinieal  indieation  of  lun<<  involve- 
ment. Tuberculosis  of  the  lun»;s  may  assume 
so  many  difl'ei-ent  elinieal  forms  that  it  must 
be  eonsideied  in  the  differential  tliajjnosis  of 
I»raelieally  every  lun«r  disease.  .lames  ,M. 
lilake,  M.  D..  N.V.S.  .1.  of  .Med..  February 
1. 


The  eonti'ol  of  di.seases  due  to  an  insani- 
tary environment  ean,  obviously,  often  be  ae- 
eomplished  in  sudden  and  di’amatie  fa.shion. 
No  sueh  easy  victories  ean  be  achieved  with 
the  eontaet-borne  diseases,  since  man  is  much 
less  susceptible  to  control  than  his  surround- 
ings. Such  maladies  as  tuberculosis  and 
syphilis  have  been  fought  almost  as  effective- 
ly but  at  a slower  jiace.  C.-H.  A.  Winslow, 
The  Cost  of  Sickness  and  the  Price  of  Health. 
WIK)  .Monoj^raph  Series,  .\o.  7,  19. >1. 

BOOK  REVIEWS 

Delaware  Social  Service  Directory — 1952. 
Pp.  G4.  Paper.  Prices,  .$1.50  and  $2.50.  AVil- 
mington:  Welfare  Council  of  Delaware,  In- 
corporated, 1952. 

This  is  the  first  edition  of  this  Directoiy 
since  lf)49.  The  book  now  contains  over  2S0 
listings  of  Delaware's  health,  welfare,  and 
recreational  services  and  organizations.  Fach 
listing  covers  history  and  background,  ob- 
jectives, methods  of  operation  and  services 
rendered.  The  new  edition  is  more  compi'i*- 
licnsive,  more  informative,  and  ui)-to-date. 
Care  i-.as  been  taken  in  its  preitaration  to  as- 
sure that  it  contains  full  informatittn  about 
Delawaie's  welfare  resources,  .\dditional  sub- 
ject headings  and  a nt*w  alphabetical  inde.x  ol 
agencies  and  services  make  the  directoi-y 
easier  to  \ se  for  quick  reference.  Purchase  of 
the  book  entitles  the  purchaser  to  a correction 
service,  to  be  mailed  at  proper  intervals. 

Based  on  extensive  use  of  the  1949  edition, 
this  i(*viewer  feels  that  this  new  directory 
should  l;e  in  the  hands  of  every  physician  in 


Delaware.  l•'uI thermore,  he  strongly  recom- 
mends the  purchase  of  the  higher  priced 
plastic  ring  binding,  wliich  lies  flat  on  the 
de.sk  while  in  use. 


Radium  Therapy,  Its  Physical  .\spects.  Ry 
C.  W.  Wilson,  Ph.  I).,  I’hysicisl.  Westminster 
Hospital.  London.  Pp.  224.  with  illustrations. 
Cloth.  Price.  .SO.OO.  Sherwood  Press,  1951. 
Washington,  i:i,  D.  C. 

An  outstanding  monogiai)h  and  probably 
the  only  one  of  its  kind  in  the  I'nited  State.s. 
Devoted  almost  exclusively  to  the  physical 
aspects  of  radium  therapy  by  a physicist  with 
(‘xtensive  |)iactical  experience  in  this  form  of 
thei-apy,  at  Westminster  Hospital,  London, 
Fnglaiul.  h'or  those  interested  or  actively  en- 
gaged in  the  use  of  radium  as  a therapeutic 
agent,  the  book  can  be  easily  read  as  a text 
and  extensively  utilized  as  a reference.  No 
major  omissions  in  subject  matter  have  been 
detected.  The  book  lends  additional  evidence 
of  Fngland's  superiority  in  the  field  of  radi- 
um therapy. 


Brain  Surgeon.  The  .-^utohiography  of  Dr. 

William  Sharpe.  Pp.  271.  Cloth.  Price.  .$.1.75. 

New  York.  \'iking  Press.  1952. 

Dr.  William  Sharpe  is  one  of  the  great 
brain  si>ecialists  of  our  time.  He  pi'oved  that 
brain  surgery  could  be  :is  successful  as  sur- 
gery ill  any  other  part  of  the  body. 

He  relates  with  ab.sorbing  interest  his  fami- 
ly background,  his  boyhood  and  student  days 
at  Haivard,  his  adveiitun*s  in  China  and  his 
])er.sonal  ex])eriences  with  his  teachers  and 
associates. 

( )ne  of  Dr.  Sharpe's  great  contributions 
has  been  in  the  field  of  cerebial  jialsy,  em- 
phasizing  prevention  of  obstetrical  injuries 
to  the  baby  and  (>arly  spinal  drainage  in  in- 
jured babies. 

Dr.  Shaipe  worked  under  Dr.  Harvey 
('ushing  of  tlu‘  .lohns  Hopkins  Hospital  and 
Dr.  John  A.  Wyeth  of  the  New  York  Boly- 
clinic  Medical  School  and  Hospital. 

This  book  reads  like*  a tast-moving  lascinat- 
ing  story  with  the  hero  getting  in  and  out 
of  peiMonal  and  .sci<*ntilic  ditticulties  with 
ease  and  cleverness.  Very  interesting. 
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Physician’s  Handbook.  By  Marcus  A. 

Krupp,  M.D.,  Xorman  J.  Sweet,  M.D.,  Ernest 

Jawets,  M.  D.,  Charles  D.  Armstrong,  M.  D. 

Seventh  Edition.  Pp.  .380.  Paper.  Price,  S2.50. 

Los  Altos,  California.  University  Medical 

Publishers,  1952. 

This  handbook  is  indeed  a storehouse  ot 
useful  information  which  the  busy  physician 
or  hospital  resident  needs  in  every-day  prac- 
tice. iMedical  students  will  also  find  it  an  ex- 
cellent guide  in  reviewing  for  examinations. 

The  book  covers  methods  of  examination 
of  the  various  systems,  diets  and  vitamins, 
laboratory  examinations,  surgery,  infant  feed- 
ing, functional  and  other  tests,  fluid  and  elec- 
trolyte balance,  and  information  on  many 
other  difficult  medical  problems. 

The  book  also  contains  staining  methods, 
composition  of  solutions  and  reagents,  ele- 
ments and  atomic  weights,  and  other  informa- 
tive tables.  The  many  illustrations  add  to  the 
ease  of  undei'standing  the  procedures  de- 
scribed. 


Coi'tone — A Handbook  of  Therapy.  Cloth. 

Pp.  129.  Rahway,  X.  J.  Merck  and  Com- 
pany, 1952. 

This  little  book  gives  a review  of  case  his- 
tories of  patients  treated  with  cortone  and 
hydrocortone  acetate.  The  various  conditions 
in  which  these  hormones  have  been  found  use- 
ful are  outlined. 

The  hazards  and  dangers  which  may  be  en- 
countered in  the  indiscriminate  use  of  these 
drugs  are  mentioned.  The  book  properly  em- 
phasizes that  the  hormones  are  adjuncts,  and 
that  all  of  the  accepted  methods  of  treating 
the  various  conditions  should  be  used. 

This  book  is  available  gratis  to  physicians 
and  pharmacists  upon  recpiest. 


A 40  Year  Campaign  Against  Tuberculosis. 

Cloth.  Pp.  115.  Xew  York:  Metropolitan  Life 

Insurance  Company,  1952. 

The  book  describes  the  tuberculosis  pro- 
gram initiated  by  the  ^Metropolitan  Life  In- 
surance Company  in  1909,  at  which  time  a 
general  nursing  service  and  a tuberculosis  san- 
atorium were  established  for  the  care  of  their 
employees. 

The  interest  of  the  company  in  public 
health  imiirovements  in  controlling  tubercu- 

UBRARY  OF  THE 


losis  led  to  the  arousing  of  the  public  interest 
in  other  health  problems. 

The  contributions  of  the  company  through 
funds  and  publicity  resulted  in  better  under- 
standing of  tuberculosis  and  it's  management. 
The  reduction  in  morbidity  and  mortality  are 
outlined. 

This  report  demonstrates  how  effective  the 
efforts  of  a private  business  organization  can 
supplement  those  of  the  medical  profession, 
of  government,  and  of  voluntary  welfare  or- 
ganizations, where  there  is  a bond  of  com- 
mon interest.  It  points  to  ever  greater  pos- 
sibilities in  the  future  for  the  joint  action  of 
business,  government,  and  philanthropy  for 
the  public  welfare. 

Anyone  interested  in  tuberculosis  will  find 
this  a very  informative  book. 


Research  In  Endocrinology'.  By  August  A. 

Werner,  M.D.,  and  Associates,  Pp.  285.  Cloth. 

St.  Louis,  von  Hoffmann  Press,  Inc.,  1952. 

This  book  was  edited  by  A.  R.  Schmidt, 
city  editor  of  Belleville  Daily  Advocate  of 
Belleville,  Illinois.  51r.  Schmidt  was  a friend, 
patient,  and  a freciuent  visitor  to  the  office 
of  Dr.  Werner  for  several  years  and  learned 
of  Dr.  Werner's  medical  discoveries  and  con- 
tributions to  scientific  medicine. 

The  author  outlines  his  medical  career  and 
publications.  He  is  noted  in  the  field  of  en- 
docrinology especially  that  which  deals  with 
the  genital  organs. 


Living  With  Cancer.  By  Edna  Kaehele. 

Pp.  160.  Cloth.  Price,  S2.00.  Garden  City,  Xew 

York.  Doubleday  and  Company,  1952. 

This  small  book  deals  with  the  experiences 
of  the  author  who  suffers  with  cancer  of  the 
abdomen.  She  relates  her  story  of  how  phy- 
sicians gave  her  “six  months  to  live''  and 
how  she  made  an  adjustment  to  her  condition, 
and  is  still  alive  after  several  yeai’s  of  treat- 
ment, even  though  her  cancer  is  not  cured 
nor  "arrested". 

This  encouraging  story  should  be  read  by 
patients  with  any  form  of  chronic  or  "incura- 
ble disease."  The  author  shows  how  a person 
can  adjust  himself  and  enjoy  life  by  deciding 
"to  outgrow  cancer''  rather  than  sit  back 
and  deteriorate  by  hopelessness. 
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You  are  completely  satisfied  with  your 
appearance  we  congratulate  you  ...  If  you 
are  not,  the  Luzier  Cosmetic  Consultant 
in  your  community  can  help  you. 
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6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 
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Supplements  the  sun... 

removes  the  shadow  of  RICKETS 


Rickets  may  be  found  in  apparently  healthy  and  well  nourished  infants 
due  to  an  insufficfent  intake  of  vitamin  D plus  inadequate  exposure  to  ultraviolet  ra)^. 

It  is  now  generally  accepted  that  a vitamin  D supplement  should  be  given  regularly 
not  only  to  infants  but  to  older  children  and  adolescents.  Mead’s  Oleum  Percomorphum 
With  Other  Fish  Liver  Oils  and  Viosterol  is  useful  for  this  purpose. 


Mead’s  Oleum  Percomorphum 


1.  Is  a highly  potentf  source  of  natural  vita- 
mins A and  D. 


2.  May  be  given  in  drop  doses  that  are  easily 
administered  and  well  tolerated,  and  is  sup- 
plied in  capsule  form  also. 


3.  Has  a background  of  sixteen  years  of  suc- 
cessful clinical  use. 


tPofcncy:  60.000  U.S.P.  units  of  vitamin  A and  85(Kt 
U.S.P.  units  of  vitamin  D per  gram.  Each  drop  sup- 
plies 1230  units  of  vitamin  A and  ISO  units  of  vlumin 
D;  each  capsule,  5000  uniu  of  vitamin  A and  700  units 
of  viumin  I>. 

Supplied  In  10  cc.  and  50  cc.  botUcs;  and  in  bottles 
of  50  and  250  capsules. 
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Ifesen'Cfl  for 
the  physician’s 
prescription 


Since  its  founding  on  May  10, 
1876,  Eli  Lilly  and  Company 
has  depended  upon  the 
physician’s  prescription  for  the 
sale  of  its  products.  Information 
on  the  therapeutic  application 
of  Lilly  products  has  been 
channeled  exclusively 
through  the  medical  and 
closely  allied  professions. 

This  policy,  it  is  felt,  has 
encouraged  the  public  to  seek 
competent  medical  advice 
and  has  discouraged 
self-medication. 


AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.A. 


ADRENALIN* 


ADRK.NAIJN  (epinephrine,  Parke-Davis)  is  available  as: 
ADRENALIN  CHLORIDE  SOLUTION  1:1000 
ADRENALIN  CHLORIDE  SOLUTION  1:100 

ADRENALIN  IN  OIL  1:500 

And  in  a variety  of  other  forms  to 

meet  medical  and  surgical  requirements. 
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...dispels  the  shadow  of  Rickets 


Even  in  America  today,  surveys  of  certain 
groups  reveal  a surprising  incidence  of  rickets 

To  combat  this  danger,  physicians 
realize  the  need  for  regular  and 
reliable  antirachitic  measures. 

A potent  and  economical  source  of  vitamins 
A and  D,  Mead’s  Oleum  Percomorphum  has 
provided  elTcclive  protection  for  millions  of 
infants  and  children.  For  17 
years,  physicians  have 
placed  faith  in  it. 
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